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THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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Dr.  Davis  Examines 
The  MS  V Backbone 

At  meeting  of  clubs,  by  effort  or  will, 

I always  contrive  to  keep  perfectly  still. 

For  it  takes  but  a word  of  annoyance  or  pity 
And  wham!  There  1 am  on  another  committee.1 

THE  FOIBLES  of  committees  are  often  cited.  But 
whether  we  like  it  or  not,  most  organizations 
from  the  local  PTA  to  the  United  States  Congress  are 
wedded  to  the  committee-principle.  The  entire  spec- 
trum of  American  life  depends  upon  them.  In  total- 
itarian countries  where  the  Commissar  or  other  dicta- 
tor-type dominates,  committees  are,  needless  to  say, 
low-priority.  They  therefore  must  be  yet  another  "ad- 
vantage” of  our  democratic  system.  Indeed,  though, 
one  sometimes  does  question  their  functional  capa- 
bilities, as  Milton  Berle  did  in  1954  when  he  stated; 
A committee  is  a group  that  keeps  the  minutes  and 
loses  hours.2 

James  Farley,  politician  extraordinaire,  voiced  his 
doubts  in  the  following  anecdote  entitled  "No  Com- 
mittee Could  Do  It”; 

When  Lindbergh  first  flew  over  the  Atlantic  Ocean 
to  Paris,  the  wife  of  a major  business  executive 
rushed  to  tell  her  husband  the  news.  “Think  of  it’’, 
she  said,  “Lindbergh  has  just  flown  the  Atlantic 
alone."  “It  would  have  been  even  more  remark- 
able’’, said  her  husband,  “if  he  had  done  so  with  a 
committee3 

The  above  notwithstanding,  committees  are  the 
backbone  of  The  Medical  Society  of  Virginia — nu- 
merous, indispensable,  and  sometimes  worrisome. 
Without  them,  though,  to  use  the  vernacular,  we 
would  be  DEAD,  man!  I am  sure  that  all  previous 
Presidents  have  agonized  over  committee  appoint- 
ments. I am  no  exception  and  this  concern  began 
immediately  upon  becoming  President  Elect.  The  pri- 
mary anxiety  concerns  proper  selection  of  committee 
members.  Appointment  of  the  best  qualified,  most 
interested  and  hardest  working  people  in  our  Society 
is  no  easy  task.  Indeed,  it  is  rarely  possible!  Each 
chief  executive  officer  is  personally  acquainted  w'ith 
hundreds  of  the  membership  but  not  thousands.  I am 
sure  that  innumerable  knowledgeable  and  interested 
doctors  ideal  for  some  committee  niche  abound  and 
yet  go  unrecognized.  In  order  for  us  to  progress, 
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methods  of  identification  to  mobilize  this  hidden  as- 
set must  be  explored. 

There  is  obviously  no  simple,  uniform,  and  equi- 
table method  of  accomplishing  this.  Many  factors, 
some  intangible,  contribute  to  the  problem.  Our  ever 
enlarging  membership  as  well  as  its  wide  geographi- 
cal distribution  from  Virginia  Beach  to  Big  Stone 
Gap  and  from  Winchester  to  Danville  complicate 
committee  selection.  It  is  essential  however,  to  have  a 
broad  representation,  and  this  should  certainly  in- 
clude ever-increasing  numbers  of  bright  young  doc- 
tors. 

Many  previous  Presidents  have  stressed  increasing 
“involvement”  of  our  membership.  This  is  undoubt- 
edly a critical  key,  but  how  to  identify,  harness  and 
mobilize  this  intangible  factor  remains  obscure.  Some 
have  used  a direct  appeal  to  the  membership  urging 
each  to  select  the  committees  on  which  he  would 
“like  to  serve”.  This  approach  seems  to  have  been 
effective  only  occasionally,  probably  because  busy 
doctors  are  reluctant  to  volunteer  for  additional 
work.  President  Hagood  and  I have  often  discussed 
the  need  for  member  participation  and  believe  that 
committee  responsibility  is  one  of  the  most  important 
methods.  In  the  February  issue  of  Virginia  Medi- 
cal, he  suggested  the  utilization  of  each  Council 
member  to  aid  in  this  important  role.  The  rationale  of 
this  is  quite  simple:  A member  of  Council  is  certain  to 
be  more  familiar  with  the  membership  from  his  dis- 
trict and  their  capabilities  than  any  President  could 
possible  ever  be.  In  line  with  this,  I have  written  to 
each  member  of  Council  and  have  had  the  Society 
send  each  a roster  of  all  standing  committees,  with 
their  major  purposes  and  present  personnel.  I sug- 
gested that  they  send  me  names  of  potential  can- 
didates for  all  of  these  committees,  after  obtaining 
assurance  from  each  nominee  that  he  would  serve 
and  participate  if  appointed.  Obviously,  there  cannot 
be,  should  not  be,  and  will  not  be  any  wholesale 
revision  of  committee  membership,  but  if  each  in- 
coming President  employed  this  method  for  a period 
of  four  or  five  years,  our  Society  would  be  strength- 
ened and  membership  participation  broadened.  I am 
also  appealing  to  each  member  of  the  Society  for  his 
advice  or  ideas  on  how  to  improve  committee  selec- 
tion. 

It  is  important  to  emphasize  that  knowledge  and 
expertise  are  not  necessarily  the  only  criteria.  The 
smartest  selectee  in  a given  field  is  of  absolutely  no 
service  if  he  is  disinterested  and  does  not  work.  A 
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committee  member  relatively  uninformed  initially 
may  by  dint  of  enthusiasm  and  hustle  become  in- 
valuable. 

Next  to  committee  appointment,  the  most  impor- 
tant item  is  the  selection  of  the  best  available  chair- 
person. Conscientiously  as  one  may  endeavor  to  fill 
this  critical  slot  to  assure  the  most  competent  and 
innovative  leadership,  error  often  results.  Chairman- 
ship is  usually  delegated  to  a more  senior  committee 
member.  Occasionally  here,  the  Peter  Principle  ap- 
plies. The  criteria  for  chairmanship  should  involve  an 
individual  with  organizational  ability,  a delicate  sense 
of  propriety,  a plethora  of  tact,  and  that  rare  ability 
to  draw  out  ideas.  Such  a job  description  covers  the 
best  of  all  worlds  and  almost  never  does  one  person 
possess  all  of  them.  But  at  least  these  are  the  funda- 
mental requirements  for  which  we  strive  in  chairper- 
son selection. 

The  size  of  the  committee  is  very  important.  Gen- 
erally speaking,  smaller  ones,  ideally  not  exceeding 
five  or  seven  persons,  appear  most  efficient,  in  my 
experience.  Larger  ones — some  gigantic — are  often 
absolutely  essential,  however,  for  our  purposes  in  this 
Society.  Hendrik  von  Loon’s  rather  overstated  defini- 
tion echoes  the  numbers  problem: 

Committee:  a group  which  succeeds  in  getting 

something  done  only  when  it  consists  of  three 


members,  one  of  whom  happens  to  be  sick  and 
another  absent ,4 

Broad  geographical  representation  as  well  as  a tre- 
mendous work  load  mandate  a large  group  fairly 
frequently.  The  Vanguard  Committee  and  the  Con- 
tinuing Education  Commission  are  excellent  ex- 
amples of  this  type. 

In  summary,  I am  dedicated  to  the  concept  of 
excellent  committee  representation,  and  I appreciate 
your  help  in  both  committee  selection  and  participa- 
tion. With  the  ever  increasing  intrusion  of  the  Wash- 
ington bureaucrats  into  our  lives,  our  committees 
must  be  strong  and  vibrant. 

Charles  E.  Davis,  Jr.,  MD, 
President,  The  Medical  Society  of  Virginia. 

1.  Sturgis  AF:  Learning  parliamentary  procedure.  In 
Braude’s  Handbook  of  Stories  for  Toastmasters  and 
Speakers.  Englewood  Cliffs  NJ,  Prentice-Hall,  1969,  p 
72 

2.  Berle  M:  Committees.  In  International  Thesaurus  of 
Quotations.  New  York  City,  Crowell  Publishing  Co., 
1970,  p 92 

3.  Farley  JA:  No  committee  could  do  it.  In  The  Successful 
Toastmaster.  New  York  City,  Harper  & Row,  1966,  p 
253 

4.  Von  Loon  H:  Committee.  In  A Dictionary  of  Wit,  Wis- 
dom and  Satire.  New  York,  Harper  & Row,  1962,  p 39 


Dr.  Nelson  Joins  Headquarters  Staff 


Dr.  Kinloch  Nelson  has  joined 
the  staff  of  The  Medical  Society 
of  Virginia  as  Coordinator  of 
Continuing  Medical  Education. 
Long  identified  with  quality 
medical  education,  Dr.  Nelson 
is  former  dean  of  the  medical 
school  at  the  Medical  College  of 
Virginia  and  former  associate 
chief  of  staff  for  education  at  the 
McGuire  Veterans  Administra- 
tion Hospital,  Richmond.  The 
MSV  post  he  takes  on  was  va- 
cated when  James  M.  Sum- 
mers, PhD,  accepted  a position 
in  Georgia  last  autumn.  For 
more  on  Dr.  Nelson,  see  page  88 
of  this  issue.  Photograph  cour- 
tesy Richmond  Times-Dispatch 
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These  Will  Serve 
MSV  Committees 

These  committee  chairmen  and  members  had  been 
appointed  by  President  Charles  E.  Davis,  Jr.,  as  this 
journal  went  to  press.  Additional  appointments  will  be 
announced  in  a future  issue. 

Executive  Committee:  Charles  E.  Davis,  Jr.,  ML), 
Chairman;  Drs.  William  J.  Hagood,  Jr.,  George  M. 
Nipe,  Percy  Wootton. 

Committee  on  Ethics:  Anthony  J.  Munoz,  MD,  Chair- 
man; Drs.  James  M.  Peery,  Raymond  S.  Brown. 

Bylaws  Committee:  K.  K.  Wallace,  Jr.,  MD,  Chair- 
man; Drs.  Charles  M.  Caravati,  Jr.,  William  D. 
Liddle. 

Negotiations  Committee:  Levi  W.  Hulley,  Jr.,  MD, 
Chairman;  Drs.  W.  Leonard  Weyl,  K.  K.  Wal- 
lace, Jr.,  Harry  C.  Kuykendall,  Carl  E.  Stark, 
Charles  H.  Crowder,  Jr.,  Michael  A.  Puzak, 
George  E.  Broman,  William  J.  Hagood,  Jr.,  John 
A.  Marlin. 

Legislative  Committee:  Glenn  B.  Updike,  MD,  Chair- 
man; Drs.  Leon  1.  Block,  Clarence  W.  Taylor, 
Richard  F.  Clark,  Charles  M.  Caravati,  Jr.,  Frank 
W.  Gearing,  Jr.,  H.  Alan  Bigley,  Jr.,  Robert  S. 
Hutcheson,  Jr.,  Daniel  D.  Talley,  III,  John  D. 
Hoyle,  James  B.  Jones,  Harold  L.  Williams, 
Quincy  A.  Ayscue,  Jack  R.  Woodside,  Gervas  S. 
Taylor,  Jr. 

Committee  on  Aging:  Donald  T.  Faulkner,  MD, 
Chairman;  Drs.  Joseph  Leo  Crosier,  William  S. 
Erwin,  CliH'ord  G.  Gaddy,  Helen  M.  Hackman, 
W.  Robert  Irby,  John  P.  Lynch,  Roger  A.  Noel. 

Committee  on  Long  Range  Planning:  John  A.  Martin, 
MD,  Chairman;  Drs.  William  R.  Hill,  Raymond 
S.  Brown,  W.  Leonard  Weyl,  William  J.  Hagood, 
Jr. 

Committee  on  Joint  Practice:  C.  Barrie  Cook,  MD, 
C'hairman;  Drs.  Charles  H.  Townes,  Joseph  W. 
Milam,  Ted  R.  Abernathy,  Robert  K.  Duley, 
Henry  A.  Yancey,  Jr.,  Ambler  Ray  Goodwin. 

Cancer  Committee:  William  W.  Old  III,  MD,  Chair- 
man; Drs.  Robert  J.  Faulconer,  William  F.  Enos, 


Walter  C.  Fitzgerald,  Robert  S.  Boyd,  J.  Shelton 
Horsley,  III,  Walter  S.  Johnson,  Walter  Lawrence, 
Jr.,  Saul  Kay,  Fred  T.  Given,  Jr.,  Willie  H.  Mor- 
ris, Jr.,  Marvin  N.  Lougheed. 

Committee  on  Child  Health:  Thomas  S.  Chalkley, 
MI),  Chairman;  Jefferson  D.  Beale,  Jr.,  MD,  Co- 
Chairman;  Drs.  Robert  M.  McDonald,  William  I. 
Neikirk,  William  D.  Liddle,  Kathryn  D.  Hill, 
James  H.  Stallings,  Jr.,  William  H.  Fink. 

Insurance  Committee:  Warren  C.  Hagood,  MD, 
Chairman;  Alvin  E.  Conner,  MD,  Co-Chairman; 

Drs.  J.  William  Giesen,  C.  Waldo  Scott,  Emerson 

D.  Farley,  Jr.,  Vernon  L.  Cofer,  Jr. 

Grievance  Committee:  John  A.  Martin,  MD,  Chair- 
man; Drs.  William  R.  Hill,  Raymond  S.  Brown, 
W.  Leonard  Weyl,  William  J.  Hagood,  Jr. 

Advisory  to  Virginia  Hospital  Association:  Gerald  J. 
Fisher,  MD,  Chairman;  Drs.  Richard  F.  Clark, 
James  G.  Snead,  Robert  M.  Allen,  J.  Latane 
Ware,  Edward  S.  Bear,  T.  Winston  Gouldin. 

Membership  Committee:  Carolyn  M.  McCue,  MD, 
Chairman;  Drs.  Donald  R.  Williams,  Charles  N. 
VanHorn. 

Public  Relations:  Walter  C.  Fitzgerald,  MD,  Chair- 
man; Drs.  William  C.  Gill,  Jr.,  Stuart  K.  Cassell, 
Jr.,  Joseph  E.  Mathias,  Frederick  K.  McCune, 
Jack  R.  Woodside. 

Pharmacy  Committee:  Uoyd  T.  Griffith,  MD,  Chair- 
man; Drs.  Herman  M.  Nachman,  Robert  L. 
Glenn,  William  L.  Stone,  HI,  Frank  N.  Bilisoly, 
Marvin  L.  Weger. 

Sports  Medicine  Committee:  Robert  P.  Nirschl,  MD, 
Chairman;  Drs.  Gervas  S.  Taylor,  Jr.,  Richard  H. 
Fisher,  Frank  C.  McCue,  III,  Oscar  W.  Ward, 

E.  L.  Clements,  Richard  Bullock,  Louis  P.  Ripley, 
Virgil  May,  Frederick  W.  Gray. 

Mental  Health  Committee:  John  R.  Saunders,  MD, 
Chairman;  Drs.  W.  D.  Buxton,  Emory  F.  Hodges, 
Jr.,  R.  Terrell  Wingfield,  Robert  H.  Thrasher, 
Asad  Masri,  Morgan  Scott,  John  O.  Hurt,  Jr., 
Stuart  Ashman. 

Rural  Health  Committee : O.  Hunter  McClung,  Jr., 
MD,  Chairman;  Drs.  John  F.  Denton,  Harold  W. 
Felton,  Samuel  P.  Massie,  Joseph  Early. 

Conservation  of  Hearing:  Cary  N.  Moon,  Jr.,  MD, 
Chairman;  Drs.  Fred  T.  Shaia,  Robert  A.  Jahrs- 
doerfer,  Parker  Cross. 

coni’ d over 
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Commission  on  Continuing  Medical  Education: 
Charles  L.  Crockett,  Jr.,  MD,  Chairman;  Charles 
H.  Crowder,  Jr.,  MD,  Co-Chairman;  Drs.  Elmore 
J.  Becker,  Harold  L.  Williams,  Robert  C.  Green, 
Jr.,  Michael  D.  Lieberman,  C.  Robert  Meloni, 
Thomas  E.  O’Brien,  Carl  E.  Stark,  Clarence  W. 
Taylor,  Hugh  H.  Willis,  James  Sidney  Kitterman, 
M.  Pinson  Neal,  Jr.,  T.  Eugene  Temple,  Jr.,  Oscar 
A.  Thorup,  Jr.,  John  King. 

Liaison  Committee  to  PSRO:  Harry  C.  Kuykendall, 
MD,  Chairman;  Drs.  William  M.  Eagles,  J.  Sher- 
mer  Garrison,  III,  John  C.  Hortenstein,  Robert 
L.  A.  Keeley. 

Committee  on  Brochures  for  New  Physicians:  Gerald 

H.  Holman,  MD,  Chairman;  Drs.  C.  H.  Lippard, 
P.  Browning  Hoffman,  James  B.  Kenley,  W.  Ken- 
neth Blaylock. 

Advisory  to  Woman’s  Auxiliary:  Charles  G.  Smith, 
MD,  Chairman;  Drs.  Raymond  S.  Brown,  Allen 
E.  Combs. 

Vanguard  Committee:  Richard  L.  Fields,  MD,  Chair- 
man; Drs.  Robert  C.  Green,  Jr.,  George  E.  Bro- 
man,  Jr.,  Oscar  A.  Thorup,  Jr.,  Malcolm  Tenney, 
Jr.,  Ira  J.  Green,  Thomas  N.  Wise,  Joseph  V. 


Puglise,  Robert  V.  Gaillot,  Robert  S.  Hutcheson, 
Jr.,  William  H.  Barney,  James  E.  Nevin,  III, 
Charles  H.  Crowder,  Jr.,  Lewis  W.  Bridgforth, 
Wyatt  S.  Beazley,  III,  Robert  O.  Hudgens,  Clarence 
A.  Holland,  J.  W.  Holowell,  Jack  B.  Taylor, 
Stephen  M.  Norfleet,  Lloyd  B.  Burk,  Jr.,  George 

J.  Carroll,  Robert  L.  A.  Keeley,  William  J.  Ha- 
good,  Jr.,  John  P.  Mamana. 

Finance  Committee:  Michael  A.  Puzak,  MD,  Chair- 
man; Drs.  William  T.  Watkins,  Marcellus  A. 
Johnson,  III. 

Highway  Safety  Committee:  Robert  W.  Waddell, 
MD,  Chairman;  Drs.  James  C.  Andrews,  David 

K.  Webster,  Daniel  N.  Kuland. 

Maternal  Health  Committee:  Leo  J.  Dunn,  MD, 
Chairman;  Drs.  Herbert  G.  Hopwood,  William  H. 
Thornton,  Francis  R.  Payne,  Jr.,  Rufus  P.  Ellett, 
Jr.,  Thomas  P.  Caine,  Jr.,  Mason  C.  Andrews, 
Francis  G.  Gentile,  Lucien  W.  Roberts,  Jr. 

Venereal  Disease  Control:  Harry  Pariser,  MD,  Chair- 
man; Drs.  Wallace  E.  Baker,  Charles  M.  Cara- 
vati,  Jr.,  E.  Randolph  Trice,  William  L.  Becken- 
stein,  John  P.  Kaufman. 


BAYBERRY  PSYCHIATRIC 
HOSPITAL 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  dis- 
orders. Hospital,  day  care,  outpatient,  and  consulting  services. 
AMA-approved  psychiatric  residency  program.  Fully  staffed  psy- 
chology and  social  service  departments  offering  comprehen- 
sive range  of  services.  Comprehensive  chemical-dependency 
treatment  program.  Adolescent  inpatient  program  includes  fully 
accredited  education  services. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 
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LETTERS 

TOTHE 

EDITOR 


Sees  “Strange  Ambivalence” 

In  Insurance  Position 

As  I reflect  in  the  after  glow  of  the  annual  meeting 
in  Williamsburg,  my  mind’s  screen  is  blurred  by  the 
strange  ambivalence  which  I observed  to  prevail  in 
the  consideration  of  national  health  insurance.  While 
this  anomalous  ambivalence  seems  to  find  the  mem- 
bership against  national  health  insurance,  at  the  same 
time  The  Medical  Society  of  Virginia  supports  the 
AMA  in  sponsoring  a bill  which  would  create  na- 
tional health  insurance. 

Try  as  I may,  I cannot  understand  this  strange 
chemistry  at  a time  when  there  is  a warm,  favorable 
breeze  blowing  from  our  patients  towards  us  and 
away-from  national  health  insurance.  Although  I am 
opposed  to  national  health  insurance  in  any  form,  I 
can  understand  that  when  it  did  appear  that  there 
would  be  a national  bill  passed,  it  was  expedient  for 
the  AMA  to  have  a compromising  bill.  That  certainly 
seems  to  have  been  blown  off  the  screen  by  this  warm, 
favorable  wind  which  creates  no  great  waves  from 
our  patients  for  national  health  insurance.  In  support 
of  this  statement  I wish  to  quote  Tom  E.  Nesbitt, 
MD,  President  of  the  American  Medical  Association: 
“The  American  public  has  yet  to  give  any  indication 
that  it  sees  such  a program  as  a high  priority  item  on 

For  the  Governor’s  views  on  nhi,  see  page  25 

the  nation’s  agenda.  In  fact,  public  opinion  polls 
consistently  indicate  that  most  Americans  consider 
themselves  well  served  by  our  health  care  system.  For 
example,  in  late  1977  the  University  of  Chicago  re- 
leased the  results  of  a poll  showing  that  88  per  cent  of 
the  public  was  satisfied  with  its  health  care.  Other 
polls  reinforce  the  conclusion  that  the  overwhelming 
majority  of  Americans  are  ‘satisfied’  or  ‘well  satisfied’ 
with  health  care  in  the  United  States  and  are  opposed 
to  national  health  insurance  if  it  means  an  increase  in 
taxes.” 

The  howl  of  the  wind  seems  to  cry  now  for  the 
AMA  to  change  its  position  and  move  from  com- 
promise to  outright  total  opposition  to  national 
health  insurance. 

How  will  we  explain  our  strange  position  to  our 
patients  and  those  who  have  lined  up  against  national 
health  insurance?  What  will  our  supporters  think  of 
us?  What  will  we  think  of  ourselves,  standing  side  by 
side  with  those  of  a persuasion  in  character  so  very 
opposite  to  that  of  our  own  profession? 

Yes,  there  is  a favorable  wind  blowing  across  our 
nation  and  I think  the  least  we  can  do  as  a profession 
is  to  go  with  the  flow.  It  is  time  to  go  for  all  of  the 
marbles.  It  would  appear,  however,  that  we  are  pre- 
senting a compromised  position  as  our  first  effort 
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without  even  making  any  effort  to  try  to  pick  up  all 
the  marbles. 

1 think  we  owe  it  to  our  patients  not  to  lead  them 
into  this  type  of  medical  care  when  they  have  in- 
dicated that  they  are  satisfied  with  health  care  in  the 
United  States  and  opposed  to  national  health  insur- 
ance. 

I would  like  to  ask  our  Commission  on  Continuing 
Medical  Education  to  counsel  me  on  what  continuing 
medical  education  course  I can  take  in  order  to  de- 
program my  mind  so  I will  be  able  to  understand  this 
strange  ambivalence.  But,  on  second  thought,  I am 
afraid  in  my  case  it  would  be  an  educational  mis 
adventure. 

Alexander  McCausland,  MD 

609  South  Jefferson  Street 
Roanoke  VA  2401 1 

Doctor  Smith  Wins 
This  Spelling  Bee 

Isn't  the  first  word  of  the  title  (and  see  also  the  text) 
of  Doctor  Pugh’s  editorial  in  Virginia  Medical's  Au- 
gust issue1  spelled  wrong?  Shouldn’t  it  be  pruritus? 

Charles  D.  Smith,  MD 

Roanoke  Memorial  Hospitals 
Roanoke  VA  24033 

I.  Pugh  HL:  Pruritis  (sic)  regularis.  Va  Med  105:591-592, 

1978 

Editors’  response:  Doctor  Smith  is  exactly  right,  the 
word  is  pruritus.  The  editors  regret  the  error  and  will 
strive  valiantly  for  better  spelling  in  future. 

Pleasure  in  an  Article, 

Pride  in  a Milestone  Placement 

Your  friends  at  the  Virginia  Council  on  Health  and 
Medical  Care  are  grateful  to  Virginia  Medical  for 
reprinting  in  the  July  issue  the  article  “Getting  to 
Virginia's  Grass-Roots  Health  Care’’1,  which  had  ap- 
peared previously  in  Commitment  magazine.  We  are 
also  grateful  for  the  complimentary  statements  con- 
cerning the  Council  which  appeared  at  the  conclusion 
of  the  article. 

Over  the  years  The  Medical  Society  of  Virginia  has 
provided  not  only  financial  resources  but  unlimited 
moral  support  for  the  pioneering  work  the  Council 
has  done  for  Virginia  since  1946.  Without  medical 
support,  endorsement,  and  interest,  the  Council 
could  not  possibly  have  accomplished  what  it  has 
been  able  to  do  on  a relatively  small  budget  with 
contributed  dollars. 

Special  thanks  should  go  to  Robert  I.  Howard, 
Executive  Vice  President  of  the  Society,  and  his  staff'. 


whose  friendship  and  cooperation  have  meant  so 
much  to  all  of  us. 

We  are  particularly  proud  of  the  statement  released 
by  the  American  Medical  Association  on  the  occa- 
sion of  the  placement  of  the  1000th  physician  through 
the  physician  referral  service  of  the  Council.  In  part 
that  statement  said,  “The  American  Medical  Associ- 
ation congratulates  the  Virginia  Council  on  Health 
and  Medical  Care  on  the  placement  of  its  1000th 
physician  in  Virginia.  The  Council  is  a classic  ex- 
ample of  free  enterprise  at  work  and  its  accomplish- 
ments have  been  brought  about  in  the  finest  Ameri- 
can tradition.” 

With  the  continued  enthusiastic  support  of  the 
Society  and  physicians  throughout  the  Common- 
wealth, the  Council  looks  forward  to  many  more 
years  of  service,  helping  to  provide  a quality  of  life 
for  our  citizens  which  is  so  important  to  all  segments 
of  our  population. 

Edgar  J.  Fisher,  Jr. 

Director,  Virginia  Council  on  Health  and  Medical  Care 
PO  Box  12363 
Richmond  VA  23241 

1.  Cashier  DH:  Getting  to  Virginia's  grass-roots  health 

care.  Va  Med  105:526-533,  1978 


More  Support  for 
Certified  Athletic  Trainers 

1 read  with  great  interest  Dr.  Barranco’s  editorial 
on  athletic  trainers  in  the  November  issue  of  Vir- 
ginia Medical.1 

There  is  a move  afoot  in  the  state  to  obtain  licens- 
ure for  certified  athletic  trainers.  I think  that  this  is  of 
importance,  along  with  the  need  to  get  these  trainers 
in  all  the  high  schools.  In  the  Richmond  area  now  we 
have  six  athletic  trainers  and  already  I have  seen  a 
positive  impact  in  the  community. 

Congratulations  to  Dr.  Barranco  on  his  foresight 
and  a very  well  written  editorial. 

E.  L.  Clements,  Jr.,  MD 

4315  Grove  Avenue 
Richmond  VA  23221 

1.  Barranco  SD:  Needed:  a stand  in  favor  of  certified  ath- 
letic trainers.  Va  Med  105:811,  1978 
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MEETINGS 

ABOUT 

MEDICINE 


APRIL 

2-7 

Pediatric  Trends  (Johns  Hopkins  University),  Baltimore.  45 
credits  AMA  Category  I.  Edward  M.  Sills,  MD,  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

17-20 

Practical  Advances  in  Diagnostic  Radiology  and  Nuclear 
Medicine  (Johns  Hopkins  Medical  Institutions),  Baltimore. 
32  hrs  Category  I AMA  credit.  Program  Coordinator, 
(301)  955-5880. 


FEBRUARY 

8-9 

Treatment  of  the  High  Risk  Infant  (UVa  Children’s  Reha- 
bilitation Center),  Charlottesville.  Anne  Raynor,  (804) 
924-5161. 


20-22 

Annual  Pediatric-Sutton  Day  Conference  (VCU/Medical 
College  of  Virginia),  the  Homestead,  Hot  Springs.  Nancy 
B.  McWilliams,  MD,  (804)  786-9605. 


17 

American  College  of  Physicians,  Virginia  Regional  Meeting, 

Omni  International  Hotel,  Norfolk.  Edward  W.  Hook, 
MD,  Box  466,  UVa  School  of  Medicine,  Charlottesville 
VA  22901. 


21 

Anesthesia  and  Common  Diseases,  16th  Annual  Scientific 
Meeting,  Virginia  Society  of  Anetshesiologists,  Hyatt 
House,  Richmond.  7 hours  AMA/AAFP  Category  I.  John 
A.  Hinckley,  (804)  353-9529. 


23-24 

Virginia  Chapter  of  the  American  Academy  of  Pediatrics, 
Annual  Meeting,  Williamsburg,  Douglas  E.  Pierce,  MD, 
(703)  344-9213. 

MARCH 

2 

Law  Institute  on  Hospitals  and  Medicine  (MCV/VCU), 
Richmond.  Mrs.  Erma  Blanchard,  (804)  786-0496. 

4-8 

Annual  Radiology  Postgraduate  Course:  Bone  Radiology 

(MCV/VCU),  Conference  Center,  Williamsburg.  Mrs. 
Erma  Blanchard,  (804)  786-0496. 

8 

Medico-Legal  Seminar  (MCV/VCU  and  Office  of  Chief 
Medical  Examiner),  Roanoke.  Mrs.  Erma  Blanchard, 
(804)  786-0496. 

9-10 

Gastroenterology  for  the  Primary  Care  Physician  (Univer- 
sity of  Maryland),  Columbia,  Maryland.  Office  of  CME, 
(301)  528-3956. 

19 

The  Team  Approach  to  the  Child  with  Muscular  Dystrophy 

(UVa  Children’s  Rehabilitation  Center),  Charlottesville. 

22-23 

Symposium  on  Diagnosis  and  Treatment  of  Neoplastic  Dis- 
orders: Medical,  Surgical  and  Radiotherapeutic  Aspects 

(Johns  Hopkins  Oncology  Center),  Baltimore.  15  3/4  cred- 
its AMA  Category  I.  CME  Program  Coordinator,  (301) 
955-5880. 


25-27 

Ethical  Issues  in  Decision-Making  in  the  Care  of  the  Handi- 
capped Child  (UVa  Children’s  Rehabilitation  Center), 
Charlottesville.  Anne  Raynor,  (804)  924-5161. 


GASTROENTEROLOGY 
for  the 

Primary  Care  Physician 

will  be  presented  by  the 
Division  of  Gastroenterology 
and  the 

^Program  of  Continuing  Education 
of  the 

University  of  Maryland 
School  of  Medicine 
on 

March  9th  & 10th,  1979 
at  the 

Cross  Keys  Inn,  Columbia,  Maryland 

Designed  to  focus  on  problems  of  the 
practicing  physician  in  the  primary  care 
setting,  the  program  will  cover  aspects 
of  nutrition,  peptic  ulcer  disease,  Gl 
endoscopy,  hepatitis,  liver  disease, 
surgical  management  of  morbid  obesity 
and  Gl  disease  in  the  elderly. 

For  more  information  contact:  The 

Program  of  Continuing  Education,  10 
South  Pine  Street,  Baltimore  21201  or 
phone  (301)  528-3956. 


n 
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Westbrook  ...  a private  psychiatric 
hospital  for  the  treatment  of  emotional 
and  psychiatric  disorders  and  problems 
associated  with  alcohol  and  drug  abuse. 

Westbrook  ...  a new,  bright  and  modern 
facility  providing  total  patient  care  for 
adolescents  and  adults,  including  occu- 
pational and  recreational  therapy,  indi- 
vidual and  group  counseling,  and  social 
and  rehabilitation  services. 

Westbrook  . . . people  caring  for  people. 
Since  1911 


UJesthrook 

psychiatric 

hospital 


CHARTER 

MEDICAL 


Stuart  Circle  Hospital,  a 153-bed 
general,  acute  care  hospital,  has  been 
awes  providing  quality  health  care  to  the 

Q.  Richmond  community  since  1913. 

HI  Although  much  has  changed  since 

q then,  the  pride  of  giving  personal  and 

X individual  patient  care  remains  a 

tradition. 

HI  Stuart  Circle  Hospital  — where 

Jgf  caring  is  a tradition  — and  a future. 

Providing  complete  hospital  support 
assn  services,  including:  a non-invasive 

jf  ^ cardiology  laboratory,  nuclear  med- 

icine, and  coronary  care  and  intensive 
sis®  care  units. 

m Jituart  Circle  Jfospttai 

3 413-21  Stuart  Circle 

Richmond,  Virginia  23220 
m 1-804-353-7381 


Approved  by  the  Joint  Commission  on  the 
Accreditation  of  Hospitals 


1500  Westbrook  Avenue 
Richmond,  Virginia  23227 
1-804-266-9671 


NEW 

MEMBERS 


Albemarle  County  Medical  Society: 

Frank  Thomas  D’Allesandro,  MD,  Anesthesiology,  Box 
238,  University  of  Virginia  Medical  Center,  Charlottes- 
ville VA  22908 

Charles  G.  Durbin,  Jr.,  MD,  Anesthesiology,  University  of 
Virginia  Medical  Center,  Charlottesville  VA  22908 

Robert  Eugene  Fechner,  MD,  Pathology,  Box  214,  Univer- 
sity of  Virginia  Medical  Center,  Charlottesville  VA 
22908 

John  William  Hoyt,  MD,  Anesthesiology,  Box  238,  Univer- 
sity of  Virginia  Medical  Center,  Charlottesville  VA 
22908 

John  Clyde  Rowlingson,  MD,  Anesthesiology,  Box  238, 
University  of  Virginia  Medical  Center,  Charlottesville 
VA  22908 

Alexandria  Medical  Society: 

Margit  A.  David-Nelson,  MD,  Pathology,  8102  Ash- 
tonbirch  Drive,  Springfield  VA  22152 

Robert  B.  Wigton,  MD,  Internal  Medicine,  5216  Dawes 
Ave.,  Alexandria  VA  22311 


Bedford  County  Medical  Society: 

Douglas  Burton  Gillespie,  Jr.,  MD,  Internal  Medicine,  1700 
Whitfield  Dr.,  Bedford  VA  24523 

Fairfax  County  Medical  Society: 

Farooq  Akbar,  MD,  Obstetrics/Gynecology,  Nine  Aque- 
duct Ct.,  Potomac  MD  20854 

Robert  Nathan  Elkins,  MD,  Psychiatry,  1334  28th  St.  NW, 
Washington  DC  20007 

Nicolae  Filipescu,  MD,  Obstetrics/Gynecology,  4836  S. 
17th  St.,  Arlington  VA  22204 

Joyce  P.  Hair,  MD,  Obstetrics/Gynecology,  4616  Briar 
Patch  Ct.,  Fairfax  VA  22032 

Peter  S.  Ross,  MD,  Internal  Medicine/Endocrinology, 
8320  Old  Courthouse  Rd.,  Vienna  VA  22180 

Richard  J.  Weinberg,  MD,  Ophthalmology,  8150  Leesburg 
Pike,  Vienna  VA  22180 

Fredericksburg  Medical  Society 

Angus  MacArthur,  MD,  General  Practice,  1300  Thornton 
St.,  Fredericksburg  VA  22401  cont'd  over 


AMERICAN  MEDICAL  LABORATORIES,  INC. 

11091  Main  Street,  Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


THERAPEUTIC  DRUG  MONITORING 


Announcing 

VALPROIC  ACID 

Other  Antiepileptic  Drug  Assays  Available 

PHENYTOIN  CARBAMAZEPINE 

PRIMIDONE  ETHOSUXIMIDE 

PHENOBARBITAL 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory,  operated  and 
supervised  by  pathologists,  and  dedicated  to  providing  prompt  and  accurate  results. 


GENTLEMEN:  PLEASE  SEND  ME 


□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 


NAME 


ADDRESS 
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Lynchburg  Academy  of  Medicine: 

Parham  R.  Fox,  MD,  Diagnostic  Radiology,  3908  Peak- 
land  PL,  Lynchburg  VA  24503 
James  Edward  Foster,  MD,  Orthopedic  Surgery,  1934 
Thomson  Dr.,  Lynchburg  VA  24501 
Henry  Davis  Von  Oesen,  MD,  Orthopedics,  1914  Thomson 
Dr.,  Lynchburg  VA  24503 

Newport  News  Medical  Society: 

James  Travers  Edwards,  Jr.,  MD,  Family  Practice,  12  Bru- 
ton Ave.,  Newport  News  VA  23601 
St.  George  Tucker  Lee,  Jr.,  MD,  Cardiology,  500  J.  Clyde 
Morris  Blvd.,  Newport  News  VA  23601 

Portsmouth  Academy  of  Medicine: 

Doran  Michael  Christensen,  DO,  Emergency  Medicine, 
5958  McGinnis  Cir.,  Norfolk  VA  23502 
David  Leroy  Rayle,  MD,  Obstetrics/Gynecology,  2827 
Meadow  Wood  Dr.  E,  Chesapeake  VA  23321 
James  Alan  Stewart,  MD,  Internal  Medicine,  2994  Church- 
land  Blvd.,  Chesapeake  VA  23321 

Prince  William  County  Medical  Society: 

Barkev  H.  Banian,  MD,  Internal  Medicine/Cardiology, 
14416  Jefferson  Davis  Hiway,  Woodbridge  VA  22191 
Guillermo  H.  GilMontero,  MD,  Surgery/Urology,  9580 
Surveyor  Ct.,  Manassas  VA  22110 
James  T.  Sehn,  MD,  Surgery/Urology,  9580  Surveyor  Ct., 
Manassas  VA  22110 

Richmond  Academy  of  Medicine: 

Richard  Barnes  Kennan,  Jr.,  MD,  Psychiatry,  614  Horse- 
pen  Rd.,  Richmond  VA  23229 
Michael  F.  Prysak,  MD,  Obstetrics/Gynecology,  11402 
Lindenshire  Lane,  Richmond  VA  23233 

Roanoke  Academy  of  Medicine 

Bruce  Douglas  Baird,  MD,  General  Surgery,  Roanoke  Me- 
morial Hospitals,  Belleview  at  Jefferson  Sts.,  Roanoke 
VA  24033 

William  Cecil  Crow,  Jr.,  MD,  Family  Practice,  3308  Som- 
erset St.  SW,  Roanoke  VA  24014 

Southside  Medical  Society 

Robert  E.  Okasinski,  MD,  General  Practice,  Box  398,  Al- 
berta VA  23821 

Allyn  Michael  Pierce,  DO,  Obstetrics/Gynecology,  913-B 
W.  Danville  St.,  South  Hill  VA  23970 
Theodore  Marius  Pitts,  MD,  General  Practice,  PO  Box  338, 
Alberta  VA  23821 

Southwestern  Virginia  Medical  Society: 

James  Meron  Wade,  MD,  Otolaryngology,  1006  Bogey 
Dr.,  Abingdon  VA  24210 

Tri-County  Medical  Society: 

Clarence  Leslie  Powell,  Jr.,  MD,  Family  Practice,  South- 
ampton Medical  Bldg.,  Franklin  VA  23851 

Williamsburg- James  City  County  Medical  Society 
Daniel  George  Jenkins,  MD,  Obstetrics/Gynecology,  128 
Tolers  Rd.,  Williamsburg  VA  23185 


Tenuate'  @ 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  he  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  he  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  he  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
he  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  he  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  he  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  he 
prescribed  or  dispensed  at  onetime  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  he  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances Allergic  Urticaria,  rash,  ecchymosis.  erythema  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolleo-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  miamorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigueand  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamme  (Regitme*)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 
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Medidne 
at  the 

General  Assembly  1979 


At  its  session  now  in  progress,  Virginia’s  General  Assembly  will  consider 
much  legislation  of  significance  to  physicians.  Here  are  the  recommendations 
for  that  Assembly  prepared  by  the  MSV  Legislative  Committee  and  approved 
by  the  House  of  Delegates. 


1.  Reduction  of  Statute  of  Limitations  for  Minors. 

The  Committee  again  discussed  the  possibility  of 
legislation  which  would  reduce  the  statute  of  limita- 
tions for  minors  from  20  years  to  8,  10  or  12  years.  It 
was  felt  that  the  potential  20-year  period  of  liability 
for  treating  minors  was  unreasonable  and  that  other 
professions  and  manufacturers  would  benefit  from 
such  legislation  and  should  be  asked  for  their  active 
support.  The  Virginia  Chapter  of  the  American 
Academy  of  Pediatrics  and  the  Virginia  Pediatric 
Society  have  contacted  several  legislators  and  are 
seeking  their  support.  It  is  felt  that  the  climate  for  the 
introduction  of  such  legislation  is  more  favorable 
than  in  the  past.  At  least  17  states  have  adopted 
similar  legislation. 

Recommendation:  Support  the  introduction  of  a 
bill  to  reduce  the  statute  of  limitations  for  minors. 

2.  Mandatory  Continuing  Education  for  Relicensure. 

At  its  meeting  on  July  15,  1978,  Council  recom- 
mended to  the  House  of  Delegates  that  the  Board  of 
Medicine  be  advised  of  the  Society’s  opposition  to 
mandatory  CME  as  a condition  to  licensure.  It  was 
also  suggested  that  the  Board  could  be  granted  the 


express  power  to  impose  a CME  requirement  when 
disciplining  a physician  who  has  violated  state  laws 
or  Board  regulations.  Beginning  January  1,  1979, 
membership  in  the  Society  is  conditioned  on  satis- 
fying the  Society’s  CME  requirement. 

Recommendation:  The  Society  should  continue  to 
oppose  mandatory  continuing  medical  education  for 
relicensure. 

3.  Laetrile. 

The  Society  worked  to  discourage  introduction  of 
any  bill  that  would  legalize  the  use  of  laetrile,  and  no 
legislation  was  introduced  in  1978.  The  House  has 
endorsed  the  AMA  position  on  laetrile  and  the  Vir- 
ginia legislators  were  advised  accordingly  last  year.  If 
a bill  is  introduced,  the  legislators  will  again  be  ad- 
vised of  this  position  and  the  availability  of  expert 
witnesses  on  the  subject. 

Recommendation:  Oppose  such  legislation,  if  in- 
troduced. 

4.  Hospices. 

HJR-84,  agreed  to  by  both  Houses,  defines  a hos- 
pice and  calls  for  a study  of  the  need  for  such  pro- 
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grams  in  Virginia.  Although  the  study  is  now  Under- 
way, a bill  has  not  been  drafted,  but  is  expected 
shortly. 

Recommendation:  Support  the  hospice  concept, 
recommend  go-slow  approach  on  free-standing  facili- 
ties, particularly  in  geographic  areas  with  excess  hos- 
pital beds. 

5.  Open  Staff  Privileges  for  Hospitals. 

The  state  law  dealing  with  open  staff  privileges  for 
hospitals  has  been  declared  unconstitutional  by  the 
State  Supreme  Court  because  of  a technical  defi- 
ciency in  the  title  of  the  legislation.  A bill  may  be 
introduced  to  require  hospitals  to  have  an  open  staff. 

Recommendation:  If  the  bill  is  introduced,  it  should 
be  carefully  reviewed  by  the  Legislative  Committee 
for  final  position  and  action.  Because  of  constitu- 
tional safeguards,  legislation  would  appear  to  be  un- 
necessary. If  there  is  to  be  legislation,  it  should  permit 
the  hospital  and  its  staff  to  consider  at  least  the 
following  factors  in  deciding  whether  to  extend  privi- 
leges: 1)  the  qualifications  of  the  applicant;  2)  the 
number  of  other  hospitals  at  which  the  applicant  has 
privileges;  3)  the  hospital’s  need  for  the  specialty;  4) 
the  geographical  proximity  of  the  applicant’s  office 
and  practice  to  the  hospital;  5)  the  occupancy  rate  of 
the  hospital;  and  6)  the  ability  of  the  applicant  to 
work  with  the  medical  staff  and  hospital  staff. 

6.  Optometrists’  Use  of  Drugs  in  Eye. 

HB-205  was  vetoed  by  the  Governor.  It  is  antici- 
pated that  another  bill  will  be  reintroduced  during 
the  1979  session.  Governor  Dalton,  in  vetoing  the 
bill,  emphasized  the  need  for  an  independent  study  of 
the  consequences  of  the  legislation. 

Recommendation:  Support  the  Governor’s  veto  of 
HB-205.  Oppose  legislation  permitting  use  of  drugs 
in  the  eye  by  optometrists. 

7.  Direct  Payment  to  Social  Workers. 

Under  this  carry-over  bill  (HB-501),  licensed  clini- 
cal social  workers  would  be  entitled  to  direct  pay- 
ment by  any  prepaid  medical  plan  or  insurance  plan, 
and  the  services  of  a clinical  social  worker  would 
have  to  be  included  under  the  mental  health  out- 
patient insurance  coverage  now  required  by  law.  This 
bill  is  under  study  by  the  Commission  to  Study  the 
Containment  of  Health  Care  Costs. 

Recommendation:  Oppose  the  legislation. 

8.  Dispensing  of  Drugs  by  Nurse  Practitioners. 

Family  nurse  practitioners  are  interested  in  the 
establishment  of  a nursing  formulary  in  Virginia. 
They  contend  that  patients  in  rural  and  inner  city 
areas  where  physicians  are  scarce  are  frequently  in- 


convenienced because  nurse  practitioners  cannot  pre- 
scribe drugs.  They  maintain  that  nurse  practitioners 
can  safely  prescribe  drugs  within  the  limits  of  a nurs- 
ing formulary. 

Recommendation:  Oppose  the  establishment  of  a 
nursing  formulary. 

9.  Health  Services  Cost  Review  Commission. 

Carry-over  bill  (HB-1094)  creates  a Governor-ap- 
pointed commission  to  review  and  approve  rates  and 
rate  changes  at  all  state  and  private  hospitals,  includ- 
ing medical  and  educational  hospitals.  Also  under 
study  by  the  Commission  to  Study  the  Containment 
of  Health  Care  Costs. 

Recommendation:  Oppose. 

10.  Change  Structure  of  Blue  Cross-Blue  Shield. 

The  Commission  to  Study  the  Containment  of 
Health  Care  Costs  is  studying  the  operations  of  pre- 
paid health  plans  and  considering  1 ) the  composition 
of  the  Blue  Shield  board  of  directors,  2)  premium  tax 
equalization,  3)  prohibiting  reimbursement  on  the 
basis  of  usual,  customary  and  reasonable  fees,  and  4) 
the  need  for  the  geographic  monopoly  of  prepaid 
plans  now  required  by  the  Virginia  Code. 

Recommendation:  The  Legislative  Committee  be 
authorized  to  take  action  following  completion  of  the 
above  study.  The  Society  should  be  represented  at 
open  meetings  conducted  by  the  Commission. 

1 1.  Mandatory  Deductibles  for  Health  Insurance  Poli- 
cies. 

The  Commission  to  Study  the  Containment  of 
Health  Care  Costs  has  received  testimony  from  the 
Society  recommending  that  “health  policies  carry  a 
minimum  deductible  and/or  a co-insurance  require- 
ment expressed  in  a percent  of  the  premium  so  that  it 
will  keep  pace  with  the  premium”. 

Recommendation:  Continue  to  support  the  concept 
before  the  Study  Commission. 

12.  Mandatory  Insurance  Coverage  for  Obstetrical 
Care. 

The  Maternal  Health  Committee  of  the  Society 
continues  to  support  the  concept  of  making  obstet- 
rical coverage  mandatory  in  all  health  insurance  poli- 
cies sold  in  Virginia.  The  Commission  to  Study  the 
Containment  of  Health  Care  Costs  is  considering  the 
question  of  mandating  additional  coverage  in  all 
health  insurance  policies. 

Recommendation:  Oppose  bill,  if  introduced.  The 
Society  was  instrumental  in  getting  legislation 
enacted  at  the  last  General  Assembly  session  requir- 
ing that  such  coverage  be  made  available  as  an  option 
for  all  group  contracts. 
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13.  Podiatrists/Hospital  Staff  Privileges. 

A committee  of  orthopaedic  surgeons  and  podiatr- 
ists has  the  subject  of  privileges  for  podiatrists  under 
study.  A podiatry  school  has  been  visited  by  two 
orthopaedic  surgeons  and  a followup  to  study  podiat- 
ric  surgical  residency  programs  was  made.  A review 
of  the  basic  science  curriculum  is  in  progress. 

Recommendation:  Action  deferred  pending  com- 
pletion of  study. 

14.  Regulation  of  Milk,  Milk  Products  and  Dairies. 

HB-322,  carried  over  from  the  1978  session,  trans- 
fers all  responsibility  for  milk,  milk  products  and 
dairies  from  the  State  Department  of  Health  to  the 
Department  of  Agriculture  and  Commerce. 

Recommendation:  Oppose  such  transfer  of  respon- 
sibility. 

15.  Medicaid  Benefits. 

HB-593,  carried  over  from  the  1978  session,  would 
require  that  Medicaid  benefits  cover  1 ) necessary  in- 
patient hospital  care  (over  and  above  the  21-day  max- 
imum now  in  effect);  2)  dental  care  for  recipients 
under  21;  and  3)  medical  supplies  for  physician- 
planned  home  treatment.  The  bill  further  provides 
that  no  recipient  shall  be  obligated  to  pay  any  part  of 
the  costs  of  prescription  and  non-prescription  drugs, 
glasses  and  other  services  covered. 

Recommendation:  Support  extension  of  inpatient 
hospital  care  beyond  21  days  to  the  extent  state  funds 
are  available,  but  oppose  payment  for  non-pre- 
scription drugs.  No  position  regarding  the  remainder 
of  the  bill. 

16.  Second  Surgical  Opinion/State  Employees. 

This  carry-over  bill  (HB-395)  provides  that  the 
health  insurance  plan  for  state  employees  must  re- 
quire, and  provide  coverage  of,  a second  physician's 
opinion  in  any  case  of  elective  surgery.  This  bill  is 
now  under  study  by  the  Commission  to  Study  the 
Containment  of  Health  Care  Costs. 

Recommendation:  Oppose  legislation.  Reempha- 
size that  Society  supports  the  idea  that  patients 
should  be  completely  free  to  obtain  second  opinions 
but  such  opinions  should  not  be  mandated. 

17.  Repeal  of  Motorcycle  Helmet  Law. 

HB-1039,  carried  over  from  1978,  would  again  seek 
to  repeal  the  motorcycle  helmet  law. 

Recommendation:  Reaffirm  the  Society’s  opposi- 
tion to  the  repeal  of  this  law. 

18.  Admission  and  Treatment  of  Mentally  III  Persons. 

HB-1108,  carried  over  from  1978,  deals  primarily 
with  minor  changes  in  the  procedure  for  admission  of 


MSV  Positions  Indexed: 

Support 

1.  Reduction  of  statute  of  limitations  for  minors. 

4.  Concept  of  hospices  (HJR-84). 

11.  Mandatory  deductibles  for  health  insurance  policies 
(SJR-5). 

15.  Medicaid  benefits  (HB-593). 

18.  Admission  and  treatment  of  mentally  ill  persons  (HB- 
1108). 

21.  Audiologists  (SB-235). 

24.  Title  32  revision  (Health  Code). 

26.  Virginia  Hospital  Association  Antitrust  Act  (HB- 
451). 

29.  Regional  perinatal  health  care  system. 

31.  Amendment  to  make  standards  for  school  bus  drivers 
more  realistic. 

Oppose 

2.  Mandatory  continuing  medical  education  for  relicen- 
sure ( HB-454). 

3;  Legalization  of  use  of  laetrile. 

5.  Mandating  open  staffing  in  hospitals. 

6.  Optometrists’  use  of  drugs  in  eye  (HB-205). 

7.  Direct  payment  to  social  workers  (HB-501). 

8.  Prescribing  of  drugs  by  nurse  practitioners. 

9.  Health  Services  Cost  Review  Commission  (HB- 
1094). 

10.  Change  structure  of  Blue  Cross-Blue  Shield  (SJR-5). 

12.  Mandatory  insurance  coverage  for  obstetrical  care. 

14.  Regulation  of  milk,  milk  products  and  dairies  (HB- 

322). 

16.  Second  surgical  opinion — state  employees  (HB-395). 

17.  Repeal  of  Motorcycle  Helmet  Law  (HB-1039). 

19.  Human  experimentation  ( HB- 1113). 

20.  Transfer  of  responsibility  for  solid  waste  removal 
(SB-83). 

25.  Additional  Certificate  of  Need  amendments. 

No  Position 

13.  Podiatrists-Hospital  staff  privileges  (HB-1 138). 

22.  Expert  testimony  (SB-486). 

23.  Medicaid  abortions. 

27.  Liability  for  prepaid  health  plans. 

28.  State  employee  health  insurance — HMO  option  ( HB- 
1130). 

30.  Ophthalmologists  dispensing  glasses. 

children  to  state  psychiatric  facilities.  The  Depart- 
ment of  Mental  Health  and  Retardation  requests  the 
support  of  the  Society  on  this  bill. 

Recommendation:  Support  bill. 

19.  Human  Experimentation. 

HB-1 113,  carried  over  from  1978,  deals  with  in- 
formed consent  of  an  individual  undergoing  human 
experimentation.  The  concensus  of  the  Committee 
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was  that  the  concerns  expressed  in  the  bill  were  being 
met  under  present  procedures  and  that  the  bill  was 
not  needed  at  this  time.  Further,  there  was  concern 
that  the  bill  may  have  broader  implications  than  in- 
tended by  its  patron. 

Recommendation:  Encourage  patron  of  bill  to  de- 
termine whether  legislation  is  needed.  Do  not  support 
in  the  absence  of  evidence  of  need. 

20.  Responsibility  for  Solid  Waste  Removal. 
Carried-over  bill  SB-83  would  have  transferred  re- 
sponsibility of  solid  waste  disposal  from  the  State 
Department  of  Health  to  a newly  created  division  of 
solid  waste  control. 

Recommendation:  Continue  to  oppose. 

21.  Audiologists. 

The  bill  (SB-235)  supported  by  the  Society  last  year 
exempts  audiologists  from  regulation  as  hearing  aid 
dealers  and  fitters. 

Recommendation:  Reaffirm  support  of  bill. 

22.  Expert  Testimony. 

SB-486,  carried  over  from  1978,  relates  to  expert 
testimony  as  to  standards  of  care  in  a malpractice 
case.  The  bill  would  make  clear  that  the  judge,  rather 
than  the  jury,  determines  whether  a local  or  a state- 
wide standard  is  appropriate. 

Recommendation:  No  position. 

23.  Medicaid  Abortions. 

The  question  whether  Medicaid  recipients  will  be 
allowed  to  receive  payments  for  lawful  abortions  will 
be  debated  again. 

Recommendation:  Continue  to  take  no  position. 

24.  Title  32  Revision  (Health  Code). 

A complete  revision  of  Title  32,  the  health  chapter 
of  the  Virginia  Code,  is  presently  in  progress. 

Recommendation:  Support  the  several  minor 

changes  to  be  suggested. 

25.  Certificate  of  Need. 

Further  attempts  to  amend  the  Certificate  of  Need 
law  may  be  made  during  the  1979  session. 

Recommendation:  No  changes  appear  to  be  neces- 
sary at  this  time. 

26.  Virginia  Hospital  Association  Antitrust  Act. 

This  carry-over  bill  (HB-451)  was  introduced  to 
make  hospitals  immune  from  antitrust  actions  relat- 
ing to  rate  review  activities  and  efforts  to  reduce  the 
duplication  of  services  provided  by  hospitals  in  urban 
areas. 

Recommendation:  Support. 


27.  Liability  for  Prepaid  Health  Plans. 

This  carry-over  bill  (HB-855)  would  have  repealed 
the  Code  section  that  makes  hospitals  and  physicians 
that  participate  in  any  prepaid  health  care  plan 
jointly  and  severally  liable  on  all  contracts  made  by 
the  plan.  The  implications  of  the  bill  are  potentially 
far  reaching.  This  bill  is  also- being  studied  by  the 
Commission  to  Study  the  Containment  of  Health 
Care  Costs. 

Recommendation:  No  position;  under  study. 

28.  State  Employee  Health  Insurance/HMO  Option. 

This  carry-over  bill  (HB-1130)  would  give  state 
employees  the  option  of  choosing  coverage  under  a 
qualified  health  maintenance  organization  rather 
than  under  another  plan  offered  by  the  state.  Again, 
under  study  by  the  Commission  to  Study  the  Con- 
tainment of  Health  Care  Costs. 

Recommendation:  No  position;  under  study. 

29.  Regional  Perinatal  Health  Care  System. 

HJR-123,  which  was  killed  during  the  1978  session, 
called  for  a study  of  the  need  for  a regional  perinatal 
health  care  system  in  Virginia.  The  bill  was  killed 
since  it  was  understood  that  the  state’s  HSAs  were 

Read  about  the  new  formulary  law  on  page  83. 

studying  the  same  subject;  that  now  appears  to  be 
incorrect.  The  Maternal  Health  Committee  of  the 
Society  recommends  the  establishment  of  a regional 
system. 

Recommendation:  Support  concept  of  such  a sys- 
tem and  any  study  on  the  subject. 

30.  Ophthalmologists  Dispensing  Glasses. 

A question  regarding  the  propriety  of  ophthalmol- 
ogists dispensing  glasses  has  been  referred  to  the 
Health  Regulatory  Commission  for  action. 

Recommendation:  No  position  pending  Health 
Regulatory  Commission  decision.  Referred  to  Coun- 
cil with  the  request  that  it  be  considered  by  the  Com- 
mittee on  Ethics. 

31.  School  Bus  Drivers. 

Virginia  law  provides  that  any  school  bus  driver 
must  be  free  of  any  symptoms  of  several  diseases, 
including  diabetes  and  hypertension,  and  that  his 
physician  must  so  certify.  A number  of  drivers  have 
been  dismissed  because  their  physicians  could  not 
give  the  required  certification  even  though  the 
driver’s  physician  felt  that  the  disease  was  controlled 
and  there  were  no  medical  reasons  why  the  individual 
should  not  drive  a school  bus. 

Recommendation:  Introduce  amendment  to  make 
standard  more  realistic. 


24 


VIRGINIA  MEDICAL/JANUARY,  1979 


National  Health  Policy: 
Which  Direction? 

John  N.  Dalton, 

Governor  of  the  State  of  Virginia 

IT  IS  my  conviction  that  the  people  of  Virginia 
believe  that  government  basically  should  do  for 
the  citizen  only  what  he  cannot  do  for  himself. 

We  find  it  hard  to  talk  about  fundamental  rights  to 
health  care  or  to  anything  else,  without  talking  at  the 
same  time  about  responsibilities.  As  a consequence, 
in  the  area  of  state  initiatives  to  curb  health  care 
costs,  we  have  not  picked  up  those  options  in  the 
Medicaid  program  which  might  be  considered  the 
citizen’s  responsibility,  or,  which  might  have  pro- 
jected the  financial  difficulties  that  some  other  states 
have  experienced. 

Incidentally,  Virginia’s  administrative  costs  for 
Medicaid  are  among  the  lowest  in  the  country  at  3%. 

We  began  in  Virginia  more  than  a year  ago  a process 
of  screening  nursing  home  applicants  prior  to  admis- 
sion by  a local  health  department  committee,  taking 
into  account  alternative  sources  of  care.  The  result 
during  the  first  year  was  that  about  22%  were  able  to 
stay  in  their  own  homes  and  be  cared  for  through 
local  agencies. 

Like  many  other  states,  we  have  a broad  Certificate 
of  Need  law  to  reduce  the  overhead  cost  of  empty 
hospital  beds  and  other  questionable  expensive 
equipment.  Our  Virginia  Statewide  Health  Coordi- 
nating Council  has  developed  a project  to  monitor 
health  care  cost  trends  much  more  closely,  and  our 
legislature  has  created  a commission  to  study  the 
long-term  need  for  state  regulation  of  costs  and 
charges  of  hospitals  and  other  institutions,  and  the 
premium  rates  of  insurance  plans.  We  adhere  to  the 
same  philosophy  at  the  national  level. 

Consequently,  we  are  opposed  to  a national  health 
insurance  program  that  would  provide  health  care 
coverage  for  every  citizen,  whether  he  or  she  can 
afford  it  or  not. 

We  feel  that  the  country  is  already  approaching  the 
point  of  no  return  with  the  idea  that  everybody  has  a 
right  to  government  health  care.  In  pursuit  of  that 


Richmond  Times-Dispaich 


“We  need  to  rearrange  our  prior- 
ities, and  cradle-to-grave  national 
health  insurance,  by  whatever  name 
or  means,  should  not  be  high  on  the 
list.” 
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same  philosophy,  federal  spending  for  assorted  social 
welfare  programs  has  increased  from  $77  billion  in 
1965  to  $286  billion  in  1975.  Productivity  in  Ameri- 
can industry  is  falling  below  most  of  the  industrial- 
ized countries  of  the  world  because  government  is 
siphoning  off  so  much  of  the  capital  industry  needs  to 
modernize  in  order  to  pay  its  bills  and  its  debts.  The 
dollar  keeps  dropping  against  foreign  currencies  be- 
cause other  nations  have  lost  confidence  in  the  ability 
of  our  own  government  to  get  its  financial  and  its 
economit  act  together. 

Now  we  are  asked  to  accept  a national  health 
insurance  program  with  no  firm  figures  on  what  the 
initial  cost  will  be  and  no  reliable  projections  on 
future  cost.  As  an  alternative,  we  are  offered  a health 
security  program  paid  for  by  a tax  on  business,  as  if 
we  didn’t  already  have  the  dismal  example  of  Social 
Security  itself,  with  a federal  obligation  of  more  than 
$4  trillion.  Inflation  is  already  causing  more  hardship 


to  more  low-income  families  than  the  fact  that  they 
are  not  covered  by  health  care  plans. 

I think  we  need  to  rearrange  our  priorities,  and 
cradle-to-grave  national  health  insurance,  by  what- 
ever name  or  means,  should  not  be  high  on  the  list. 

We  do  have  12  million  Americans,  or  18  million 
Americans  or  20  million  Americans,  or  30  million 
Americans,  depending  on  whose  estimate  you  be- 
lieve, who  do  not  have  health  care  protection.  It 
seems  to  me  our  first  priority  in  health  care  is  to 
determine  just  how  many  there  are.  Our  next  priority 
is  to  determine  how  many  of  these  cannot  afford 
health  care  from  their  own  resources,  and  then  con- 
centrate on  how  government  can  best  help  those  who 
cannot  help  themselves. 

The  text  here  published  was  originally  presented  orally 
by  Governor  Dalton  before  the  National  Governors  Con- 
ference in  Boston  on  August  28,  1978.  The  Editors  have 
made  minor  changes  for  this  printing. 
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Special  Article 


Compliance  Revisited: 
Further  Notes  on  the  Problem  of 
Nonadherence  to  Medical  Regimens 

Robert  F.  Baxter,  MD,  Grundy,  Virginia,  and 
Orville  R.  Cunningham,  PhD,  Clemson,  South  Carolina 


A study  of  outpatients  at  a community  hospital  reveals  that  46%  consistently 
defaulted  on  some  aspects  of  their  medical  regimens.  The  more  complex  the 
regimen,  the  more  likely  the  patient  was  to  default,  with  particular  neglect  of 
directives  regulating  personal  habits,  work,  and  diet.  The  authors  recommend 
an  educational  intervention  program  to  inform  patients  of  the  risks  in  non- 
compliance. 


A PERSISTENT  problem  with  which  medical 
practitioners  must  contend  is  that  of  patients’ 
failure  to  follow  the  advice  and  recommendations  of 
their  physicians.  A basic  assumption  of  the  treatment 
process  is  that  those  individuals  who  are  defined  as 
ill,  and  for  whom  treatments  have  been  prescribed, 
will  conform  to  the  recommendations  contained  in 
their  medical  regimen.  Yet,  it  is  well  known  among 
health  care  professionals  that  patients  do  not  always 
conform  to  this  expectation.  What  is  not  known, 
however,  is  to  what  extent  patients  fail  to  comply 
with  their  medical  treatments.  Several  previous  stud- 
ies have  attempted  to  document  the  extent  of  patient 
noncompliance.  The  results  of  these  studies  are  in- 
conclusive as  to  both  the  extent  of  and  determinants 
of  noncompliance. 

From  the  Grundy  Hospital,  Grundy,  Virginia  (Dr.  Bax- 
ter), and  the  Department  of  Sociology,  Clemson  Univer- 
sity, Clemson,  South  Carolina  (Dr.  Cunningham).  Address 
correspondence  to  Dr.  Baxter  at  the  Hospital,  PO  Box  609, 
Grundy  VA  24614. 

Submitted  4-24-78. 


After  an  extensive  review  of  the  literature  on  com- 
pliance, Davis1  estimated  that  30-35%  of  all  patients 
default  on  their  treatments.  Marston2  notes  that  non- 
compliance  of  patients  ranges  from  a low  of  4%  to  a 
high  of  100%.  On  the  other  hand,  several  researchers 
argue  that  the  extent  to  which  patients  fail  to  follow 
their  doctors’  advice  is  not  known. 

In  regard  to  the  determinants  of  noncompliance, 
Marston2  points  out  that  no  clear  picture  emerges  as 
to  what  factors  are  associated  with  patients’  failure  to 
follow  the  recommendations  of  their  physicians.  Pre- 
vious efforts  to  explain  variations  in  patient  response 
to  treatment  have  focused  on  social,  psychological 
and  illness  related  variables.  Cunningham3  has  shown 
the  contradictory  and  inconsistent  findings  reported 
in  previous  efforts  to  account  for  variations  in  pa- 
tients’ compliance.  On  the  basis  of  his  review  of  the 
literature,  it  seems  that  there  is  general  agreement 
among  researchers  that  the  number  and  kinds  of 
recommendations  comprising  the  medical  regimen 
affect  the  degree  to  which  patients  follow  their  doc- 
tors’ advice.  Specifically,  as  the  number  of  recom- 
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mendations  increases,  patients  are  less  likely  to  com- 
ply with  prescribed  treatments. 

Although  patients  tend  not  to  comply  with  treat- 
ment as  their  medical  regimens  become  more  com- 
plex, it  is  not  clear  as  to  which  of  the  recommenda- 
tions in  a complex  treatment  process  patients  are 
likely  to  neglect.  Earlier  studies  giving  attention  to 
this  issue  report  differential  patterns  of  compliance. 
Several  studies  report  findings  which  suggest  that 
patients  are  more  likely  to  neglect  those  recommen- 
dations which  alter  personal  habits.4,6  Further,  Davis 
notes  that  when  medical  regimens  include  recommen- 
dations concerning  work  activities,  diet,  and  personal 
habits,  patients  are  more  likely  to  comply  with  rec- 
ommendations pertaining  to  work  and  diet  than 
those  regulating  personal  habits.  On  the  other  hand, 
Francis  et  al6  report  that  recommendations  con- 
cerning diet  are  less  likely  to  be  followed. 

Given  the  contradictory  and  inconsistent  findings 
reported  in  previous  studies  of  patients’  compliance, 
this  study  has  several  purposes:  1 ) to  ascertain  the 
extent  to  which  the  patients  in  this  study  vary  in  their 
response  to  treatment  (e.g.,  compliance  with  a medi- 
cal regimen);  2)  assess  the  relationship  between  com- 
plex medical  regimens  and  compliance  behavior;  and 
3)  suggest  methods  by  which  compliance  behavior  of 
patients  may  be  improved. 

Sample  and  Methodology 

The  patients  selected  for  study  are  drawn  from  a 
list  of  all  patients  treated  at  an  outpatient  clinic  affili- 
ated with  Grundy  Hospital,  Inc.,  Grundy,  Virginia. 
In  selecting  the  sample  several  restricting  criteria 
were  employed:  1 ) the  patients  selected  for  study 
must  have  been  diagnosed  as  having  either  heart  dis- 
ease, hypertension,  and/or  diabetes;  2)  they  must 
have  been  treated  at  the  clinic  at  least  once  during  the 
time  period  of  January  1,  1975,  to  December  31, 
1975;  and  3)  to  achieve  standardization  of  treatment, 
their  treatment  process  must  be  described  and  super- 
vised by  the  same  physician.  On  the  basis  of  these 
qualifications  322  patients  were  identified  for  study. 
Of  the  322  patients  selected  for  study,  60  were  ex- 
cluded from  the  sample  because  they  were  either  too 
ill  to  participate  in  the  study,  could  not  be  located,  or 
had  died.  Thus  the  adjusted  sample  consists  of  262 
patients. 

A questionnaire  pertaining  to  health  information 
was  mailed  to  each  patient  in  January,  1976.  Of  the 
262  patients  receiving  questionnaires,  201  (77%)  re- 
turned them  in  a short  period  of  time.  However,  eight 
of  the  returned  questionnaires  were  excluded  from 
the  analysis  due  to  incomplete  information.  Accord- 
ingly, the  actual  number  of  cases  on  which  the  analy- 


Table  1.  Composite  Index  Based  on  Patient’s  Self-Reported 
Compliance. 

X 100 
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Compliance 

The  sum  of  the  actual  weighted  items  in  the  pa- 
tient’s medical  regimen 

The  sum  of  the  maximum  possible  weighted  items 
A constant  used  to  remove  the  decimal  from  the 
compliance  score 


sis  is  based  is  193  patients.  Given  the  size  and  nature 
of  the  sample,  no  efforts  are  made  to  generalize  to  a 
larger  population;  it  is  felt,  however,  that  the  sample 
is  representative  of  the  central  Appalachian  region. 

The  dependent  variable,  compliance,  is  measured 
by  a composite  index  based  on  patients’  self-reported 
compliance  (Table  1).  The  independent  variables 
were  measured  by  1 ) summing  the  number  of  recom- 
mendations contained  in  their  medical  regimens,  and 
2)  differentiation  of  the  kinds  of  recommendations 
prescribed  by  the  physician  into  mutually  exclusive 
categories. 

Analysis  of  the  Data 

For  purposes  of  this  paper  compliance  scores  were 
broken  into  the  following  categories:  1)  total  com- 
pliance (score  of  100);  2)  high  level  of  compliance 
(80-99);  3)  moderate  level  of  compliance  (60-79);  4) 
low  compliance  (40-59);  and  5)  non-compliance  (0- 
39).  Table  2 presents  the  mean  compliance  score  and 
percentage  of  patients  falling  into  each  classification. 

As  may  be  seen  from  Table  2,  26.4%  of  the  patients 
in  this  study  reported  total  compliance  with  their 
medical  regimens;  27.5%  complied  with  their  doctor’s 
orders  at  a high  level;  32.6%  complied  at  a moderate 
level;  11.4%  report  a low  level  of  compliance,  and 
2.1%  of  the  patients  report  that  they  do  not  comply  at 
all  with  the  recommendations  contained  within  their 
medical  regimens.  These  data  suggest  considerable 
variation  in  the  extent  to  which  patients  follow  the 
advice  of  their  physicians. 

Since  one  of  the  objectives  for  this  research  is  to 
ascertain  the  extent  to  which  patients  fail  to  follow 
the  treatments  prescribed  by  their  physicians,  a close 
examination  of  Table  2 shows  that  approximately 
75%  of  the  patients  report  that  they  default  on  some 


Table  2.  Variations  in  Patient’s  Compliance  Scores. 
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aspects  of  their  treatment.  Even  if  one  wants  to  be 
conservative  in  interpreting  the  data  (i.e.,  by  com- 
bining the  scores  of  the  first  two  categories — total 
compliance  and  high  compliance),  the  proportion  of 
patients  who  consistently  fail  to  follow  the  advice  of 
their  physicians  is  quite  large  (46%). 1 

Given  that  considerable  variations  in  compliance 
have  been  reported  by  the  patients,  the  second  ques- 
tion for  this  research  is:  what  is  the  relationship  be- 
tween the  medical  regimen  and  compliance?  Specifi- 
cally, does  compliance  decrease  as  the  number  of 
recommendations  in  the  regimen  increases? 

Table  3 presents  data  which  addresses  the  question 
of  the  relationship  between  the  number  of  specific 
recommendations  in  the  treatment  process  and  pa- 
tients’ level  of  compliance.  The  data  give  general 
support  to  the  hypothesis  that,  as  the  number  of 
recommendations  increases,  the  level  of  compliance 
decreases.  An  examination  of  Table  3 reveals  that 
32%  of  the  patients  with  eight  or  less  recommenda- 
tions were  in  total  compliance,  as  compared  to  only 


Table  3.  Relationship  Between  Patients’  Compliance  and  the 
Number  of  Recommendations  in  the  Medical  Regimen. 


Number  of  Recommendations8 

Compliance  Level 

Low(l-8) 

High  (9+) 

Total  Compliance 

32  (N  = 35) 

17.5  (N 

= 14) 

High  Compliance 

24  (N  = 26) 

32.5  (N 

= 26) 

Moderate  Compliance 

32  (N  = 35) 

33.8  (N 

= 27) 

Low  Compliance 

11  (N  = 12) 

12.5  (N 

= 10) 

Noncompliance 

1 (N  = 1) 

3.6  (N 

= 3) 

100  (N  = 109) 

100  (N 

= 80) 

a Number  of  recommendations  was  dichotomized  at  the  mean 
(X  = 7.9) 

Gamma  = —.2338 


17.5%  of  the  patients  with  nine  or  more  recommenda- 
tions in  their  medical  regimens. 

The  next  level  of  compliance  presents  a puzzle 
which  is  difficult  to  explain.  For  example,  24%  of 
those  patients  with  eight  or  less  recommendations 
score  high  on  the  composite  index,  while  32.5%  of 
those  patients  with  nine  or  more  recommendations 
are  higher  compliers.  A conventional  interpretation 
of  these  data  would  suggest  that  the  greater  the  num- 
ber of  recommendations,  the  more  likely  the  patients 
would  be  to  score  high  on  the  compliance  measure.  A 
gamma  value  of  —.234  indicates  a low  correlation 
between  the  number  of  recommendations  and  com- 
pliance. Looking  at  the  direction  of  the  relationship 
as  indicated  by  the  sign  of  the  gamma  coefficient,  it  is 
apparent  that  there  is  a negative  or  inverse  relation- 
ship between  the  number  of  recommendations  and 
compliance.  Since  the  relationship  between  the  two 
variables  is  negative,  and  given  the  change  in  direc- 
tion for  the  high  category,  one  possible  explanation  is 


that  the  relationship  between  the  number  of  recom- 
mendations and  compliance  is  nonmonotonic  or 
curvilinear.  That  is,  the  relationship  is  positive  to  a 
point,  then  decreases.  This  suggests  that  patients 
comply  with  the  recommendations  to  a given  number, 
and  then,  as  the  number  of  recommendations  in- 
creases, compliance  decreases. 

The  third  question  of  concern  in  this  research  is, 
which  of  the  recommendations  are  patients  more 
likely  to  neglect?  Table  4 shows  patient  compliance 
with  specific  recommendations  in  their  medical  regi- 
mens. 

Looking  at  the  percent  of  patients  who  failed  to 
comply  with  the  recommendations,  one  gets  a good 
feel  for  which  of  the  specific  treatments  patients  are 
more  likely  to  neglect.  Thus,  when  the  physician  tells 
his  patients  to  quit  smoking  or  worry  less,  the  likeli- 
hood is  that  patients  find  it  difficult  to  do  so.  Almost 
27%  of  the  patients  in  this  study  who  were  told  to  quit 
worrying,  failed  to  do  so.  Similarly,  25%  of  the  pa- 
tients defaulted  on  the  physician’s  recommendation 
to  quit  smoking.  Lurther,  the  patients  in  this  study 
indicate  that  it  is  difficult  to  comply  with  recommen- 
dations pertaining  to  exercise,  work,  diet,  rest  and 
sleep,  weight  loss,  and  consumption  of  alcoholic  bev- 
erages. 

In  regard  to  other  aspects  of  the  medical  regimen, 
patients  fail  to  comply  fully  with  treatments  per- 
taining to  drugs  and  medications  (9%  total  com- 
pliance), and  medical  and  blood  checkups  on  a regu- 
lar basis  (24%  and  20%  full  compliance,  respectively, 
for  each  treatment.) 

Conclusions 

The  findings  in  this  study  show  that  approximately 
46%  of  the  patients  in  this  study  consistently  default 
on  some  aspects  of  their  medical  regimens.  Variations 
in  patient  behavior  relative  to  treatment  is  reflected  in 
the  complexity  of  the  medical  regimen.  The  more 
complex  the  medical  regimen,  i.e.,  the  greater  the 
number  of  recommendations,  the  more  likely  a pa- 
tient is  to  default  on  some  of  the  treatments.  Specifi- 
cally, as  the  number  of  recommendations  increases, 
patients  are  likely  to  neglect  those  recommendations 
regulating  personal  habits,  work  and  diet.  Although 
patients  in  this  study  report  a tendency  to  neglect 
their  doctor’s  advice  concerning  medications  and 
drugs,  blood  workups,  and  medical  checkups,  they 
are  not  what  may  be  described  as  “hard-core”  non- 
compliers.  What  the  data  suggest  is  that  patients 
engage  in  some  type  of  delaying  tactic  in  response  to 
these  treatments.  That  is,  they  do  not  follow  these 
recommendations  rigorously,  yet  they  are  not  non- 
compliers,  either.  Perhaps  in  most  cases  they  take 
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Table  4.  Patients’  Compliance  With  Specific  Treatments. 


Prescribed  Treatment 

Number  of 
Patients® 

Total 

Compl 

Partial 

iance 

Noncompliance 

Totals 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

Drugs  and  Medication 

186 

9.0 

(17) 

91.0 

(169) 

100 

(186) 

Quit  Smoking 

63 

22.2 

(14) 

52.4 

(33) 

25.4 

(16) 

100 

(63) 

Lose  Weight 

73 

45.2 

(33) 

43.8 

(32) 

11.0 

(8) 

100 

(73) 

Quit  Drinking 

51 

21.6 

(ID 

68.6 

(35) 

9.8 

(5) 

100 

(51) 

Put  on  Diet 

76 

47.4 

(36) 

52.6 

(40) 

100 

(76) 

No  Salt  in  Diet 

112 

36.6 

(41) 

58.0 

(65) 

5.4 

(6) 

100 

(112) 

No  Fats  in  Diet 

87 

40.2 

(35) 

42.5 

(37) 

17.3 

(15) 

100 

(87) 

No  Caffiene 

58 

39.7 

(23) 

60.3 

(35) 

100 

(58) 

Less  Food 

67 

40.3 

(27) 

59.7 

(40) 

100 

(67) 

Less  Work 

107 

28.0 

(30) 

54.2 

(58) 

17.8 

(19) 

100 

(107) 

Quit  Work 

59 

15.2 

(9) 

74.5 

(44) 

10.2 

(6) 

100 

(59) 

More  Rest  and  Sleep 

84 

34.5 

(29) 

53.6 

(45) 

11.9 

(10) 

100 

(84) 

Less  Social  Activities 

33 

45.6 

(15) 

54.4 

(18) 

100 

(33) 

Worry  Less 

93 

33.3 

(31) 

39.8 

(37) 

26.9 

(25) 

100 

(93) 

Don’t  Strain  or  Lift 

103 

26.2 

(27) 

65.1 

(67) 

8.7 

(9) 

100 

(103) 

More  Exercise 

26 

27.0 

(7) 

53.8 

(14) 

19.2 

(5) 

100 

(26) 

Have  Blood  Checked  Regularly 

157 

20.4 

(34) 

70.7 

(111) 

8.9 

(14) 

100 

(157) 

Medical  Checkup 

142 

24.0 

(34) 

72.5 

(103) 

3.5 

(5) 

100 

(142) 

Bed  Rest 

59 

17.0 

(10) 

78.0 

(46) 

5.0 

(3) 

100 

(59) 

The  number  for  each  recommendation  will  vary  depending  upon  whether  or  not  the  physician  recommended  the  .treatment. 


their  medications  (particularly  hypertensive  patients) 
when  they  feel  the  need  to  take  it. 

Irrespective  of  the  reasons  for  failure  to  follow  the 
doctor’s  advice,  this  study  points  to  the  need  for  some 
type  of  educational  intervention  program  in  which 
patients  are  informed  of  the  potential  dangers  to  their 
health  if  they  ignore  the  doctor’s  recommendations 
on  treatment. 

Such  efforts  to  develop  a program  should  include 
an  understanding  of  the  role  that  one’s  social  envi- 
ronment has  in  predisposing  behavior.  Patients’  deci- 
sions to  stop  taking  necessary  medications  and  keep 
scheduled  appointments  may  well  reflect  a social  ex- 
pectation that,  when  one  begins  to  feel  better,  one 
stops  taking  his  or  her  medicines,  or  they  simply  do 
not  go  for  checkups  because  they  “feel  better.” 

Secondly,  intervention  programs  should  be  based 
on  encouragement  and  support,  both  from  the  physi- 
cian and  the  patient’s  family  or  associates.  It  should 
include  effective  instructions  about  the  nature  of  the 
illness  and  the  treatments.  The  physician  should  at- 
tempt to  integrate  the  treatment  process  into  the  pa- 
tients’ activities  of  daily  life,  unless  these  activities  are 
preventing  recovery.  Then,  the  patient  should  be  told 
why  these  activities  are  being  regulated. 

Finally,  the  communication  process  between  doc- 
tor and  patients  is  crucial  if  patients  are  going  to 
respond  to  treatment  in  a positive  manner.  Svarstad7 
notes  that  the  instructions  that  physicians  give  the 


patients  affects  their  perceptions  and  expectations  of 
both  the  physician’s  role  and  their  own  role  in  treat- 
ment, which  in  turn  shapes  their  evaluation  of  the 
medical  regimen.  The  interaction  of  all  the  factors  in 
the  treatment  process  affects  the  extent  to  which  they 
comply  with  the  medical  regimen.3 
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Nephrotic  Syndrome  in  Childhood : 
Diagnosis  and  Management 

Beth  Ann  Maier,  MD,  Baltimore,  Maryland,  and 
James  C.  M.  Chan,  MD,  Richmond,  Virginia 


The  nephrotic  syndrome  is  characterized  by  gross  proteinuria,  hypoprotein- 
emia,  hyperlipemia,  and  edema.  The  authors  review  the  diagnostic  features  and 
management  protocol  of  this  syndrome  in  children. 


HE  NEPHROTIC  SYNDROME  is  a clinical 
entity  characterized  by  gross  proteinuria,  hypo- 
proteinemia,  hyperlipemia,  and  edema.  Occasionally, 
systemic  hypertension,  hematuria,  or  azotemia  may 
be  seen,  but  are  not  consistent  or  necessary  elements 
of  the  syndrome.  The  nephrotic  syndrome  in  children 
may  be  separated  into  three  categories:  secondary 
nephrotic  syndrome,  congenital  nephrotic  syndrome, 
and  idiopathic  nephrotic  syndrome. 

Secondary  Nephrotic  Syndrome. 

Approximately  5%  of  nephrotic  syndrome  in 
children  is  seen  in  association  with  systemic  disease; 
\5%-20%  is  seen  secondary  to  various  forms  of 
glomerulonephritis.1  The  diseases  in  which  the  ne- 
phrotic syndrome  may  be  manifested  are  listed  in 
Table  l.2-4  The  nephrotic  syndrome  has  been  reported 
as  a result  of  toxicity  from  these  agents:  triodione, 
mercurials,  penicillamine,  tolbutamide,  bismuth,  and 
gold  salts.2-4 
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Congenital  Nephrotic  Syndrome. 

There  is  a congenital  form  of  the  nephrotic  syn- 
drome that  is  due  to  an  autosomal  recessive  inher- 
itance or  an  acquired  maternal-fetal  reaction.  The 
great  majority  of  cases  are  of  Finnish  descent.  It  is 
evident  at  birth  or  shortly  thereafter.  It  is  usually 
resistant  to  therapy.  In  fact,  adrenocorticosteroids 
may  cause  a more  rapid  progression  of  the  disease, 
and  are  contraindicated.1  The  disease  is  always  fatal, 
the  infants  succumbing  to  infection  or  renal  failure. 
Renal  transplantation  has  been  successfully  per- 
formed in  a few  infants  and  is  the  only  form  of 
therapy.  Hemodialysis  is  very  difficult  in  infancy.5 

Table  1. 


The  collagen  diseases: 

Systemic  lupus  erythematosus 
Henoch  Schonlein  purpura 
Polyarteritis  nodosa 
Sickle  cell  anemia 
Cyanotic  congenital  heart  disease 
Quartan  malaria 
Syphillis 
T uberculosis 
Diabetes  mellitus 
Amyloidosis 
Neoplastic  infiltration 
Multiple  myeloma 
Renal  vein  thrombosis 
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Idiopathic  Nephrotic  Syndrome  of  Childhood. 

Approximately  75%-80%  of  children  with  the  ne- 
phrotic syndrome  fall  under  the  heading  of  idiopathic 
nephrotic  syndrome  (INS).1  These  children  have  no 
recognizable  systemic  disease,  nor  have  they  been 
exposed  to  the  previously  mentioned  toxic  sub- 
stances. The  etiology  of  INS  is  not  known.  It  is  not 
known  whether  the  disease  is  the  primary  disease  or  a 
secondary  manifestation  of  an  unknown  primary  dis- 
ease. Many  feel  that  it  is  a disease  of  immune  origin, 
citing  that  patients  and  their  families  have  an  in- 
creased incidence  of  allergic  disease,  and  that  the 
disease  has  been  induced  in  animals  through  immu- 
nologic mechanisms.5  Also,  the  beneficial  effect  of 
adrenocorticosteroids  and  immunosuppresives  in  the 
treatment  of  INS  points  to  an  immunologic  mecha- 
nism at  some  level.  However,  the  antigen-antibody 
involvement  with  the  basement  membrane  in  the 
glomeruli  of  patients  with  other  renal  diseases  has  not 
been  found  when  biopsies  of  children  with  INS  were 
examined.6 

Unless  otherwise  stated,  the  discussion  of  diagnosis 
and  management  will  pertain  to  the  idiopathic  ne- 
phrotic syndrome. 

Incidence 

The  incidence  of  the  nephrotic  syndrome  was  stud- 
ied in  Erie  County,  New  York,  between  1946-1962  in 
children  under  16  years  of  age.7  An  overall  annual 
incidence  rate  of  two  cases  per  100,000  children  under 
16  was  found,  with  a lower  incidence  in  the  latter  half 
of  the  study.  There  was  a discrepancy  in  the  incidence 
of  the  disease  in  white  children  (1.9  per  100,000)  and 
non-white  children  (2.8  per  100,000).  When  com- 
pared to  a genetic  disease  (cystic  fibrosis)  and  an 
infectious  disease  (herpes  encephalitis)  in  the  same 
community,  the  incidence  of  the  disease  was  analo- 
gous to  the  infectious  disease  with  respect  to  so- 
cioeconomic class.  The  overall  incidence  in  a study  in 
Ohio  revealed  2.3  cases  per  100,000  white  children 
under  10  years  of  age.8 

The  age  of  onset  is  usually  in  the  preschool  years, 
with  one-half  to  two-thirds  of  the  children  presenting 
between  1-5  years  of  age.9-11 

There  is  an  increase  in  the  number  of  males  over 
females  affected  by  the  disease.  Investigators  report 
60%-67%  of  the  children  affected  are  males. 1,10,11  One 
study  of  145  children  revealed  a male  to  female  ratio 
of  1.6  to  1.  However,  further  analysis  revealed  that 
although  male  predominance  is  a characteristic  of 
minimal  change  lesions  on  biopsy,  there  were  approx- 
imately twice  as  many  girls  as  boys  with  the  more 
severe  lesions  of  focal  glomerulosclerosis  and  prolif- 
erative glomerulonephritis.  These  girls  tended  to  be 
children  of  school  age.9 


Diagnosis 

The  diagnosis  of  the  nephrotic  syndrome  is  rarely 
in  doubt.  The  child  usually  presents  with  edema, 
insidious  in  onset,  first  involving  the  periorbital  tis- 
sue, then  becoming  generalized.  At  the  time  of  pre- 
sentation, the  child  may  have  ascites  and  occasionally 
pleural  effusion.  Often  the  labial  and  scrotal  tissue 
may  be  painfully  involved  with  edema.  The  child  may 
have  gastrointestinal  complaints  secondary  to  edema 
of  the  intestinal  mucosa.  He  may  have  respiratory 
difficulty  as  a result  of  abdominal  distension.4 

Systemic  hypertension  is  sometimes  seen  in  the 
nephrotic  syndrome.  It  has  been  reported  elevated  in 
17%-18%  of  patients10,12  and  elevated  above  a dia- 
stolic of  90  mm  Hg  in  2.6%10  to  8. 2%. 11  The  presence 
of  hypertension  at  the  onset  of  the  disease  has  been 
found  to  be  prognostically  significant.9-11 

The  diagnosis  of  the  nephrotic  syndrome  is  con- 
firmed by  laboratory  studies  of  the  urine  and  the 
blood.  During  the  edematous  phase,  the  patient  is 
usually  oliguric  with  marked  hyposaluria  (Na  excre- 
tion may  be  less  than  1 mEq/day).2  This  is  caused  by 
a secondary  hyperaldosteronism  that  is  due  to  plasma 
volume  contraction.  Urine  osmolality  and  specific 
gravity  should  be  within  normal  limits.  Heavy  pro- 
teinuria is  the  most  definitive  laboratory  finding.  For 
the  purpose  of  their  investigation,  the  International 
Study  of  Kidney  Disease  in  Children  (ISKDC)  de- 
fined heavy  proteinuria  during  the  active  stage  of  the 
disease  as  greater  than  40  mg/M2/hr  or  approxi- 
mately 1 gm/M2/day.13  The  protein  excreted  in  the 
urine  is  almost  entirely  albumin. 

A very  useful  diagnostic  and  prognostic  test  is  the 
Selective  Protein  Index  (SPI).  The  SPI  is  an  ex- 
pression of  the  clearance  of  various  molecular  weight 
proteins  as  a percentage  of  the  clearance  of  transfer- 
rin, a low  molecular  weight  protein.  The  test  is  now 
done  using  only  the  transferrin  clearance  and  the 
clearance  of  IgG,  a high  molecular  weight  protein. 
Poorly  selective  proteinuria,  i.e.,  and  IgG  clearance 
greater  than  0.1  to  0.2  the  transferrin  clearance — has 
been  shown  to  correlate  well  with  renal  biposies 
showing  proliferative  glomerulonephritis  and  lack  of 
steroid  responsiveness  of  the  patient.  Highly  selective 
proteinuria — an  IgG  clearance  less  than  0. 1-0.2  the 
transferrin  clearance — correlates  well  with  in  the 
minimal  change  lesion  and  good  steroid  response.9,11, 
14,15  The  test  is  of  greatest  discriminatory  value  at 
either  extreme  of  the  range,  and  a prognosis  based 
only  on  this  value  may  be  in  error  for  a given  individ- 
ual patient. 

Hematuria  (greater  than  5RBC/HPF)  has  been 
found  in  23%-38%  of  patients  presenting  with  the 
nephrotic  syndrome.9-11,16  Gross  hematuria  is  rarely 
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seen.  The  presence  of  hematuria,  especially  when 
considered  together  with  azotemia  and  hypertension, 
has  prognostic  value.  White  blood  cells  are  occa- 
sionally present  in  excess,  usually  in  association  with 
a urinary  tract  infection.  In  one  study  of  148  children, 
4.7%  had  significant  bacteria  (greater  than  100,000 
col/ml)  at  onset.  The  prevalence  in  the  boys  in  the 
study  was  4.1%  (compared  to  0-0.1%  in  the  literature 
for  a non-nephrotic  comparable  population)  and 
5.9%  in  the  girls  (1.2-2. 2%  in  the  comparable  general 
population).11 

Laboratory  study  of  the  serum  reveals  a character- 
istic hypoproteinemia,  predominantly  a hypoalbu- 
minemia  (defined  by  ISKDC  as  less  than  2.5  gm/100 
ml  serum).13  On  serum  protein  electrophoresis,  al- 
pha-2 and  beta  globulins  are  markedly  elevated  and 
gamma  globulin  is  depressed.  Cholesterol,  the  only 
lipid  which  is  commonly  measured,  may  vary  from 
normal  to  as  high  as  1500  mg/100  ml  serum.  The 
serum  calcium  is  uniformly  reduced,  the  deficit  being 
largely  in  the  protein-bound  fraction.  The  sedimenta- 
tion rate  is  usually  markedly  elevated.4 

Renal  function  studies  are  usually  normal,  or  even 
elevated;  however,  some  degree  of  azotemia  (blood 
urea  nitrogen  greater  than  15  mg/100  ml)  was  found 
initially  in  61%  of  children  in  one  study.10  This  was 
felt  to  be  due  to  some  extent  to  the  hypovolemia 
present  during  the  edematous  stage  of  the  illness. 
However,  in  this  study  27%  had  a BUN  initially  over 
25mg/100ml  and  in  another  study,  23%  had  an  initial 
BUN  of  greater  than  40mg/100ml.9  In  these  studies, 
the  BUN  was  found  to  be  of  prognostic  significance. 

The  beta-lC  component  of  complement  is  usually 
normal  in  children  with  the  nephrotic  syndrome. 
There  is  one  group  of  children,  those  with  mem- 
brano-proliferative  glomerulonephritis,  which  shows 
persistently  low  values  of  beta-lC  complement,  and 
this  group  carries  a grave  prognosis.911 

Renal  Biopsy. 

Renal  biopsy  is  the  ultimate  diagnostic  test  and 
prognostic  indicator.  However,  it  is  not  indicated  in 
the  management  of  all  children  with  the  nephrotic 
syndrome.  In  the  patient  with  no  evidence  of  systemic 
disease  of  glomerulonephritis  and  who  is  normo- 
complementemic,  renal  biopsy  should  be  deferred  un- 
til an  adequate  trial  of  adrenocorticosteroid  therapy 
is  completed.  If,  at  this  time,  a complete  laboratory 
and  clinical  remission  is  seen,  a diagnosis  of  “mini- 
mal change”  disease  can  be  made  with  reasonable 
accuracy.4  If  the  response  is  incomplete,  or  if  the 
child  later  has  a relapse  that  does  not  respond  to 
therapy,  or  if  the  child  pursues  a frequently  relapsing 
course,  a renal  biopsy  should  be  performed.  The 
biopsy,  especially  percutaneous  biopsy,  should  be 


performed  only  when  there  is  a certainty  that  two 
kidneys  exist,  and  where  there  is  no  gross  hyper- 
tension, hydronephrosis  or  bleeding  diathesis.2 

Pathology 

The  following  categories  (briefly  described)  have 
been  used  by  the  ISKDC:9,17 

Minimal  Changes. 

The  essential  feature  of  this  group  is  the  absence  of 
any  conspicuous  change  on  light  microscopy;  fusion 
of  the  foot  processes  of  the  glomerular  epithelial  cells 
is  seen.  However,  this  abnormality  is  seen  in  all  ne- 
phropathies when  gross  proteinuria  is  present. 

Focal  Sclerosing  Glomerular  Lesions. 

This  group  is  characterized  by  glomerular  sclerosis 
that  is  both  focal  and  segmental  in  distribution.  In 
children  with  an  initial  diagnosis  of  minimal  change 
lesion,  who  do  not  respond  to  steroid  therapy,  espe- 
cially if  the  diagnosis  is  made  for  percutaneous  renal 
biopsy,  the  focal  sclerosing  lesion  must  be  suspected. 

Diffuse  Progressive  Glomerulonephritis. 

A)  Diffuse  exudative:  This  is  characterized  by  poly- 
morphonuclear infiltration  of  the  tufts  and  diffuse 
mesangial  proliferation.  This  lesion  occurs  mainly  in 
post-streptococcal  glomerulonephritis.  (These  chil- 
dren were  excluded  from  the  ISKDC  study.) 

B)  Mesangial:  This  lesion  shows  a slight,  diffuse 
increase  of  mesangial  cells  with  a moderate  increase 
of  mesangial  fibrils. 

C)  Focal:  This  group  has  mesangial  proliferation 
with  crescents  that  are  both  focal  and  segmental.  This 
is  rare  in  childhood,  except  when  Henoch  Schonlein 
purpura  is  the  cause. 

D)  With  crescents:  There  are  epithelial  crescents 
seen  in  addition  to  mesangial  proliferation  and  scle- 
rosis. 

E)  Membranoproliferative:  This  is  a combination 
of  both  mesangial  proliferation  and  sclerosis  with 
diffuse  thickening  of  the  capillary  walls. 

Membranous  nephropathy. 

There  is  diffuse  thickening  of  the  capillary  walls 
owing  to  the  deposition  of  immuneglobulins  on  the 
outer  (subepithelial)  aspect  of  the  capillary  basement 
membrane. 

Chronic  Glomerulonephritis. 

This  is  the  end-stage  result  of  any  progressive  form 
of  glomerulonephropathy. 

In  a study  of  75  patients  who  were  unselected  and 
not  referred  for  diagnosis  or  treatment,  88%  showed 
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minimal  changes,  5.3%  showed  focal  glomeruloscle- 
rosis, and  5.3%  showed  mesangial  proliferative  glo- 
merulonephritis. One  patient  showed  membrano- 
proliferative  glomerulonephritis.  In  a population  of 
1 15  patients,  all  of  whom  were  referred  to  the  center 
for  diagnosis  or  treatment,  64.3%  showed  minimal 
change  lesions.  This  high  referral  was  felt  to  demon- 
strate the  frequently  relapsing  nature  of  this  disease. 
The  remaining  35.7%  were  distributed  among  the 
more  serious  lesions  with  a preponderance  of  focal 
glomerulosclerosis  and  membranoproliferative  glo- 
merulonephritis.9 

Course 

In  order  to  fully  understand  the  course  of  this 
disease  and  evaluate  any  advances  in  treatment,  it  is 
necessary  to  examine  the  outcome  of  the  disease  in 
children  prior  to  the  1950’s  when  steroid  therapy  was 
first  introduced.  Such  a study  has  been  done.18  A 
population  of  186  children  in  Scotland  with  onset  of 
the  disease  prior  to  1956  was  examined.  All  were 
followed  for  up  to  ten  years  or  death.  Of  those  with 
onset  of  the  disease  in  the  pre-sulphonamide  era 
(1929-36),  67%  died  and  33%  were  alive  and  free  of 
proteinuria.  With  sulphonamides,  the  mortality  de- 
creased to  42%,  and  with  the  introduction  of  pen- 
icillin therapy  in  1946,  the  mortality  decreased  to 
35%.  With  the  use  of  intensive  therapy  with  prednis- 
olone in-  the  1950's,  the  mortality  dropped  to  9%. 
However,  only  69%  became  completely  well,  while 
22%  continued  to  have  proteinuria  5-11  years  after 
the  onset  of  the  disease.16 

The  course  of  the  disease  as  it  is  now  seen — treated 
with  corticosteroids — follows  basically  four  routes: 
steroid  responsive,  steroid  dependent,  frequently  re- 
lapsing, and  non-responsive  to  steroids.  Patients  who 
are  steroid  responsive  show  a complete  clinical  and 
chemical  response  to  an  adequate  (8  week)  trial  of 
steroids.  Most  will  diurese  in  the  first  four  weeks. 
Those  that  are  steroid  dependent  have  a complete 


response  to  therapy,  but  when  the  corticosteroids  are 
discontinued,  the  proteinuria  reappears.  The  major- 
ity of  patients  follow  a relapsing  course.  The  ISKDC 
defined  a relapse  as  the  demonstration  of  protein 
positive  urine  (more  than  4 mg/M2/hr  or  100  mg/ 
M2/day)  on  at  least  three  consecutive  examinations 
on  3 separate  days  during  the  course  of  not  more  than 
7 days.  They  define  a frequent  relapser  as  one  who 
had  a complete  response  to  therapy,  but  had  two 
relapses  within  6 months  of  the  initial  response  or 
four  relapses  within  any  12-month  period.13 

There  is  a small  but  significent  group  of  children 
who  do  not  respond  to  steroids.  Almost  all  of  these 
children  show  focal  glomerulosclerosis  or  one  of  the 
proliferative  glomerulonephritides  on  renal  biopsy.9 
It  is  interesting  to  note  that  in  the  clinicopathologic 
study  by  White  et  al,  of  seven  children  with  mesangial 
proliferative  glomerulonephritis,  only  one  responded 
to  corticosteroid  therapy.  However,  six  of  the  seven 
went  on  to  have  a lasting  remission  after  the  initial 
episode.9 

The  course  of  the  nephrotic  syndrome,  from  the 
results  of  several  different  series,  all  with  approxi- 
mately the  same  treatment  regimens  except  where 
noted,  are  summarized  in  Table  2. 

These  series  have  all  established  the  significance  of 
five  basic  prognostic  indicators.  These  are  presented 
in  Table  3. 

Management 

The  management  of  a child  with  nephrotic  syn- 
drome should  be  similar  to  that  of  any  child  with  a 
chronic  illness  with  intermittent  exacerbations.  Only 
a minor  percentage  of  the  children,  as  has  been 
shown,  will  have  an  initial  attack  of  the  disease  and 
never  have  it  recur.  The  majority  will  have  inter- 
mittent periods  of  good  health  and  uncomfortable 
and  unattractive  illness.  Many  children  will  spend 
long  periods  of  time  on  steroids  and  immuno- 
suppressives. The  combined  psychological  effect  of 


Table  2.  Results  of  Treatment  in  Five  Series. 


White 
et  al  (9) 

Siegel 
et  al  (19) 

Arneil 
et  al  (16) 

Cornfield* 
et  al  (10) 

Makker 
et  al(ll) 

Total  no.  treated 

128 

61 

45 

86 

90 

% responding 

% with  lasting  remission  after 

75% 

100%** 

91.1% 

73.3% 

initial  therapy 

9.4% 

16.4% 

38% 

10% 

% relapsing 

70.3% 

83.6% 

53% 

63.3% 

% well  after  5 yrs. 

77.3%*** 

57.4% 

66.7% 

69.8% 

45.6%**** 

% mortality 

6.3% 

6.6% 

9% 

1 1 .6% 

6.7% 

* only  the  patients  treated  after  1954  are  included 
**  patients  in  this  series  were  selected  for  their  response  to  steroids 
***  cyclophosphamide  was  used  in  41  frequent  relapsers  and  all  responded 
****  includes  8 patients  with  minimal  proteinuria  at  5 yrs,  but  normal  renal  function  and  no  relapse  for  4 yrs.  Also  immunospppressives 
were  used  on  the  steroid  non-responders,  and  this  was  felt  to  have  increased  the  % well  at  5 yrs. 
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Table  3.  Prognostic  Indicators. 


Indicators  Good  Prognosis  Poor  Prognosis 


Renal  pathology  Minimal  change  lesion  Focal  glomerulosclerosis 

Mesangial  proliferative  glomerulonephritis  Other  forms  of  proliferative  glomerulonephritis 
Response  to  adrenocorticosteroids  Complete  response  Poor  or  no  response 

Hematuria  Hypertension  and/or  azotemia  All  absent  Persistent 

Selective  Protein  Index  Highly  selective  Poorly  selective 

Serum  complement  Low 


these  problems  on  both  patient  and  parents  cannot  be 
ignored.  In  addition,  the  prospect  of  impending  renal 
failure  must  be  faced  by  a small  but  significant  num- 
ber of  these  patients.  The  children  with  frequent  re- 
lapses and  those  with  steroid  resistant  disease  should 
be  managed  by  a local  center  that  is  familiar  with 
both  recent  advances  in  therapy  and  the  use  of  the 
drugs  involved. 

Activity. 

During  the  edematous  stage,  the  child  is  uncom- 
fortable and  lethargic  and  content  to  stay  in  bed.  The 
limbs  and  genitalia  may  be  painfully  swollen  and 
tense.  Periorbital  edema  may  be  obstructing  vision. 
The  patient  should  be  positioned  in  bed  so  that  the 
most  swollen  and  painful  areas  may  drain  by  gravity. 
At  any  other  time  during  the  illness,  there  need  be  no 
restriction  on  the  child’s  activity.  Care  should  be 
taken  that  the  child  is  not  exposed  to  infection. 

Diet. 

There  are  different  views  with  respect  to  the  dietetic 
management.  Edelmann  recommends  that  salt  be  re- 
stricted only  by  not  adding  it  to  food  and  that  inher- 
ently salty  foods  be  avoided.  He  also  suggests  that  the 
protein  intake  not  be  altered.4  Others  recommend 
that  during  the  edematous  stage,  sodium  intake 
should  be  restricted  to  25-75  mEq/day  (about  .5-2.0 
g/day).20  This  is  not  meant  to  induce  a diuresis,  but 
the  rate  of  increase  of  the  edema  may  be  slowed.  They 
also  recommend  that  the  diet  be  high  in  protein  (3-4 
g/kg/day)  to  counteract  the  loss  that  is  characteristic 
of  the  disease.  If  the  patient  presents  with  renal  fail- 
ure or  a high  BUN,  the  protein  intake  must,  of 
course,  be  cut  down.  An  isocaloric  diet  high  in  pro- 
tein, may  help  minimize  the  Cushingoid  obesity  when 
steroids  are  begun.  Fluids  need  only  be  restricted 
when  there  is  oliguria  and  the  edema  is  severe  and 
progressive.  If  fluids  need  to  be  restricted,  30-60  ml/ 
kg/day  is  recommended.20 

Diuretics. 

Corticosteroids  are  the  best  form  of  diuretic  ther- 
apy in  the  majority  of  children  with  the  nephrotic 
syndrome.  As  has  been  shown,  75%-90%  will  respond 
to  steroid  therapy  with  a prompt  diuresis.  This  may 


require  from  a few  days  to  8 weeks.  Diuretic  therapy 
may  be  employed  while  waiting  for  a steroid  response 
when  gross  edema  is  present.  It  is  essential  in  the 
steroid  resistant  child.  Other  indications  for  diuretic 
therapy  are  in  the  presence  of  infection  (peritonitis, 
pyelonephritis,  etc.)  when  steroid  therapy  is  con- 
traindicated, or  in  the  presence  of  severe  steroid  tox- 
icity. Diuretic  therapy  may  also  help  prepare  a pa- 
tient for  percutaneous  biopsy,  when  gross  edema  and 
ascites  might  complicate  the  procedure. 

Furosemide  is  now  usually  the  diuretic  of  choice.  It 
acts  by  blocking  sodium  transport  in  the  proximal 
tubule  and  the  ascending  loop  of  Henle.  It  produces 
an  immediate  diuresis  and  its  effect  persists  for  only  4 
hours.  The  usual  dose  is  20-60  mg/day.  If  an  ade- 
quate diuresis  is  not  produced,  much  higher  doses 
(0.5- 1.5  g/day)  may  be  used.  This  large  dose  is  best 
given  as  a single  oral  dose  in  the  morning.  Hypoka- 
lemia may  occur,  so  potassium  should  be  monitored 
closely. 

The  thiazide  diuretics  were  used  very  frequently 
until  recently.  They  act  by  reducing  sodium  absorp- 
tion in  the  proximal  and  distal  tubules.  The  initial 
dosage  of  chlorothiazide  is  1-2  g/day  in  four  divided 
doses.  If  this  fails,  the  dose  may  be  raised  to  2-4  g/ 
day.2  Potassium  supplements  must  be  used  and  the 
potassium  closely  monitored.  In  the  child  with  renal 
failure,  thiazide  diuretics  may  further  compromise 
the  kidney  by  contracting  the  plasma  volume.  Fu- 
rosemide has  been  reported  to  increase  the  renal 
plasma  flow. 

Spironolaction-A  may  help  potentiate  the  effect  of 
furosemide  or  the  thiazides  by  inhibiting  the  action  of 
aldosterone  in  the  distal  tubule,  thereby  decreasing 
sodium  resorption.  It  has  the  further  advantage  of 
sparing  potassium.  The  usual  dose  is  25  mg  orally 
every  6 hours. 

For  severely  resistant  edema,  a plasma  expander 
such  as  salt-free  albumin  may  be  used  concurrently 
with  one  or  two  of  the  potent  diuretics.  One  reviewer 
suggests  a “diuretic  cocktail”  of  sodium-free  albumin 
(200  mg/kg/dose),  aminophylline  (250  mg/dose), 
ethacrynic  acid  (50  mg/dose)  and  furosemide  (1  g/ 
dose).  This  is  given  by  intravenous  infusion  over  30- 
40  minutes.20 
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Antibiotic  Therapy. 

Antibiotics  have  added  as  much  as  steroid  therapy 
to  the  decrease  in  mortality  from  this  disease.  Infec- 
tion continues  to  be  the  major  complication  of  the 
nephrotic  syndrome.  Prophylactic  therapy  is  not  sug- 
gested as  this  would  only  serve  to  select  for  resistant 
organisms.  However,  as  soon  as  infection  is  sus- 
pected, vigorous  treatment  with  broad  spectrum  anti- 
biotics must  be  started  until  culture  and  sensitivity 
results  allow  you  to  more  effectively  treat  the  offend- 
ing organism.  Pneumococcal  peritonitis  used  to  be 
mentioned  as  a frequent  complication  of  the  ne- 
phrotic syndrome.  However,  a recent  study  has 
shown  that,  while  the  pneumococcus  was  the  pre- 
dominant cause  of  primary  peritonitis  in  the  neph- 
rotic syndrome  until  the  late  1950’s,  a preponderance 
of  gram  negative  peritonitis  has  been  seen  recently.21 
Treatment  with  parenteral  ampicillin  and  kanamycin 
is  suggested.  If  under  this  regimen  no  improvement  is 
seen  in  48  hours,  laparotomy  is  suggested.  Mon- 
itoring serum  amylase  to  rule  out  a steroid  induced 
pancreatitis  is  also  suggested,  and  a chest  x-ray  to 
rule  out  a pneumonitis  that  can  masquerade  as  peri- 
tonitis. 

Corticosteroid  Therapy. 

Because  of  the  striking  response  to  steroid  therapy 
by  the  great  majority  of  children  with  the  nephrotic 
syndrome,  an  adequate,  controlled  trial  to  assess  the 
value  of  corticosteroids  in  this  disease  has  never  been 
done.  Similarly,  there  are  no  good  controlled  studies 
that  have  shown  the  efficacy  of  any  specific  corticos- 
teroid or  dosage  schedule  over  another.  The  optimum 
course  of  therapy,  of  course,  would  be  one  that  pro- 
vides the  most  complete  response  with  the  least  tox- 
icity. The  schedule  adopted  by  the  ISKDC  was  felt  to 
fill  these  criteria. 

Under  this  schedule,  at  the  onset  of  the  disease,  the 
child  is  treated  with  oral  prednisone,  60  mg/M2/ 
day — not  to  exceed  80  mg/day — for  28  days.  This  is 
followed  by  28  more  days  during  which  40  mg/M2/ 
day — not  to  exceed  60  mg/day — of  oral  prednisone  is 
given  for  3 consecutive  days  out  of  every  7.  If  a 
response  occurs  during  the  first  28  days,  the  predni- 
sone is  stopped  after  the  intermittent  therapy.  If  re- 
sponse occurs  during  the  second  28  days,  i.e.,  during 
the  intermittent  therapy,  a further  28  days  of  inter- 
mittent treatment  is  given.  The  prednisone  is  then 
stopped.  If  a relapse  occurs  in  a steroid  responsive 
individual,  he  is  treated  with  daily  prednisone  as  in 
the  initial  therapy,  until  the  urine  is  protein  free.  He 
then  receives  4 weeks  of  intermittent  therapy  as  pre- 
viously described.3 

Patients  who  do  not  respond  to  steroid  therapy  or 
frequently  relapse  are  subject  to  all  the  complications 


of  steroid  toxicity,  including  Cushingoid  obesity,  cu- 
taneous striae,  hirsutism,  acne,  poor  wound  healing, 
peptic  ulceration,  acute  hypertension,  seizures,  osteo- 
porosis, growth  retardation,  decreased  resistance  to 
infection,  and  psychologic  aberrations. 

Immunosuppressive  Therapy. 

Most  of  the  recent  investigations  of  the  nephrotic 
syndrome  have  evolved  from  the  use  of  immuno- 
suppressive agents.  Three  agents  in  particular  have 
been  studied:  azathioprine,  chlorambucil,  and  cyclo- 
phosphamide. Some  of  the  results  have  been  encour- 
aging. 

Azathioprine.  The  first  drug  to  be  studied  by  the 
ISKDC  was  azathioprine.22  A controlled  double- 
blind study  to  assessed  the  effect  of  the  drug  in  both 
frequent  relapsers  and  children  not  responsive  to  ste- 
roids. Non-responders  were  given  intermittent  ste- 
roid therapy  along  with  azathioprine  (60  mg/M2/ 
day).  The  control  group  was  given  intermittent  ste- 
roids and  placebo.  Both  groups  were  treated  for  90 
days.  The  frequent  relapsers  were  treated  similarly 
for  180  days.  The  findings  of  the  study  indicated  that 
azathioprine  was  no  more  efficacious  in  eliminating 
or  reducing  proteinuria  in  the  non-responders  than  in 
the  controls.  In  the  frequent  relapsers,  there  was  no 
significant  difference  in  relapse  rate  between  the  two 
groups  during  the  180  day  trial.  Because  of -the  dis- 
couraging results  and  the  possibility  of  lymphoma 
secondary  to  the  azathioprine,  the  study  was  discon- 
tinued. However,  in  the  study  by  Makker  et  al, 
azathioprine  was  used  in  ten  patients,  all  of  whom 
were  unresponsive  or  incompletely  responsive  to  ste- 
roid therapy.  Of  the  ten,  six  patients  experienced 
either  complete  response  or  significant  reduction  of 
proteinuria  with  absence  of  relapse  for  at  least  2 
years.  The  dosage  used  was  higher  (60-240  mg/M2/ 
day)  than  the  ISKDC  study  and  was  titrated  in  order 
to  induce  significant  leucopenia.11 

Chlorambucil.  Chlorambucil  has  been  studied  by 
Grupe  in  frequently  relapsing  steroid  dependent  chil- 
dren with  INS.23  In  an  uncontrolled  study  of  23  chil- 
dren, all  of  whom  had  either  required  steroids  for  6 
months  or  more  to  maintain  a remission  or  had  re- 
lapsed three  or  more  times  in  a year,  chlorambucil 
was  given.  An  intermittent  regimen  of  prednisone 
was  given  throughout  the  course  of  chlorambucil. 
Chlorambucil  (0.1 -0.2  mg/kg/day)  was  given  orally. 
The  dosage  was  increased  every  2 weeks  until  a signif- 
icant leucopenia  (3,000  WBC/cu  mm  or  less)  ap- 
peared, and  then  stopped  abruptly.  Prednisone  was 
continued  until  the  white  blood  count  reached  5,000 
WBC/cu  mm,  and  then  tapered.  The  total  cumulative 
amount  of  chlorambucil  given  averaged  15.8  mg/kg. 
After  an  average  followup  of  26.6  months,  83%  of  the 
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patients  had  yet  to  relapse.  Complications  included 
prolonged  but  reversible  leucopenia,  herpes  zoster 
infections,  nausea  and  abdominal  pain  in  one  patient, 
and  an  unexplained  focal  seizure  in  another  patient. 
A recent  abstract  by  Grupe  reported  on  a controlled 
study  of  18  patients,  ten  of  whom  received  prednisone 
alone  and  eight  received  prednisone  and  chlorambu- 
cil (0. 3-0.4  mg/kg/day)  for  7-12  weeks.  After  20 
months  of  followup,  no  relapses  had  occurred  in  the 
group  that  had  received  the  chlorambucil,  and  many 
relapses  had  been  observed  in  the  control  group.24 

Cyclophosphamide.  Several  good  prospective  con- 
trolled studies  have  now  been  completed  using  cyclo- 
phosphamide in  frequently  relapsing  steroid  sensitive 
patients.  In  almost  all  of  the  children  in  all  the  stud- 
ies, biopsy  material  was  obtained  and  revealed  mini- 
mal changes.  Dosages  varied  from  3 mg/kg/day  with 
prednisone  for  8 weeks25,  to  2.5  mg/kg/day  with 
prednisone  for  4 months26,  to  5 mg/kg/day  titrated 
with  a white  count  of  3,000-5,000  WBC/cu  mm  for  42 
days  with  prednisone  for  only  f0  days  and  with  only 
10  mg/M2/day.13  In  all  groups,  a significant  reduc- 
tion in  relapse  rate  was  found  when  compared  to  the 
prednisone  controls.  After  approximately  two  years 
of  followup,  60%-80%  had  yet  to  show  a relapse.  In 
the  ISKDC  study  which  did  not  use  steroids  con- 
currently for  the  full  trial,  the  rate  of  40%  relapsing 
was  somewhat  higher  than  the  two  studies  using  con- 
current steroids,  which  averaged  about  20%. 

In  another  controlled  trial  comparing  two  different 
dosage  schedules  of  cyclophosphamide  (2.5  mg/kg 
for  90  days  vs.  5.0  mg/kg  for  45  days)  with  con- 
current steroid  treatment,  93%  overall  remained  in 
remission  for  the  18-month  followup  period,  with  no 
significant  difference  between  the  two  groups.12  There 
was  however,  a significant  increase  in  signs  of  toxicity 
in  the  high  dose  group. 

In  another  study  comparing  dosage  schedules  of 
cyclophosphamide,  3 mg/kg/day  was  used  for  2 
weeks  vs.  8 weeks,  both  with  concurrent  pred- 
nisolone.27 Nine  patients  out  of  16  in  the  2-week 
group  relapsed,  and  two  out  of  16  in  the  8-week 
group  relapsed  after  an  average  followup  period  of  14 
months.  This  indicated  that  a treatment  period  of  8 
weeks  was  significantly  more  effective  than  the  2- 
week  period. 

In  a long-term  followup  by  Chiu  et  al  of  the  pa- 
tients in  their  controlled  study,  33%  had  relapsed  at  4 
3/12  years,  compared  to  17%  at  2 2/12  years.28  How- 
ever, this  was  still  significant  when  compared  to  the 
control  group,  91%  of  whom  had  relapsed  within  one 
year.  They  also  found  that  those  that  were  relapsing  4 
years  later  were  relapsing  at  a rate  comparable  to  that 
before  cyclophosphamide  was  used.  It  was  concluded 
from  this,  that  the  drug  has  no  prolonged  effect  after 


the  patients  start  relapsing  again.  However,  these 
patients  responded  to  a second  trial  of  cyclophospha- 
mide in  a manner  similar  to  the  first  response,  so 
there  was  no  refractoriness  to  the  repeated  use  of  the 
drug. 

The  only  study  which  investigated  the  use  of  cyclo- 
phosphamide in  patients  not  responsive  to  steroids  is 
one  by  the  ISKDC.13  The  experimental  group  re- 
ceived 5 mg/kg/day  of  cyclophosphamide  to  induce 
leucopenia.  The  dose  was  then  lowered  according  to 
the  white  count  and  continued  for  90  days.  The  group 
received  intermittent  steroid  therapy,  as  did  the  con- 
trols. Ten  out  of  18  of  the  experimental  group  and  six 
out  of  15  of  the  control  group  became  protein  free. 
This  was  not  a significant  difference.  However,  of 
those  responding,  the  time  taken  to  respond  was  sig- 
nificantly shorter  in  the  experimental  group  (mean  of 
38.4  days),  than  in  the  control  group  (mean  of  95.5 
days). 

Complications  in  the  use  of  cyclophosphamide  in- 
clude alopecia  in  the  majority  of  patients,  leucopenia 
in  virtually  all  patients,  and,  most  seriously,  suscepti- 
bility to  infections.  Hemorrhagic  cystitis  may  be  seen 
unless  an  adequate  urinary  flow  is  maintained.  Some 
investigators  have  tried  to  minimize  this  danger  by 
inducing  a diuresis  with  steroids  before  starting  cy- 
clophosphamide therapy.  The  incidence  of  the  com- 
plication is  not  frequent  enough  to  establish  if  this 
precaution  is  effective. 

Since  this  drug,  or  any  of  the  immunosuppressives, 
has  been  used  very  infrequently  in  children  who  could 
be  expected  to  live  and  reproduce,  not  much  thought 
has  been  given  to  its  possible  effect  on  the  gonads. 
However,  the  majority  of  children  with  the  nephrotic 
syndrome  who  may  benefit  from  the  drug  can  be 
expected  to  live  and  wish  to  raise  families.  Therefore, 
evidence  is  emerging  concerning  the  possible  gonadal 
toxicity  of  the  immunosuppressives.29-31  In  one 
study,  gonadal  function  and  histology  were  studied  in 
seven  patients  who  had  received  cyclophosphamide 
for  the  nephrotic  syndrome  in  total  doses  from  18.0- 
39.0  grams  prior  to  or  during  puberty.29  One  to  4 
years  following  cessation  of  therapy,  two  patients  had 
normal  testicular  function,  four  were  azoospermic, 
and  one  was  oligospermic.  All  had  normal  male  sec- 
ondary sex  characteristics. 

In  conclusion,  the  ISKDC  made  the  following  rec- 
ommendations in  light  of  their  study  and  those  of 
others.  Cyclophosphamide  is  indicated  in  those  pa- 
tients who  do  not  initially  respond  to  steroids.  It 
should  not  be  used  to  treat  frequent  relapsers  unless 
patients  seem  to  be  in  danger  of  developing  serious 
steroid  toxicity.  If  used  in  the  treatment  of  the  neph- 
rotic syndrome,  cyclophosphamide  should  be  given 
together  with  intermittent  steroids  in  dosages  of  2-3 
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mg/kg/  per  24  hours  and  for  no  longer  than  8 

weeks.13 
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Special  Article 


Pre-Hospital  Coronary  Care 
In  the  Community  Setting 

John  I.  Bailey,  Jr.,  MD,  Newport  News,  Virginia 


Technological  advances  have  made  pre-hospital  coronary  care  programs 
possible  for  communities  of  all  sizes.  The  author  describes  and  illustrates  with 
case  reports  a successful  Newport  News  program  in  which  physicians,  hospi- 
tals, paramedics,  and  local  government  services  work  together. 


SINCE  1966,  when  Pantridge  and  Geddes  of  Bel- 
fast, Northern  Ireland,  published  their  descrip- 
tion1 of  the  first  Western  mobile  coronary  care  unit, 
interest  and  activity  in  providing  similar  care  has 
surged  in  the  United  States.  Originally  based  in  medi- 
cal centers  with  their  greater  funding  and  manpower 
resources,  these  programs  have  now  spread  to  com- 
munities with  smaller  but  no  less  coronary-event 
prone  populations. 

Through  the  efforts  of  local  governments,  private 
physicians,  community  hospitals,  and  paid  and  vol- 
unteer emergency  medical  technicians,  advanced  life 
support  is  now  within  reach  of  rural  areas  and  small 
and  medium-sized  cities.  Here  are  presented  some  of 
the  efforts,  successes,  and  failures  of  the  Newport 
News,  Virginia,  program,  sponsored  by  the  city  and 
based  at  Riverside  Hospital,  a community  teaching 
facility,  with  physician  support  provided  by  that  in- 
stitution’s Family  Practice  Residency  Program. 

Newport  News  had  formerly  provided  emergency 
ambulance  services  to  its  citizens  through  transport 
units  based  at  the  local  fire  stations.  Because  of  the 
city’s  unique  configuration — it  stretches  30  miles 

This  manuscript  was  submitted  when  the  author  was  a 
resident  in  family  practice  at  Riverside  Hospital,  Newport 
News,  Virginia.  He  is  now  practicing  in  Mobile,  Alabama, 
and  may  be  addressed  at  625  East  Chelsea  Drive,  Mobile 
36608. 

Submitted  2-25-78. 


along  the  River  James  yet  is  only  1-4  miles  wide — 
cardiac  or  other  critically  ill  patients  at  times  spent 
15-30  minutes  in  transit  to  the  main  hospital  emer- 
gency room.  It  became  clear  that  patients  had  to  be 
stabilized  on  the  scene  before  transport  if  survival 
rates  were  to  be  increased. 

In  1975,  city  and  hospital  officials  began  work  on  a 
pre-hospital  coronary  care  program.  Through  mobile 
telemetry  and  portable  life  support  equipment,  capa- 
bilities of  ambulance  technicians  were  advanced  and 
merged  with  those  of  emergency  room  physicians  to 
provide  a flow  of  high-level  care  in  the  field  and 
during  transport  to  the  hospital.  Making  the  system  a 
reality  involved  funding  arrangements,  many  hours 
of  instruction  to  the  paramedics  involved,  electronic 
preparations  at  the  hospital  and  in  the  ambulances, 
and  education  of  the  townspeople. 

The  first  patient  was  transported  in  July,  1976,  and 
the  system  has  been  used  over  a thousand  times  since. 
Responses  have  been  most  frequent  to  private  homes 
and  scenes  of  major  trauma,  but  an  unexpected  bene- 
fit has  been  stability  in  the  transport  of  critically  ill 
patients  from  physicians’  offices  and  nursing  homes 
and  between  area  hospitals.  Pre-hospital  coronary 
care  was  also  available  to  the  President  of  the  United 
States  when  he  visited  nearby  Williamsburg  in  1976. 

To  provide  some  concept  of  what  such  a system 
can  and  cannot  do,  we  mention  some  of  the  more 
significant  cases,  which  range  from  spectacular  suc- 
cess to  abysmal  failure. 
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Cases  1 and  2. 

Local  publicity  of  the  program  was  probably  re- 
sponsible for  its  first  two  successes.  Following  televi- 
sion coverage  of  the  first  day’s  activities,  two  patients 
complaining  of  chest  pain  were  brought  by  families  to 
Newport  News  fire  stations  rather  than  the  more 
distant  emergency  room.  During  early  attention  by 
paramedics,  both  patients  fibrillated  while  in  the  fire 
stations  and  were  successfully  converted  to  sinus 
rhythm  by  paramedics  using  their  defibrillator-mon- 
itors for  the  first  times.  Intravenous  lines  were  estab- 
lished, lidocaine  was  administered,  and  the  patients 
were  transported  to  Riverside  Hospital  under  con- 
trolled conditions.  They  had  uncomplicated  courses 
and  were  later  discharged  to  return  to  their  lives  in 
the  community. 

Case  3. 

Paramedics  were  called  to  see  a 71-year-old  woman 
who  had  lost  consciousness  after  experiencing  sub- 
sternal  chest  pain.  After  starting  an  infusion  of  D5W, 
administering  oxygen,  and  communicating  with  resi- 
dents at  the  hospital,  a transmitted  EKG  showed 
normal  sinus  rhythm  and  orders  were  given  to  trans- 
port the  patient.  While  she  was  being  carried  to  the 
ambulance,  the  portable  monitor  twice  indicated  ven- 


tricular fibrillation.  Without  time  to  consult  the  hos- 
pital, the  paramedic  present  administered  precordial 
thumps  which  converted  the  rhythm  to  sinus.  Lido- 
caine was  given  in  the  ambulance  and,  though  the 
woman  was  originally  comatose,  by  arrival  at  the 
hospital  she  was  regaining  awareness.  Figure  1 pic- 
tures her  arrival;  she,  too,  had  a successful  hospital 
course,  but  followup  indicated  that  she  was  read- 
mitted three  months  later  and  died  in  the  hospital  of 
another  dysrhythmia. 

Case  4. 

A 17-year-old  girl  was  trapped  in  her  vehicle  after 
an  accident  at  the  city  limits,  13  miles  from  the  hospi- 
tal. She  sustained  closed  head  and  chest  injuries  and 
an  open  fracture  of  the  femur  with  resultant  major 
blood  loss.  Paramedics  from  adjacent  Williamsburg 
found  the  patient  comatose  and  in  shock  and  initially 
administered  normal  saline  while  rescue  teams 
worked  to  free  her.  Through  a flexible  communica- 
tions system,  Williamsburg  medics  directly  arranged 
for  a Newport  News  ambulance  carrying  two  family 
practice  residents  and  whole  blood  to  meet  their  unit 
enroute.  A cutdown  was  performed  in  the  ambulance 
and  the  patient  received  three  units  of  O-negative 
blood  before  arrival  at  the  hospital.  Her  hospital 


Fig.  1.  Pre-hospital  coronary  care  in  action:  Emergency  room  physicians  receive  the  patient  in  Case  3.  Paramedics,  after 
communicating  with  the  hospital,  have  administered  oxygen  and  IV  fluids  and  installed  for  cardiac  monitoring  the  portable 

oscilloscope  seen  on  the  stretcher. 


JANUARY,  1979/VIRGINIA  MEDICAL 


43 


course  was  stormy,  however,  and  she  died  ten  days 
later  of  cerebral  and  renal  ischaemia  sustained  during 
the  episode. 

Case  5. 

A 55-year-old  man  collapsed  in  ventricular  fibrilla- 
tion at  a gas  station  and  received  basic  cardiopul- 
monary resuscitation  by  a policeman  on  the  scene. 
Paramedics  arrived  within  three  minutes  and,  after 
communicating  with  the  hospital  base,  were  success- 
ful in  defibrillating  him.  An  oesophageal  obturator 
airway  and  IV  were  placed,  and  oxygen,  sodium  bi- 
carbonate and  lidocaine  were  administered  during 
transport  to  the  hospital.  The  patient  survived  but 
suffered  minima!  brain  damage  during  the  episode. 

Many  other  cases  could  be  related,  some  with 
crises  successfully  managed  only  through  resources  of 
the  pre-hospital  coronary  care  system,  some  which 
would  have  had  good  outcomes  before  the  system 
was  available,  and  other  unfortunate  situations  in 
which  life  signs  were  preserved  without  accom- 
panying cerebral  cortical  function.  All  of  these  are 
possible  in  a community  which  seeks  to  make  best  use 
of  technology  now  available  to  upgrade  its  pre-hospi- 
tal emergency  services. 

Family  physicians — either  hospital-based  residents 
as  used  here  or  community-based  practitioners  as  are 
active  in  other  localities — can  provide  the  training  to 
establish  such  a system  and  the  technical  knowledge 
to  make  use  of  it  once  in  operation.  Cooperation  with 
civil  or  volunteer  groups  is  needed,  along  with  strong 
backing  from  hospital  emergency  departments. 
Funding  is  usually  obtainable  through  local  or  larger 
governmental  units;  and  publicity  through  local  news 
media  can  be  both  instrumental  in  obtaining  that 
funding  and,  as  in  the  first  cases  above,  in  directing 
patients  into  the  system. 

Our  program  can  and  will  be  further  refined;  but 
we  hope  its  description  will  serve  as  a stimulus  for 
other  localities  with  equal  pre-hospital  coronary  care 
needs  to  enter  this  vital  and  ever-expanding  field. 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumhricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /ug/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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Transsphenoidal  Microsurgery 
for  Tumors  of  the  Hypophysis 

Anthony  G.  Velo,  MD,  and  Jack  E.  Wilberger,  Jr.,  MD, 

Richmond,  Virginia 


The  microsurgical  transsphenoidal  approach  is  the  authors’  procedure  of 
choice  in  the  operative  management  of  pituitary  tumors.  The  literature  sup- 
ports their  recommendation. 


PITUITARY  TUMORS  comprise  5-10%  of  all 
symptomatic  intracranial  tumors,  thus  making 
their  early  recognition  imperative.  Both  the  diagnosis 
ahd  treatment  of  pituitary  tumors  have  been  greatly 
enhanced  by  recent  advances  in  both  endocrinology 
and  microneurosurgical  techniques. 

Pituitary  tumors  are  associated  with  many  neu- 
roendocrinological disturbances.  Secreting  adenomas 
may  be  responsible  for  Cushing’s  disease,  acromegaly 
and  the  amenorrhea-galactorrhea  syndrome  (Forbes- 
Albright  syndronje).  Non-secreting  adenomas  may 
produce  hypogonadism,  hypothyroidism,  Addison’s 
disease  or  panhypopituitarism;  and  both  types  by 
suprasellar  extension  may  produce  chiasmal  com- 
pression, hydrocephalus,  cranial  nerve  dysfunction  or 
hypothalamic  disturbances. 

Advances  in  endocrinology  with  the  advent  of  ra- 
dio/immuno  assays  and  other  sensitive  hormonal  as- 
says are  allowing  earlier  diagnosis  of  these  problems, 
while  the  new  frontiers  opened  by  microsurgery  and 
the  operating  microscope  make  possible  selective 
transsphenoidal  removal  of  tumor  from  surrounding 
normal  gland  and  other  vital  structures  and  allows 
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was  a senior  student  at  the  time  the  manuscript  was  sub- 
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for  the  preservation  of  normal  pituitary  function.  In 
the  hands  of  an  experienced  surgeon  the  operative 
microscope  and  microsurgical  techniques  allow  selec- 
tive gross  total  removal  of  the  adenomatous  tissue 
with  minimal  morbidity  and  essentially  no  mortality.1 

Presently  the  most  common  disorder  bringing  pitu- 
itary tumors  to  light  is  the  amenorrhea-galactorrhea 
syndrome.2  In  patients  with  adenomas  responsible 


Fig.  1.  Cross-section  showing  anatomical  relationships  in 
transsphenoidal  hypophysectomy. 
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for  this  syndrome,  basal  prolactin  levels  were  always 
greater  than  150  in  a recent  series.3  Another  series 
demonstrated  that  the  likelihood  of  pituitary  tumor 
was  directly  correlated  with  the  height  of  the  serum 
prolactin.4  Also,  patients  with  the  highest  serum  pro- 
lactin concentrations  tend  to  have  the  largest  pitui- 
tary tumors.5  Other  authors  suggest  that  prolactin 
determinations  serve  as  a screening  test  for  pituitary 
tumors,  including  those  without  galactorrhea  or  go- 
nadal dysfunction.  This  is  because  involvement  by 
the  tumor  of  the  pituitary  stalk  or  the  hypothalamus 
frequently  leads  to  the  interruption  of  the  pathways 
by  which  prolactin  inhibitory  factor  exerts  its  effects 
on  the  pituitary.  After  transsphenoidal  hypophy- 
sectomy,  a fall  in  serum  prolactin  correlates  well  with 
clinical  improvement.5 

Recent  articles  tend  to  indicate  that  pituitary  tu- 
mors are  present  in  the  great  majority  of  patients  with 
Cushing’s  disease.  Wilson  et  al6  have  shown  that  the 
nearly  uniform  correction  of  hypercortisolism  can  be 
achieved  by  selective  transsphenoidal  removal  of  the 
adenoma.  This  and  the  disappointing  results  ob- 
tained in  patients  with  Nelson’s  syndrome  following 
bilateral  adrenalectomy  urge  strongly  for  early  trans- 
sphenoidal surgery  for  patients  with  pituitary  in- 
duced hypercortisolism. 

While  it  is  well  known  that  the  treatment  for  ac- 
romegaly is  pituitary  ablation,  the  low  morbidity  and 


mortality  of  transsphenoidal  hypophysectomy  and  its 
effectiveness  in  lowering  growth  hormone  levels  in- 
dicate this  should  be  considered  the  initial  treatment.1 

In  a large  portion  of  patients  there  is  no  evidence  of 
overt  endocrinological  disturbance,  and  these  are 
picked  up  on  the  basis  of  sella  enlargement  or  head- 
aches with  or  without  symptoms  of  chiasmal  com- 
pression. For  the  patient  without  clinical  manifesta- 
tions of  pituitary  hypo-  or  hyper-secretion,  the 
preoperative  endocrine  evaluation  is  useful  in  deline- 
ating target  organ  function  for  the  purpose  of  re- 
placement therapy  if  needed  (Table  1). 

In  most  patients  in  whom  the  diagnosis  of  pituitary 
tumor  has  been  made  on  the  basis  of  endocrine  dis- 
turbances, an  enlarged  sella  or  local  compression 
signs  will  show  continued  tumor  growth  requiring 
treatment.7  The  earliest  and  still  preferred  treatment 
for  adenomas  is  surgical.  The  first  successful  endo- 
nasal transsphenoidal  approach  was  that  of  Hirsh  in 
1910.  Harvey  Cushing  initially  favored  this  approach 
and  removed  231  pituitary  tumors  in  this  manner 
with  a mortality  of  5.6% — the  cause  being  primarily 
infection.8  But  later  Cushing  abandoned  the  trans- 
sphenoidal approach  in  favor  of  a transfrontal  intra- 
cranial approach.  More  recently,  with  the  advent  of 
microsurgical  methods,  the  transsphenoidal  route  has 
regained  popularity  primarily  through  the  works  of 
Guiot  and  Hardy. 


OPERATIVE  MICROSCOPE 


Fig.  2.  Operative  setup  for  transspienoidal  microsurgery  for  tumors  of  the  hypophysis. 
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Table  1.  Tests  of  Endocrine  Function  in  Patients  With  Suspected 
Pituitary  Tumor. 


Test  for 

Hormones 

Hormone  Deficiency 

Hormone  Excess 

Gonadotrophins 

Serum  FSH,  LH 

Same 

(FSH,  LH) 

Estradiol 

Testosterone 

Thyrotrophin  (TSH ) 

TSH,T3  T,  Free  T4 
TRH  stimulation 

Same 

Adrenocorticotrophin 

8 am,  4 pm  cortisol 

Dexamethasone 

(ACTH) 

24  hr  urinary 
17-OHCS,  17-KS 
Metyrapone  test 

suppression 

Growth  Hormone  (GH) 

Prolactin  (PRL) 

Chlorpromazine 

Chlorpromazine 

provocative 

provocative 

TRH  provocative 

L-dopa 

suppression 

Advantages  of  the  transsphenoidal  route  over  the 
transcranial  route  are  numerous,  but  the  primary  one 
is  that  it  carries  little  risk  of  further  impairing  ade- 
nohypophyseal  function.  Relatively  large  adenomas 
with  suprasellar  extension  present  no  problem,  as 
normal  intracranial  pressure  aided  by  the  pulsatile 
force  of  the  crebrospinal  fluid  forces  the  suprasellar 
component  downward  into  the  expanded  sella  for 
easy  removal.  Furthermore,  the  operation  is  associ- 
ated with  very  low  morbidity  even  in  patients  suffer- 
ing from  advanced  metabolic  complications  of  the 
tumor. 

The  surgical  procedure  itself  requires  intermittent 
fluorscopic  monitoring  as  well  as  continuous  direct 
visualization  with  the  operating  microscope  to  guide 
all  maneuvers  (Fig.  2).  A subnasal  midline  rhinosep- 
tal  transsphenoidal  approach  is  used.  The  sphenoid 
sinus  is  exposed  by  dissecting  the  cartilaginous  nasal 
septum  and  the  vomer,  thus  allowing  the  sinus  to  be 
entered  (Figs.  3,  4).  The  floor  of  the  sella  is  removed 
and  the  underlying  dura  incised,  exposing  the  ante- 
rior aspect  of  the  pituitary,  at  which  time  tumor 
removal  is  accomplished  by  a combination  of  blunt 
dissection  and  aspiration  (Fig.  4).  The  remaining 
sella  cavity  is  then  packed  with  muscle  or  fat  and  a 
cartilaginous  plate  from  the  previously  removed 
nasal  septum  is  used  to  reconstruct  the  floor  of  the 
sella.8 


Case  Reports 

Case  1. 

N.L.H.,  32-year-old  white  female  complaining  of  dimin- 
ished vision  for  4 months,  ammenorrhea  for  2 years.  Exam 
revealed  typical  acromegalic  features  and  bitemporal 
hemianopsia.  Endocrine  workup  was  normal  except  for 
persistently  elevated  GH  levels.  EMI  scan  showed  an  en- 
hancing suprasellar  mass  and  pneumoencephalogram 
showed  a 20  mm  suprasellar  extension  of  tumor.  An  eo- 
sinophilic adenoma  was  removed  transspheniodally.  Post- 


operative diabetes  insipidus  required  vasopressin  treatment 
for  27  days.  Endocrine  studies  were  normal  except  for 
persistently  elevated  GH.  The  EMI  and  pneumo  were  both 
repeated  and  both  showed  a suprasellar  mass.  On  re-opera- 
tion  a large  eosinophilic  adenoma  was  removed.  Following 
this,  GH  levels  returned  toward  normal,  there  was  a soft- 
ening of  the  acromegalic  features  and  menses  returned.  All 
endocrine  functions  remained  normal  and  no  hormonal 
replacement  was  required. 

Case  2. 

D.W.A.,  31-year-old  white  male  complaining  of  dimin- 
ished peripheral  vision  and  bifrontal  headaches.  Exam  was 
normal  except  for  superior  bitemporal  visual  field  defects. 
Preoperative  Endocrine  evaluation  showed  no  abnormal- 
ities. Skull  X-rays  revealed  a double  sella  floor.  EMI  dem- 
onstrated a sellar  mass,  arteriogram  showed  lateral  exten- 
sion of  a sellar  tumor  and  pneumoencephalogram  revealed 
a 1.5  mm  suprasellar  extension.  A chromophobe  adenoma 
was  removed  transsphenoidally.  There  were  no  post- 
operative complications  or  endocrine  abnormalities.  Visual 
fields  returned  to  normal  and  the  headaches  resolved. 


Case  3. 

L.M.,  65-year-old  Colombian  male  with  asymptomatic 
sella  enlargement.  Exam  was  normal  except  for  several 
bitemporal  visual  field  scotoma.  Prolactin  was  elevated, 
testosterone  diminished  and  there  was  poor  ACTH  re- 
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Fig.  3.  Fluoroscopic  view  of  approach  to  sphenoid  sinus. 


/ALL  OF 

SPHENOID  SINUS 


Fig.  4.  View  from  operative  microscope  of  large  adenoma 
emerging  from  sella  turcica. 
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sponse  to  the  metyrapone  testing.  Pneumoencephalogram 
showed  suprasellar  extension  of  a pituitary  tumor.  A 
chromophobe  adenoma  was  removed  transsphenoidally. 
Postoperative  endocrine  evaluation  was  normal  except  for 
continued  sluggish  ACTH  response  to  metyrapone  and  the 
patient  continues  on  cortisone  acetate  replacement. 

Case  4. 

H.S.,  68-year-old  white  male  with  pituitary  tumor  diag- 
nosed 10  years  previously  for  which  he  underwent  cobalt 
irradiation,  complained  of  loss  of  libido,  impotence  and 
diminished  vision  in  the  right  eye.  Exam  showed  evidence 
of  hypogonadism  and  bitemporal  visual  field  scotome. 
Growth  hormone  was  low  as  was  testosterone  with  in- 
appropriately low  FSH  and  LH  levels.  Skull  X-rays  showed 
gross  dilatation  of  the  sella.  Pneumoencephalogram  was 
normal.  A chromophobe  adenoma  was  removed  trans- 
sphenoidally. Postoperatively  thyroid  and  adrenal  function 
tests  were  normal.  There  has  been  no  significant  change  in 
the  hypogonadal  state. 

Case  5. 

C.M.,  43-year-old  black  female  with  3-year  history  of 
ammenorrhea  and  galactorrhea.  EMI  scan,  skull  X-rays, 
tomograms  of  the  sella  and  arteriogram  were  all  normal. 
Endocrine  functions  were  all  normal  except  for  low  FSH, 
LH  levels  and  mildly  elevated  prolactin  levels  which  re- 
sponded inappropriately  to  chlorpromazine  stimulation. 
She  is  being  followed  with  serial  prolactin  levels  which 
continue  to  rise  and  surgery  is  pending. 

Discussion 

Of  five  patients  evaluated,  the  diagnosis  of  pitui- 
tary tumor  was  established  by  one  or  more  of  the 
following  findings:  radiographic  evidence  of  an  en- 
larged sella;  endocrinological  evidence  of  pituitary 
hypersecretion;  diagnostic  clinical  manifestations  of  a 
hypersecretory  state.  In  one  patient  surgery  is  pend- 
ing because  of  progressively  rising  prolactin  levels.  In 
all  patients  polytomography  of  the  sella  was  per- 
formed to  better  define  the  anatomy  of  the  region, 
cerebral  angiograms  were  performed  to  define  the 
lateral  extent  of  the  tumor  and  pneumoencephalo- 
grams were  done  to  determine  the  degree  of  suprasel- 
lar extension.  All  patients  were  seen  in  consultation 
with  an  endocrinologist,  who  directed  the  endocrine 
workup. 

Four  of  the  patients  underwent  transsphenoidal 
microsurgical  hypophysectomy  in  the  manner  pre- 
viously described.  In  all  cases  there  was  selective 
gross  total  removal  of  the  adenomatous  tissue.  One 
patient  required  re-operation  after  3 months  because 
of  continued  elevation  of  growth  hormone  levels  and 
persistent  acromegalic  symptoms.  At  the  time  of  the 
original  surgery  all  abnormal  tissue  apparently  was 
removed  under  the  dissecting  microscope.  However, 
re-evaluation  showed  definite  evidence  of  tumor  regr- 


owth with  suprasellar  extension.  As  has  been  sug- 
gested, this  may  represent  evidence  of  a primary  hy- 
pothalamic disorder  in  some  patients  with 
acromegaly  with  continued  trophic  stimulation  of  the 
residual  pituitary  tissue.6 

In  the  five  transsphenoidal  procedures  performed 
there  was  no  significant  postoperative  morbidity  ex- 
cept for  transient  diabetes  insipidus  in  one  patient. 
Only  one  patient  required  prolonged  postoperative 
hormonal  replacement,  but  in  this  instance  the  pre- 
operative  endocrine  evaluation  showed  evidence  of 
already  existing  diminished  pituitary  ACTH  reserve. 
There  were  no  instances  of  CSF  rhinirrhea,  men- 
ingitis or  worsening  of  vision  secondary  to  herniation 
of  the  optic  nerves  into  the  empty  sella. 

Following  the  procedure  all  of  the  patients  oper- 
ated upon  were  relatively  free  of  pain  without  visible 
evidence  of  a surgical  incision.  Most  patients  were 
able  to  take  fluids  and  sit  up  in  bed  on  the  same  day 
and  return  to  their  regular  diet  and  walk  the  follow- 
ing day.  Most  were  able  to  leave  the  hospital  on  the 
fifth  to  seventh  postoperative  day  and  to  resume  nor- 
mal activity  within  two  weeks. 

Summary 

It  appears  that  there  is  widespread  support  for  the 
microsurgical  transsphenoidal  approach  to  pituitary 
tumors  and  our  limited  experience  would  seem  to 
bear  this  out.  In  our  view  the  transsphenoidal  ap- 
proach should  be  the  procedure  of  choice  in  the  oper- 
ative management  of  pituitary  tumors.  It  provides  an 
attractive  alternative  to  craniotomy  for  patients  who 
are  not  in  optimal  general  health  due  to  associated 
medical  illnesses  or  advanced  age. 
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Fracture  of  the  Atias: 
Demonstration  by 
Computed  Tomography 

P.  M.  Fitzer,  MD,  K.  F.  Nevins,  MD, 
and  J.  M.  Wendell,  Jr.,  MD, 
Newport  News,  Virginia 

The  radiographic  diagnosis  of  subtle  fractures  of 
the  atlas  (Cl)  in  the  acutely  injured  patient  is  some- 
times difficult.  Limited  cervical  range  of  motion  may 
preclude  the  use  of  axial  views  or  tomography  in  the 
axial  plane.  This  report  describes  a fracture  of  the 
atlas  confirmed  and  delineated  by  computed  tomog- 
raphy. 

Case  Report. 

An  18-year-old  female  was  admitted  with  neck  and  back 
pain.  On  the  morning  of  admission,  the  patient’s  car  struck 
a tree:  the  patient  was  thrown  from  the  car  but  was  able  to 
walk  from  the  accident  site.  She  was  taken  to  the  emergency 
room,  complaining  of  neck  and  back  pain.  Radiographs  of 
the  lumbar  spine  revealed  compression  fractures  of  LI  and 
L2.  The  initial  cervical  spine  radiographs  were  interpreted 
as  normal.  Physical  examination  on  admission  revealed 
marked  neck  tenderness,  particularly  to  the  right  of  the 
occipital  protuberance.  There  was  tenderness  in  the  dorso- 
lumbar  region  of  the  back.  There  were  no  other  abnormal 
physical  findings.  The  patient  was  treated  with  bed  rest  and 
observation  for  occult  trauma.  Because  of  persistence  of 
neck  pain,  repeat  radiographs  of  the  cervical  spine  were 
made  (Fig.  1).  On  the  frontal  radiograph,  there  was  mini- 
mal overhang  of  the  right  facet  of  Cl  on  C2.  An  oblique 
view  showed  a lucent  line  running  through  the  right  lamina 
of  Cl.  Because  of  neck  pain  and  limited  range  of  motion, 
axial  radiographs  were  not  attempted.  Computerized  to- 
mography was  performed  instead,  and  a comminuted  frac- 
ture through  the  right  lateral  mass  of  Cl  was  delineated, 
along  with  a fracture  of  the  lamina  on  the  right  (Fig.  2). 
The  patient  was  maintained  in  a soft  cervical  collar  at  bed 
rest  for  three  weeks,  at  which  time  her  neck  and  back  were 
non-tender.  After  ambulation,  repeat  radiographs  of  the 
cervical  spine  demonstrated  no  change  in  position  of  the  Cl 
fracture.  She  was  discharged  in  a soft  cervical  collar  and 
Jewett  brace  to  support  her  lumbar  spine.  At  followup 
three  weeks  after  discharge,  she  remained  free  of  tenderness 
or  pain  in  the  neck. 

Discussion. 

Although  radiographs  and  conventional  tomogra- 
phy in  the  axial  plane  are  extremely  useful  in  diagnos- 
ing Cl  fractures  (1-2),  these  techniques  may  not  be 
possible  in  acutely  injured  patients.  Pain  and  muscle 


Fig.  1.  AP  odontoid  view  shows  overhang  of  right  facet  of  Cl 
on  C2  (large  arrow).  Left  facets  are  normally  aligned  (small 
arrow). 


Fig.  2.  Axial  CT  scan  through  Cl  shows  comminuted  lateral 
mass  fracture  on  right  (large  arrows).  Asymmetric  placement 
of  odontoid  in  relationship  to  the  Cl-2  facets  is  evident  (small 
arrows).  Right  laminar  fracture  was  well  demonstrated  on 
additional  scan  cuts. 

spasm  may  preclude  the  marked  hyperextension  of 
the  neck  needed  for  these  radiographic  procedures. 
The  early  “water  bag”  computerized  tomographic 
head  scanners  did  not  permit  routine  examination  of 
the  base  of  the  skull  and  the  upper  cervical  spine. 
However,  the  increasingly  widespread  availability  of 
whole  body  computerized  tomographic  units  make 
imaging  of  the  upper  cervical  spine  a simple  and 
useful  procedure.  The  patient  is  scanned  in  the  supine 
position,  and  no  special  manipulation  of  the  neck  is 
required.  The  entire  procedure  may  take  as  little  as 
10-15  minutes.  Computerized  tomography  should 
find  increasing  use  in  the  diagnosis  of  upper  cervical 
fractures. 

1.  Abel  MS:  Occult  Traumatic  Lesions  of  the  Cervical 
Vertebrae.  St.  Louis,  Warren  H.  Green,  1970.  pp  64-67 

2.  Littleton  JT:  Tomography:  Physical  Principles  and  Clin- 
ical Applications.  Baltimore,  Williams  & Wilkins,  1976, 
pp  374-375 

From  the  Departments  of  Radiology  (Dr.  Fitzer  and  Dr. 
Wendell)  and  Orthopedic  Surgery  (Dr.  Nevins),  Riverside 
Hospital,  Newport  News.  Address  Dr.  Fitzer  at  501  River- 
side Drive,  Newport  News  VA  23606. 

Submitted  3-2-78. 
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Office  Management 


Electrical  Injury  in  Your  Office: 

How  to  Reduce  Risk  of  liability 

John  A.  Stieber  and  Charles  R.  Crane,  MD,  Dallas,  Texas 


THERE  has  been  a progressive  increase  in  electri- 
cal and  electronic  equipment  surrounding  or  at- 
tached to  patients.  An  expanding  electronic  environ- 
ment affects  the  patient  and  the  medical  practitioner 
in  the  hospital,  the  clinic,  and  the  examination  room. 

Patients  in  the  hospital  and  in  the  doctor’s  office 
could  be  harmed  by  the  electrical  devices  that  sur- 
round them.  There  is  greater  risk  when  the  patient  is 
grounded  by  monitoring  equipment  and  his  pro- 
tective skin  barrier  is  breached  by  electrodes  that 
could  carry  a low  level  alternating  current.  Poorly 
designed  electronic  devices  and  improperly  grounded 
electrical  wall  outlets  and  equipment  increase  the 
danger. 

This  article  examines  the  impact  of  this  environ- 
ment on  the  practicing  physician’s  office.  It  empha- 
sizes potential  injury  and  death  to  the  patient,  legal 
responsibilities  in  the  form  of  product  liability,  and 
workable  solutions  to  both  problems. 

An  abundance  of  data  verifies  injury  and  death  to 
hospitalized  patients  resulting  from  electrical  shock. 
Most  of  these  cases  involve  current  leakage  from 
improperly  grounded  equipment  and  electrical  wall 
outlets,1  faulty  power  cords,  malfunctioning  equip- 
ment, shorts,  and  ground  loops.2'3  4 Grounding  often 
is  not  suitable  when  equipment  and  wall  outlets  are 
installed.  Or,  these  problems  may  develop  when  in- 
spections are  lacking  or  unsatisfactory. 

The  literature  does  not  adequately  address  poten- 
tial hazards  for  the  patient  from  electrical  shock  in 
the  doctor’s  office.  One  explanation  for  this  failure 
might  be  that  the  atomistic  nature  of  private  practice 
makes  data  collection  very  difficult.  Another  possi- 
bility is  that  physicians  are  just  beginning  to  use 

This  article  first  appeared  in  the  April,  1978  issue  of 
Texas  Medicine,  the  journal  of  the  Texas  Medical  Associa- 
tion, and  is  reprinted  here  by  permission. 

Address  correspondence  to  Dr.  Crane  at  Doctor’s  Hospi- 
tal Facility,  1151  N.  Buckner,  Suite  304,  Dallas  TX  75218. 


sophisticated  electronic  equipment  and  have  not  yet 
experienced  its  associated  problems.  Regardless  of 
the  reasons,  as  the  electronic  environment  in  the  doc- 
tor's office  expands,  there  may  be  more  patient  in- 
juries. Furthermore,  the  increased  probabilities  of 
physical  harm  translate  into  increased  legal  responsi- 
bilities for  the  physician. 

Under  the  negligence  theory  of  civil  law,  doctors 
always  have  been  held  accountable  for  errors  that 
result  in  patient  injury  or  death.  The  introduction  of 
electronic  devices  expands  the  physician’s  liability 
since  product  liability  statutes  and  court  decisions 
from  the  recent  consumer  protection  movement  place 
him  in  an  adversary  position.  Cases  in  which  dam- 
ages were  obtained  from  doctors  using  defective 
equipment  already  are  on  record.5  6 

Physicians  have  been  held  liable  in  four  major 
areas:  care  in  selection  of  equipment,  misuse  of  the 
product,  knowingly  employing  a defective  machine, 
and  improper  inspection  and  maintenance.7  Since  the 
doctor  is  not  an  electronic  technician  or  engineer, 
compliance  with  the  law  can  be  enhanced  by  pro- 
curing outside  assistance  for  an  ongoing  preventive 
electronic  maintenance  program.  With  the  right  kind 
of  program,  one  also  can  reduce  the  probability  of 
injury  to  the  patient. 

A comprehensive  preventive  maintenance  program 
should  have  three  levels  of  activity  carried  out  on  a 
regular  basis:  inspection,  correction,  and 
reinspection. 

A regular  basis  might  be  a minimum  of  once  every 
three  months.  This  procedure  should  be  initiated  for 
all  new  and  existing  electronic  devices.  A new  piece  of 
equipment  should  not  be  used  until  inspected,  cor- 
rected (if  necessary),  and  reinspected. 

The  proper  maintenance  program  depends  on  the 
requirements  of  the  individual  doctor,  and  no  single 
maintenance  plan  applies  to  all  private  practice  situa- 
tions. However,  with  minor  modifications,  the  fol- 
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lowing  preventive  maintenance  format  could  be  con- 
ducted once  every  three  months  by  any  physician 
who  has  electronic  equipment  in  his  office: 

1.  Monitor  wall  outlets  for  proper  grounding. 

2.  Inspect  for  current  leakage  from  equipment. 

3.  Check  operation  of  equipment. 

4.  Verify  proper  grounding. 

5.  Examine  electrical  wires. 

6.  Inspect  transducer  wires. 

7.  Report  hazardous  conditions  and  correct  them. 

8.  Recommend  replacement  of  equipment  when 
necessary. 

Inspection  and  repair  services  can  be  rendered  on  a 
contract  basis  with  a reputable  electronic  mainte- 
nance firm.  This  program  would  do  little,  if  anything, 
to  help  in  the  doctor’s  responsibility  for  care  in  selec- 
tion of  equipment.  Neither  can  a maintenance  service 
correct  all  cases  of  misuse  of  the  product. 

If  there  are  equipment  problems  between  mainte- 
nance service  visits,  the  physician  should  contact  the 
firm  immediately.  It  is  surprising  how  many  times 
serious  accidents  were  preceded  by  unexpected  minor 
electrical  shocks  which  occurred  intermittently  for 
weeks  of  months.1  No  matter  how  small  the  electrical 
shocks  are,  there  should  be  a thorough  investigation 
of  the  possible  cause  and  its  effect  on  the  patient. 

Conclusion 

Recent  electronic  innovations  have  introduced  so- 
phisticated monitoring  and  diagnostic  equipment 
into  the  physician’s  office.  Although  technologies 
have  contributed  much  to  the  overall  delivery  of 
dealth  care  systems  in  this  country,  they  also  have 
created  new  problems.  For  the  patient,  there  is  the 
added  risk  of  physical  harm  or  death  from  electrical 
shock.  For  the  physician,  there  is  expanded  legal 
responsibility. 

An  ongoing  preventive  maintenance  program  can 
help  ensure  that  the  doctor  is  complying  with  the  law, 


except  as  it  relates  to  his  care  in  the  selection  of 
equipment  and  misuse  of  the  product.  It  also  can 
reduce  the  probability  of  injury  or  death. 

The  Joint  Commission  for  Accreditation  of  Hospi- 
tals recently  has  recommended  safety  measures  to 
reduce  electrical  hazards  in  the  hospital.  These  mea- 
sures have  provided  a more  secure  legal  environment 
for  doctors  administering  hospital  care. 

There  is  no  organization  which  has  provided  simi- 
lar assistance  to  the  physician  in  private  practice.  The 
doctor  will  have  to  develop  his  own  safety  measures. 

The  key  words  are  a preventive  maintenance  pro- 
gram on  a regular  basis.  A recent  study  concluded 
that  regular  maintenance  is  one  of  the  most  effective 
ways  of  combating  electrical  shock  accidents  in  hos- 
pitals.8 

A preventive  maintainance  program  on  a regular 
basis  can  reduce  the  probability  of  injury  and  death 
from  electrical  shock,  provide  a more  secure  legal 
environment  for  the  physician  in  private  practice, 
enhance  compliance  with  existing  laws,  and  minimize 
physician  liability. 
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Minutes  of  the  House  of  Delegates 


First  Session 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Virginia  Room  of  the  Williams- 
burg Conference  Center  on  Thursday,  November  2, 
1978.  The  meeting  was  called  to  order  by  Dr.  K.  K. 
Wallace,  Jr.,  Speaker,  and  the  invocation  delivered 
by  Dr.  F.  Ashton  Carmines. 

A quorum  was  reported  by  Dr.  Donald  Thorn, 
Chairman  of  the  Credentials  Committee.  A total  of 
203  delegates,  representing  42  component  societies, 
was  in  attendance. 

The  report  of  the  Rules  Committee  was  then  pre- 
sented byDr.  Kruger.  There  was  only  one  change  of 
substance  recommended  and  that  amended  Rule  #2 
in  such  manner  as  to  require  that  conventional  reso- 
lutions be  presented  through  the  headquarters  office 
at  least  30  days  prior  to  the  annual  session.  Resolu- 
tions or  motions  proposed  after  the  deadline  would 
have  to  be  approved  by  the  Rules  Committee  for 
presentation  at  the  first  session  of  the  House.  The 
House  concurred. 

Minutes  of  the  1977  sessions  of  the  House  were 
approved  as  published. 

Dr.  William  Y.  Rial,  Speaker  of  the  House  of 
Delegates  of  the  AMA,  was  then  introduced  by  Dr. 
Hagood.  Dr.  Rial  stated  that  participation  by  all 
physicians  in  the  affairs  of  AMA  is  vital  if  American 
medicine  is  to  survive  the  many  challenges  it  faces 
today.  The  profession  must  not  be  divided  and 
should  strive  for  a united  front  all  across  the  nation. 

Also  introduced  by  Dr.  Hagood  were  the  following 
distinguished  guests:  Dr.  Francis  C.  Mayle,  Jr.,  Presi- 
dent, Medical  & Chirurgical  Faculty  of  Maryland; 
Dr.  Carl  Cooper,  Jr.,  President,  Kentucky  Medical 
Association;  Dr.  Robert  D.  Hess,  President,  West 
Virginia  State  Medical  Association;  Dr.  Charles  F. 
Fletcher,  President,  Virginia  Dental  Association;  Mr. 
Linwood  Leavitt,  President-Elect,  Virginia  Pharma- 
ceutical Association;  Mr.  E.  L.  Derring,  President, 


Virginia  Hospital  Association;  Mrs.  Barbara  White- 
head,  President,  American  Association  of  Medical 
Assistants,  Virginia  Society;  and  Mrs.  Barbara  S. 
Bolton,  Executive  Director,  Virginia  Nurses’  Associ- 
ation. 

Dr.  Hagood  then  delivered  his  presidential  address 
and  listed  many  reasons  why  the  membership  can  be 
proud  of  The  Medical  Society  of  Virginia.  The 
Society  continues  to  grow — more  than  4%  in  the  past 
12  months  alone.  Vanguard  continues  to  move  ahead 
and  has  become  an  effective  watchdog  where  federal 
programs  are  concerned. 

The  President  went  on  to  propose  a restructuring 
of  the  Society’s  committees  and  commissions  and 
proposed  a plan  for  bringing  about  more  direct  and 
effective  communications  between  the  committees 
and  Council. 

Special  consent  of  the  House  was  obtained  for 
immediate  consideration  for  the  following  resolution, 
which  was  adopted  unanimously: 

Whereas,  the  Virginia  Council  on  Health  and  Medical 
Care  has,  for  the  past  30  years,  made  many  contributions 
to  the  health  care  of  all  Virginians,  and 
Whereas,  more  than  1,000  physicians  have  been  placed  in 
some  226  Virginia  communities  through  the  Physician 
Referral  Service  administered  by  the  Council,  and 
Whereas,  the  nationwide  acclaim  and  recognition  ac- 
corded the  pioneering  efforts  of  the  Council  have  re- 
flected favorably  upon  our  Commonwealth,  and 
Whereas,  the  success  of  the  Council  can  be  attributed  to 
the  dedicated  and  untiring  efforts  of  its  Executive  Direc- 
tor, Edgar  J.  Fisher,  Jr.,  and  its  very  first  employee,  Mrs. 
Arline  M.  Farmer,  and 

Whereas,  both  Mrs.  Farmer  and  Mr.  Fisher  have  com- 
pleted 30  years  of  unbroken  service  with  the  Council, 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Medi- 
cal Society  of  Virginia,  gathered  in  Williamsburg  in  for- 
mal session  on  November  2,  1978,  congratulate  and  com- 
mend Mrs.  Farmer  and  Mr.  Fisher  on  the  occasion  of 
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their  30th  anniversary  with  the  Virginia  Council  on 
Health  and  Medical  Care  and  extend  to  them,  on  behalf 
of  all  members  of  The  Medical  Society  of  Virginia  sincere 
appreciation  of  their  many  contributions  and  best  wishes 
for  the  future. 

Special  consent  was  also  obtained  for  Dr.  Harry  J. 
Warthen  to  present  a resolution  for  immediate  con- 
sideration. The  resolution,  as  adopted,  follows: 

Whereas,  in  the  recent  addition  to  the  headquarters 
building  of  The  Medical  Society  of  Virginia  there  is  a 
large  and  handsome  conference  room,  as  yet  not  desig- 
nated by  name,  and 

Whereas,  our  esteemed  Executive  Vice  President  who, 
for  more  years  than  most  of  us  can  recall,  has  served  the 
Society  and  its  members  most  zealously  and  efficiently, 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  The  Medi- 
cal Society  of  Virginia  designate  this  room  the  Robert  E 
Howard  Conference  Room. 

Following  a brief  recess,  Dr.  Fields,  Vice-Speaker, 
read  a list  of  nominees  for  the  Nominating  Com- 
mittee. All  were  elected. 

Dr.  John  A.  Martin  was  then  introduced  and  pre- 
sented a supplemental  report  from  the  Virginia  AMA 
delegation.  He  stated  that  the  AMA  House  of  Dele- 
gates is  busier  than  ever  and  noted  that  over  300 
resolutions  and  reports  were  considered  during  the 
St.  Louis  meeting  in  June.  Cost  containment  and  the 
Principles  of  Medical  Ethics  continue  to  be  major 
items  of  business  and  will  receive  a great  deal  of 
attention  when  the  House  holds  its  December  meet- 
ing in  Chicago.  Dr.  Martin  called  attention  to  the 
election  of  Dr.  Hotchkiss  to  the  board  of  trustees,  an 
accomplishment  in  which  all  Virginia  physicians  can 
take  great  pride. 

The  annual  report  of  the  Finance  Committee,  in- 
cluding a proposed  budget  for  fiscal  1978-1979,  was 
presented  by  Dr.  Michael  Puzak.  Dr.  Puzak  pointed 
out  that,  for  the  first  time  in  many  years,  the  Com- 
mittee had  no  choice  but  to  propose  a deficit  budget. 
He  explained  that  the  deficit  is  unavoidable  if  the 
Society  continues  with  its  proven  and  highly  effective 
Vanguard  program.  Dr.  Puzak  went  on  to  state  that 
while  the  Society  enjoys  a very  sound  financial  posi- 
tion, additional  income  must  be  provided  in  order  to 
avoid  a depletion  of  reserves.  It  was  for  this  reason 
that  the  Committee  proposed  a dues  increase  from 
$105  to  $150. 

The  proposed  budget  was  then  referred  to  Refer- 
ence Committee  No.  3. 

Dr.  Fields,  acting  in  his  capacity  as  Chairman  of 
the  Vanguard  Committee,  then  presented  a special 
report  and  program  featuring  the  Committee’s  new 
“slide  show”.  The  presentation  was  well  received  and 
is  available  for  programs  sponsored  by  component 


medical  societies  and  other  interested  groups. 

The  House  was  informed  that  the  various  com- 
mittee reports  would  be  referred  to  reference  com- 
mittees and  that  supplemental  reports  were  in  order. 

The  Speaker  then  issued  a call  for  new  business  and 
reminded  the  House  that  any  resolutions  not  pre- 
viously published  or  distributed  must  be  submitted  in 
written  form.  The  following  Resolutions  were  then 
introduced  and  referred  to  appropriate  Reference 
Committees:  Physicians’  Health  Insurance,  spon- 
sored by  the  Fairfax  County  Medical  Society;  Nurse 
Practitioner  Formulary,  sponsored  by  Roanoke 
Academy  of  Medicine;  Licensed  Physical  Therapy 
Assistants,  sponsored  by  Roanoke  Academy  of  Med- 
icine; Support  for  Vanguard  Committee,  introduced 
by  5th  District  Delegation;  Third  Party  Inter- 
mediaries, introduced  by  Dr.  H.  G.  White,  Jr.;  Cost 
Containment,  sponsored  by  Liaison  Committee  to 
Virginia  Hospital  Association:  AMA  Litigation, 
sponsored  by  Norfolk  Academy  of  Medicine;  Regis- 
tered Nurse  as  Circulator  in  Operating  Room,  in- 
troduced by  Dr.  William  Eagles. 

Dr.  Wallace  reminded  the  House  that  reference 
committees  would  meet  the  following  morning  at 
9:00  a.m.  and  that  detailed  agendas  and  reference 
committee  rosters  would  be  available  in  the  registra- 
tion area.  He  also  requested  that  members  of  the 
Committee  on  Nominations  meet  with  him  following 
adjournment  in  order  that  meeting  plans  and  respon- 
sibilities could  be  discussed. 

Dr.  Davis  discussed  the  Society  travel  programs 
for  1979  and  expressed  the  hope  that  they  would  be 
well  received. 

The  first  session  of  the  House  of  Delegates  was 
then  declared  in  recess. 

Robert  I.  Howard,  Secretary 

APPROVED: 

K.  K.  Wallace,  Jr.,  M.I).,  Speaker 

Second  Session 

The  second  session  of  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  was  called  to  order 
by  the  Speaker  at  1:30  p.m.  on  Saturday,  November 
4,  1978,  at  the  Williamsburg  Conference  Center. 

Dr.  Donald  Thorn,  Chairman  of  the  Credentials 
Committee,  reported  a quorum — 207  physicians,  rep- 
resenting 46  component  societies. 

Dr.  Eugene  O.  S.  Stevenson,  Chairman,  was  then 
called  upon  to  present  the  report  of  Reference  Com- 
mittee No.  1. 

Reference  Committee  No.  1 

Report  of  Vanguard  Committee. 

It  was  the  recommendation  of  the  Reference  Com- 
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mittee  that  the  Vanguard  Committee  report  be 
adopted  as  published.  The  House  concurred. 

Presidential  Address. 

It  was  the  Committee’s  recommendation  that  that 
portion  of  Dr.  Hagood’s  address  beginning  with  line 
40  on  page  3 and  continuing  through  line  7 on  page  5 
be  filed.  Its  recommendation  was  adopted.  It  was  the 
Committee’s  further  recommendation  that  the  Van- 
guard Committee  become  a standing  committee  as 
requested  by  the  President.  The  recommendation  was 
adopted. 

Filing  was  then  recommended  for  that  portion  of 
the  report  occupying  the  remainder  of  page  5 and  the 
first  paragraph  on  page  6.  The  recommendation  was 
adopted. 

The  House  then  concurred  with  the  Reference 
Committee  that  two  recommendations  on  page  6 
should  be  adopted.  The  recommendations  called  for 
resumption  of  workshops  in  communications  and  the 
presentation  of  primary  and  advanced  courses  in  ne- 
gotiations. 

Also  approved  for  filing,  in  keeping  with  the  Com- 
mittee’s recommendation,  was  that  portion  of  the 
report  on  page  7 having  to  do  with  the  Society’s 
responsibility  in  risk  management. 

Resolution  on  Vanguard  ( Sponsored  by  Fairfax  County 
Medical  Society ). 

In  keeping  with  the  Committee’s  recommendation, 
the  following  resolution  was  adopted: 

Whereas,  The  Medical  Society  of  Virginia  has  created  a 
major  new  program  under  the  direction  of  the  Vanguard 
Committee  to  monitor  and  inform  physicians  about  the 
efforts  of  federal,  state,  and  local  governments  to  influ- 
ence the  present  health  delivery  system,  and 
Whereas,  the  Vanguard  Committee  has  encouraged  local 
physician  involvement  and  participation  in  area  Health 
Systems  Agencies  to  provide  knowledgeable  physicians 
who  understand  the  health  needs  of  Virginians,  and 
Whereas,  health  planning  will  affect  every  physician  as 
well  as  every  citizen  of  this  Commonwealth,  be  it  there- 
fore 

RESOLVED,  that  this  Annual  Meeting  of  The  Medical 
Society  of  Virginia  approve  the  recommendation  that  the 
House  of  Delegates  change  the  Vanguard  Committee 
from  an  ad  hoc  to  a permanent  status  and  that  it  receive 
the  financial  support  of  all  members  of  The  Medical 
Society  of  Virginia,  be  it  further 

RESOLVED,  that  this  Annual  Meeting  of  The  Medical 
Society  of  Virginia  go  on  record  as  commending  the 
leadership  of  its  President,  William  J.  Hagood,  Jr.,  M.D., 
for  his  foresight  and  leadership  in  creating  this  Vanguard 
Committee. 

Resolution  on  Vanguard  (Sponsored  by  Fauquier 
County  Medical  Society). 

It  was  the  Committee’s  recommendation — and  the 


House  concurred — that  this  resolution  not  be 
adopted. 

Resolution  of  Support  for  the  Vanguard  Committee 

( Introduced  by  5th  District  Delegation ). 

The  following  Resolution  was  adopted  as  recom- 
mended by  the  Committee: 

Whereas,  the  Delegates  of  the  5th  District  are  committed 
to  assuring  that  good  quality  health  care  is  accessible  and 
available  to  all  residents  of  5th  District  counties  and  the 
Commonwealth  of  Virginia,  and 

Whereas,  the  Delegates  of  the  5th  District  are  concerned 
about  the  adequate  and  equitable  allocation  of  scarce 
health  care  resources  including  manpower,  facilities,  and 
equipment,  and 

Whereas,  the  Delegates  of  the  5th  District  are  concerned 
about  the  rising  cost  of  medical  care  and  its  potential 
impact  on  the  quality  of  medicine  practiced  today,  and 
Whereas,  the  Delegates  of  the  5th  District  believe  the 
practicing  physician,  because  of  his  responsibility  to  his 
patients  and  his  working  knowledge  of  the  health  care 
system,  must  take  an  active  role  in  making  the  decisions 
which  affect  the  practice  of  medicine,  and 
Whereas,  The  Medical  Society  of  Virginia  has  estab- 
lished a Vanguard  Committee  to  facilitate  physician  in- 
volvement in  all  aspects  of  the  health  planning  process, 
and 

Whereas,  the  Vanguard  Committee,  despite  the  fact  that 
it  has  been  operational  for  a short  period  of  time,  has 
been  successful  in  informing,  organizing,  and  involving 
physicians  in  health  planning  activities  in  Virginia,  and 
Whereas,  the  delegates  of  the  5th  District  believe  contin- 
ued physician  involvement  in  health  planning  and  other 
important  health  care  issues  through  the  Vanguard  Com- 
mittee is  critical  to  the  provision  of  comprehensive,  qual- 
ity medical  care  in  the  Commonwealth,  therefore  be  it 
RESOLVED,  that  the  Delegates  of  the  5th  District  wish 
to  go  on  record  as  commending  The  Medical  Society  of 
Virginia  and  those  physicians  involved  in  Vanguard  ac- 
tivities and  supporting  the  continued  functioning  of  the 
Vanguard  Committee  at  its  current  or  higher  level  of 
effort  in  the  coming  year. 

Report  of  Committee  on  Highway  Safety. 

The  report  of  the  Committee  on  Highway  Safety 
was  adopted  as  recommended. 

Report  of  Committee  on  Negotiations. 

Acting  upon  a recommendation  of  the  Reference 
Committee,  the  House  voted  to  file  the  report  of  the 
Committee  on  Negotiations. 

Report  of  Council. 

The  House  accepted  the  Committee’s  recommen- 
dation that  the  following  items  contained  in  the  re- 
port of  Council  be  adopted:  Vanguard,  continuing 
medical  education,  national  health  insurance  and 
cost  containment. 
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Supplemental  Report  of  Legislative  Committee. 

The  House  concurred  with  the  Reference  Com- 
mittee that  the  following  items  contained  in  the  sup- 
plemental report  be  adopted:  Statute  of  Limitations 
for  Minors,  Mandatory  Continuing  Medical  Educa- 
tion for  Relicensure,  Laetrile,  Hospices,  Open  Staff 
Privileges  for  Hospitals,  Mandatory  Deductibles, 
Mandatory  Coverage  for  OB  Care,  Hospital  Staff 
Privileges  for  Podiatrists,  Regulation  of  Milk,  Milk 
Products  and  Dairies,  Medicaid  Benefits,  Second 
Surgical  Opinion  for  State  Employees,  Motorcycle 
Helmet  Law,  Treatment  of  the  Mentally  111,  Human 
Experimentation,  Solid  Waste  Management  Re- 
moval, Audiologists,  Sexual  Assault,  Expert  Testi- 
mony, Medicaid  Abortions,  Health  Code  Revision, 
Physician  Advertising,  VHA  Anti-Trust  Act,  Immu- 
nity from  Liability,  HMO  Option,  School  Bus  Driv- 
ers, Use  of  the  Title  “Doctor”,  and  Committee  to 
Advise  the  General  Assembly. 

The  House  then  adopted  the  Committee’s  recom- 
mendation that  the  Governor’s  veto  of  HB-205  be 
supported.  Also  adopted  was  the  recommendation 
that  that  portion  of  the  report  having  to  do  with  the 
use  of  drugs  in  the  eye  by  optometrists  be  amended  in 
such  manner  as  to  oppose  any  legislation  authorizing 
such  usage.  The  recommendation  of  the  Legislative 
Committee  was  then  adopted  as  amended. 

In  its  consideration  of  that  item  having  to  do  with 
direct  payment  of  social  workers,  the  Committee  pro- 
posed that  the  Legislative  Committee’s  recommenda- 
tion be  amended  by  deleting  the  words  “on  the  basis 
of  both  cost  and  quality  of  care”.  The  amended  rec- 
ommendation now  reads  “oppose  the  legislation”. 

The  Reference  Committee  offered  a substitute  rec- 
ommendation with  reference  to  the  dispensing  of 
drugs  by  nurse  practitioners.  The  House  concurred 
and  the  recommendation  now  reads:  “It  is  recom- 
mended that  the  Society  oppose  the  establishment  of 
a nursing  formulary”. 

The  Committee  urged  that  the  recommendation 
concerned  with  the  Health  Services  Cost  Review 
Commission  be  amended  to  read  simply  “oppose”. 
The  House  concurred. 

Blue  Cross-Blue  Shield  came  in  for  its  share  of 
attention  and  it  was  the  recommendation  of  the  Com- 
mittee that  the  Legislative  Committee  be  authorized 
to  take  action  following  completion  of  a study  being 
conducted  by  the  Commission  to  study  the  contain- 
ment of  health  care  costs.  Dr.  Binder  at  this  point 
moved  to  amend  the  Committee’s  recommendation 
by  directing  that  The  Medical  Society  of  Virginia 
have  representation  at  each  and  every  open  meeting 
conducted  by  the  Commission  appointed  by  the  Gov- 
ernor to  study  the  containment  of  health  care  costs. 
The  amendment  was  adopted  and  the  recommenda- 


tion, as  passed,  reads  as  follows:  “The  Legislative 
Committee  will  take  action  following  completion  of 
study  conducted  by  the  Commission  on  Containment 
of  Health  Care  Costs.  The  Medical  Society  of  Vir- 
ginia will  be  represented  at  each  and  every  open 
meeting  conducted  by  the  Willey  Commission.” 

In  its  consideration  of  that  item  having  to  do  with 
Medicaid  benefits,  the  Reference  Committee  recom- 
mended that  the  recommendation  of  the  Legislative 
Committee  be  amended  by  adding  the  words  “no 
position  regarding  the  remainder  of  the  bill”.  The 
House  concurred. 

Considered  next  was  that  portion  of  the  report 
having  to  do  with  certificate  of  need  and  the  House 
adopted  a Committee  recommendation  that  the  sec- 
ond sentence  in  the  statement  of  the  Legislative  Com- 
mittee be  struck. 

The  House  also  agreed  with  the  Committee  that 
that  portion  of  the  report  having  to  do  with  the 
dispensing  of  glasses  by  ophthalmologists  should  be 
referred  to  Council  with  a request  that  it  be  consid- 
ered by  the  Committee  on  Ethics. 

The  next  item  in  the  Legislative  Committee’s  sup- 
plemental report  contained  four  recommendations 
pertaining  to  an  official  spokesman  for  the  Society. 
Recommendations  A,  B and  D were  adopted  by  the 
House  as  recommended  by  the  Reference  Committee 
and  recommendation  C was  amended  by  adding  at 
the  very  end  the  words  “in  advance”.  The  recommen- 
dations, adopted  as  amended,  now  reads  as  follows: 

a)  The  President  will  be  the  official  spokesman  for 
the  Society. 

b)  The  Society’s  lobbyist  will  also  represent  the 
official  position  when  the  President  is  not  available. 
They  must  then  notify  the  President  as  to  what  state- 
ments have  been  made,  to  keep  him  informed. 

c)  Other  physicians  who  are  asked  to  speak  at  a 
public  hearing  on  behalf  of  the  Society  should  advise 
the  President  of  the  substance  of  their  remarks  in 
advance. 

d)  Before  physicians  consult  individually  with  a 
legislator  on  a controversial  matter,  they  should 
make  sure  that  they  are  up-to-date  on  the  status  of 
the  matter  in  question.  For  instance,  if  amendments 
have  been  adopted,  they  should  be  aware  of  that  fact. 
The  Society’s  lobbyists  are  available  for  questions 
regarding  pending  legislation  at  any  time. 

Resolution  on  National  Health  Insurance  (Sponsored 
by  the  Hampton  Medical  Society ). 

Following  considerable  discussion,  the  House 
agreed  with  the  Committee’s  recommendation  that 
the  resolution  be  not  adopted. 

Resolution  on  Motorcycle  Helmets  ( Sponsored  by  the 
Albemarle  County  Medical  Society). 
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The  following  resolution  was  adopted  as  recom- 
mended by  the  Committee: 

Whereas,  it  has  been  conclusively  shown  that  the  wearing 
of  a motorcycle  helmet  decreases  the  incidence  of  serious 
head  injuries,  and 

Whereas,  the  incidence  of  death  and  injuries  has  in- 
creased substantially  in  those  states  where  mandatory 
helmet  laws  have  been  repealed,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  en- 
dorses the  use  of  helmets  by  motorcycle  operators  and 
passengers  and  remains  opposed  to  repeal  of  mandatory 
helmet  laws. 

Resolution  on  Impaired  Drivers  ( Sponsored  by  the  Al- 
bemarle County  Medical  Society). 

Although  the  Committee  had  recommended  adop- 
tion of  this  resolution  with  one  amendment,  the 
House  heard  testimony  from  several  members 
strongly  opposed.  A question  was  raised  as  to  what 
might  be  considered  an  acceptable  definition  of  “im- 
pairment”. It  was  also  stated  that  adequate  legisla- 
tion is  already  on  the  books  and  that  the  public  is 
adequately  protected.  The  House  was  also  told  that 
additional  legislation  might  well  force  any  seizure 
patients  to  seek  treatment  outside  the  state. 

A motion  by  Dr.  Kuykendall  to  refer  the  resolu- 
tion to  the  Legislative  Committee  for  its  consid- 
eration was  seconded  and  carried. 

Resolution  on  Restraint  Systems  for  Child  Passengers 

( Sponsored  by  the  Albemarle  County  Medical 
Society ). 

Following  extensive  debate,  the  House  agreed  with 
the  Reference  Committee  that  the  resolution  should 
be  adopted. 

Subsequent  to  this  action,  a motion  to  reconsider 
was  introduced  by  Dr.  Cook.  The  motion  was  sec- 
onded and  carried. 

A motion  was  then  offered  by  Dr.  Weyl  which 
would  amend  the  second  RESOLVED  by  striking  the 
words  “and  use  of  restraint  systems”.  The  motion 
was  seconded  but  lost. 

It  was  then  moved  by  Dr.  Thorn  to  strike  the  word 
“child”  wherever  it  appears  but  the  motion  was  re- 
jected. 

The  House  then  voted  on  the  original  resolution 
and  its  decision  was  that  it  not  be  adopted. 

Dr.  Weyl  at  this  point  requested  consent  of  the 
House  to  introduce  a substitute  resolution.  The 
request  was  denied. 

Resolution  on  Disclosure  of  Adoption  Records  (Spon- 
sored by  the  Richmond  Academy  of  Medicine). 

After  agreeing  to  one  editorial  change,  the  House 
adopted  the  following  resolution  as  recommended  by 
the  Committee: 


Whereas,  SB-532,  now  under  study,  would  allow  adopted 
children',  natural  parents,  or  other  disinterested  party  to 
petition  the  court  to  release  adoption  records,  and 
Whereas,  no  provision  is  made  for  the  age  of  the  adopted 
child  requesting  same,  and 

Whereas,  no  provision  is  made  to  require  notification  to 
other  interested  parties,  i.e.,  natural  parents,  adoption 
agency,  adoptive  parents,  or  adopted  child,  and 
Whereas,  great  potential  psychiatric  and  psychological 
harm  could  befall  any  of  the  above  parties  with  full 
release  of  adoption  records,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  go  on 
record  as  opposing  SB-532  or  any  similarly  worded  bill. 

Resolution  on  National  Health  Insurance  ( Sponsored 
by  Fauquier  County  Medical  Society ): 

The  House  concurred  with  the  Committee’s  recom- 
mendation that  this  resolution  be  not  adopted. 

Resolution  on  PL  93-64!  ( Sponsored  by  Fauquier 
County  Medical  Society). 

Acting  in  accordance  with  the  Committee’s  recom- 
mendation, the  House  voted  that  the  resolution  be 
not  adopted. 

Regional  Perinatal  Health  Care  System. 

The  House  agreed  with  the  recommendation  of  the 
Legislative  Committee  that  the  concept  and  sub- 
sequent study  of  such  a system  should  be  supported. 

The  report,  as  a whole,  of  Reference  Committee 
No.  1 was  then  adopted  as  amended. 

Reference  Committee  No.  2 

Dr.  William  D.  Liddle,  Jr.  was  then  called  on  to 
present  the  report  of  Reference  Committee  No.  2. 

Committee  Reports. 

The  House  concurred  with  the  Reference  Com- 
mittee that  the  following  reports  be  filed:  Auxiliary 
Advisory,  Advisory  to  the  Virginia  Hospital  Associa- 
tion, Cancer,  Child  Health,  Emergency  Medical  Serv- 
ices, Joint  Practice,  Malpractice  Countersuits,  Mater- 
nal Health,  Pharmacy,  Rehabilitation  and  Sports 
Medicine. 

Report  of  Committee  on  Health  Careers. 

The  Committee  on  Health  Careers  had  recom- 
mended that,  instead  of  a Committee,  one  member  of 
the  Society  be  appointed  as  liaison  to  the  health 
careers  program  of  the  Virginia  Council  on  Health 
and  Medical  Care.  The  Reference  Committee  agreed 
with  this  recommendation  and  urged  its  adoption  by 
the  House.  The  House  complied  and  the  recommen- 
dation was  adopted. 

Report  of  the  Commission  on  CME. 

The  House  concurred  with  the  Reference  Com- 
mittee’s recommendation  that  the  last  sentence  of  the 
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report  of  the  Commission  on  CME  be  amended  by 
adding  the  words  “at  the  President’s  discretion”. 

The  report  was  then  adopted  as  amended. 

Also  adopted  was  the  Commission's  recommenda- 
tion pertaining  to  a revision  in  its  formative  structure. 

Report  of  Liaison  Committee  to  PSRO. 

Acting  in  accordance  with  the  recommendation  of 
the  Reference  Committee,  the  House  adopted  the 
following  recommendations: 

1 . Society  endorsement  of  Virginia’s  five  presently 
functioning  physician  corporations  as  proper  organs 
for  performing  mandated  peer  review  by  contract 
with  the  federal  government. 

2.  That  such  endorsement  endure  for  only  so  long 
as  the  specifications  governing  these  corporations  re- 
main acceptable  to  this  Committee,  subject  to  review 
of  Council  and  the  Society. 

3.  That  the  Committee  encourage  that  these  cor- 
porations continue  to  insist  on  their  complete  inde- 
pendence from  any  external  influence  not  mandated 
by  law  and  to  consider  any  departure  from  that  inde- 
pendence to  be  sufficient  cause  for  dissolution  of  their 
contract  agreements,  unless  otherwise  directed  by 
Council  or  the  Society. 

The  remainder  of  the  report  was  filed  as  recom- 
mended. 

Report  of  Committee  on  Conservation  of  Sight. 

This  particular  Committee  had  recommended  that 
it  be  discontinued,  calling  attention  to  the  fact  that 
there  exists  a similar  committee  of  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology.  The 
Reference  Committee  concurred  and  its  recommen- 
dation that  the  Committee  be  discontinued  was 
adopted. 

Report  of  Liaison  Committee  to  State  Bar. 

The  Liaison  Committee  to  the  State  Bar  feels  that 
its  responsibilities  have  been  superseded  by  recent 
action  of  the  General  Assembly.  Consequently,  it  has 
recommended  that  it  be  discontinued.  The  Reference 
Committee  concurred  and  its  recommendation  that 
the  Committee  be  discontinued  was  adopted. 

Report  of  Committee  on  Mental  Health. 

The  report  of  the  Committee  on  Mental  Health 
contained  five  recommendations.  The  House  agreed 
with  the  Reference  Committee  that  the  first  two 
should  be  adopted.  They  reaffirm  opposition  to  HB- 
501  (direct  payment  to  social  workers)  and  request 
that  the  Board  of  Medicine  refer  the  matter  to  its 
Legislative  Committee  for  a position  statement. 

It  was  the  opinion  of  the  Reference  Committee  that 
the  third  recommendation  should  be  amended  by 
deleting  the  word  “establish”  and  substitute  instead 
the  word  “encourage”.  The  House  concurred  and  the 


recommendation  now  reads,  “the  Society’s  position 
on  continuing  medical  education  emphasize  and  en- 
courage local  programs  of  continuing  medical  educa- 
tion whenever  and  wherever  possible.”  The  recom- 
mendation was  adopted  as  amended. 

In  keeping  with  the  recommendation  of  the  Refer- 
ence Committee,  the  report’s  fourth  recommendation 
was  not  adopted  since  there  seems  to  be  a duplication 
of  effort  involved. 

The  fifth  recommendation  pertained  to  a meeting 
which  was  held  in  late  September  and  the  House 
concurred  with  the  Reference  Committee’s  recom- 
mendation that  it  be  not  adopted. 

The  House,  after  adopting  all  recommendations  as 
amended,  voted  to  file  the  remainder  of  the  report. 

Report  of  Council. 

In  keeping  with  the  Committee’s  recommendation, 
the  House  voted  to  file  the  following  items:  Health 
Services  in  Jails,  Annual  Meeting  Program,  Med 
Prep,  and  Perinatal  Continuing  Education.  Consid- 
ered separately  was  that  portion  of  the  report  having 
to  do  with  risk  management  and  it  was  the  Com- 
mittee’s recommendation  that  the  Society  be  urged  to 
continue  its  active  participation  in  the  program.  The 
House  concurred. 

The  Committee  reported  that  it  had  given  very 
careful  consideration  to  the  recommendations  con- 
tained in  that  portion  of  the  report  having  to  do  with 
intermittent  positive  pressure  breathing.  It  concurred 
with  the  action  of  Council  in  approving  the  recom- 
mendations and  noted  that  Blue  Shield  has  resumed 
payment  for  therapy.  The  House  agreed  with  the 
recommendation  that  the  report  be  filed. 

Resolution  on  Blood  Banking  (Introduced  by  Dr.  C. 
Barrie  Cook). 

The  following  resolution  was  adopted  as  recom- 
mended: 

Be  it  RESOLVED,  that  The  Medical  Society  of  Virginia 
reaffirm  support  of  the  AMA  policy  favoring  the  dual 
approach  to  blood  collection  encouraging  blood  banks 
to  use  incentives  proven  successful  in  recruiting  volunteer 
donors  in  their  jurisdiction,  and  be  it  further 
RESOLVED,  that  The  Medical  Society  of  Virginia  urge 
the  American  Blood  Commission  to  revise  its  1977  action 
advocating  a singular  approach  to  blood  collection  in 
favor  of  a dual  approach,  and  be  it  further 
RESOLVED,  that,  if  the  American  Blood  Commission 
continues  its  current  stand  of  a singular  approach,  The 
Medical  Society  of  Virginia  request  AMA,  at  its  next 
meeting,  to  reevaluate  the  status  of  its  membership  in  the 
American  Blood  Commission. 

Resolution  on  Licensed  Clinical  Social  Workers  (Spon- 
sored by  the  Richmond  Academy  of  Medicine ). 

A recommendation  by  the  Committee  that  the  res- 
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olution  be  amended  by  deleting  the  first  RESOLVED 
was  adopted.  This  RESOLVED  urged  the  General 
Assembly  to  make  certain  that  medicine  in  the  Com- 
monwealth is  practiced  by  physicians  only. 

The  resolution,  as  amended,  was  adopted  and 
reads  as  follows: 

Whereas,  it  is  felt  that  the  treatment  of  psychiatric  dis- 
orders of  all  types  constitutes  the  practice  of  medicine,  be 
it  therefore 

RESOLVED,  that  licensed  clinical  social  workers  not  be 
permitted  to  treat  psychiatric  disorders  independent  of 
the  medical  community,  and  be  it  further 
RESOLVED,  that  insurance  carriers  not  be  mandated  to 
pay  licensed  clinical  social  workers  for  such  treatment 
independent  of  the  medical  community. 

Resolution  on  Availability  of  Physicians  Trained  in 
Psychiatry  at  State  Hospitals  ( Sponsored  by  the  Rich- 
mond Academy  of  Medicine). 

A recommendation  by  the  Committee  to  amend 
the  RESOLVED  portion  of  the  resolution  by  deleting 
the  words  “are  always”  and  substituting  the  word 
“be”,  and  striking  the  word  “in”  and  substituting  the 
word  “to”,  was  adopted.  The  following  resolution,  as 
amended,  was  then  adopted: 

Whereas,  it  is  felt  that  the  treatment  of  psychiatric  pa- 
tients, including  the  psychosis,  neurosis,  psychosomatic 
disorders,  organic  disturbances  of  childhood  and  adult 
life,  mental  retardation,  child  psychiatric  disorders,  char- 
acter disorders,  and  others  in  the  practice  of  medicine, 
and 

Whereas,  it  is  of  the  utmost  importance  that  the  Depart- 
ment of  Mental  Health  and  Retardation  provide  mean- 
ingful psychiatric  treatment  to  its  patients,  as  well  as 
social  and  psychological  support,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  urge 
the  Department  of  Mental  Health  and  Retardation  to 
assure  that  physicians  trained  in  psychiatry  be  available 
to  its  hospitals  and  clinics. 

Resolution  on  Use  of  Licensed  Personnel  in  Treatment 
of  Psychiatric  Patients  ( Sponsored  by  the  Richmond 
Academy  of  Medicine). 

The  Committee  recommended  that  the  RE- 
SOLVED portion  be  amended  by  striking  the  words 
“the  use”  and  also  by  substituting  the  word  “by”  for 
the  words  “of  only.” 

The  House  agreed  and  adopted  the  following  reso- 
lution as  amended: 

Whereas,  it  is  felt  that  psychiatric  care  of  the  mentally  ill 
has  suffered  from  use  of  untrained  and  inexperienced 
personnel  in  mental  health  clinics  operated  by  the  Com- 
monwealth of  Virginia  and  various  localities,  be  it  there- 
fore 

RESOLVED,  that  The  Medical  Society  of  Virginia  urge 
the  Department  of  Mental  Health  and  Retardation  to 
establish  as  a high  priority  goal  in  the  treatment  of  psy- 


chiatric patients  by  psychiatrists,  psychologists,  and  clin- 
ical social  workers  who  have  been  licensed  by  the  State  of 
Virginia. 

Resolution  on  Cost  Containment  ( Sponsored  by  the 
Liaison  Committee  to  the  Virginia  Hospital  Associa- 
tion). 

The  following  resolution  was  adopted  as  recom- 
mended: 

Whereas,  the  achievement  of  a significant  reduction  in 
the  rate  of  increase  in  health  care  costs  is  the  primary 
goal  of  the  Voluntary  Cost  Containment  Program  initi- 
ated by  the  AHA,  AMA,  and  FAH,  and 
Whereas,  The  Medical  Society  of  Virginia  supports  the 
concept  of  a voluntary  effort  on  the  part  of  Virginia’s 
health  care  providers  as  the  best  means  by  which  cost 
containment  can  be  achieved  without  sacrificing  quality 
health  care  and  equitable  distribution  of  health  care  serv- 
ices, and 

Whereas,  The  Medical  Society  of  Virginia  believes  that 
medical  staffs  must  be  mutually  involved  with  hospital 
governing  bodies  and  hospital  management  in  any  mean- 
ingful effort  to  restrain  hospital  expenditures  without 
reducing  the  quality  of  medical  care  delivered  within  a 
hospital  setting,  and 

Whereas,  The  Medical  Society  of  Virginia  feels  a de- 
crease in  unnecessary  hospitalization  would  result  if  in- 
sured patients'  health  care  policies  included  a deductible 
clause,  providing  for  some  “out-of-pocket”  patient  pay- 
ment for  selected  procedures  per  hospitalization,  and 
Whereas,  The  Medical  Society  of  Virginia  continues  to 
endorse  Certificate  of  Need  to  prohibit  any  unnecessary 
increase  in  available  hospital  beds,  and 
Whereas,  The  Medical  Society  of  Virginia  endorses  a 
voluntary  effort  to  increase  hospital  productivity,  im- 
proved and  cost-responsible  utilization  review  programs, 
and  shared  hospital  services,  and 
Whereas,  the  members  of  The  Medical  Society  of  Vir- 
ginia are  well  aware  that  their  individual  efforts  will  be 
required  to  help  restrain  increasing  health  care  costs  in 
both  hospital  and  office  settings,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  join 
the  hospitals  of  the  Commonwealth  of  Virginia  in  a 
voluntary  effort  to  contain  health  care  costs. 

Resolution  on  Re-Interpretation  of  Provision  for  Li- 
censed Physical  Therapy  Assistants  ( Sponsored  by  the 
Roanoke  Academy  of  Medicine). 

The  House  concurred  with  the  Committee’s  recom- 
mendation that  the  following  resolution  be  adopted: 

Whereas,  recognizing  the  need  for  quality  care  in  any 
home  health  care  program,  and 

Whereas,  recognizing  the  importance  in  the  availability 
of  quality  physical  therapy  in  such  problems,  be  it  there- 
fore 

RESOLVED,  that  The  Medical  Society  of  Virginia  lend 
its  support  to  the  effort  being  made  by  the  American 
Physical  Therapy  Association  and  the  Virginia  Physical 
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Therapy  Association  in  securing  from  the  Attorney  Gen- 
eral a re-interpretation  of  the  provision  for  the  activity  of 
a licensed  physical  therapy  assistant  working  under  the 
direct  supervision  of  a licensed  physical  therapist,  so  that 
the  licensed  physical  therapy  assistant  being  present  with 
the  licensed  physical  therapist  at  the  time  of  his  evalua- 
tion and  determination  of  the  physical  therapy  proce- 
dures required,  permit  such  licensed  assistant  to  render 
the  physical  therapy  directed,  in  the  home  or  place  of 
abode  of  such  a patient,  so  long  as  the  licensed  physical 
therapist  sees  the  patient  with  the  licensed  assistant  after 
six  treatments,  or  at  least  once  each  month. 

Resolution  on  Dispensing  Drugs  by  Nurse  Practition- 
ers ( Sponsored  by  The  Roanoke  Academy  of  Medi- 
cine). 

In  keeping  with  the  Committee’s  recommendation, 
the  following  resolution  was  adopted: 

Whereas,  the  dispensing  of  drugs  is  an  integral  and  in- 
separable part  of  the  complex  clinical  process  of  the 
practice  of  medicine,  and 

Whereas,  the  strong  and  justified  current  emphasis 
within  the  profession  of  medicine  is  on  maintaining  and 
strengthening  the  clinical  art  and  science  of  medicine, 
and 

Whereas,  this  emphasis  in  physician  expertise  is  widely 
expressed  in  voice  and  deed  by  the  government  and  gen- 
eral public,  and 

Whereas,  the  development  of  a nurse  practitioner  for- 
mulary for  dispensing  drugs  would  serve  to  remove  this 
activity  from  the  immediate  and  direct  supervision  of  the 
physician,  thus  diluting  the  above  emphasis,  be  it  there- 
fore, 

RESOLVED,  that  The  Medical  Society  of  Virginia  op- 
pose any  legislation  or  state  agency  regulation  to  estab- 
lish such  a formulary  or  encourage  the  independent  dis- 
pensing of  drugs. 

Resolution  Concerning  Registered  Nurse  as  Circulator 
in  Operating  Room  (Introduced  by  Dr.  William 
Eagles ). 

It  was  the  recommendation  of  the  Committee  that 
the  resolution  be  referred  to  the  Liaison  Committee 
to  the  Virginia  Hospital  Association  for  a thorough 
study.  The  Liaison  Committee  would  be  requested  to 
make  its  thoughts  and  recommendations  known  to 
Council  just  as  soon  as  practical.  The  House  con- 
curred and  the  Committee’s  recommendation  was 
adopted. 

The  report,  as  a whole,  of  Reference  Committee  No. 
2 was  then  adopted  as  amended. 


Reference  Committee  No.  3 

Dr.  William  H.  Barney  was  introduced  for  the 
purpose  of  presenting  the  report  of  Reference  Com- 
mittee No.  3. 


Committee  Reports. 

The  following  reports  were  hied  as  recommended: 
Executive  Vice  President,  AMA  Delegates,  Editorial 
Board,  Ethics,  Grievance,  Insurance,  Long-Range 
Planning  and  Scholarships. 

Also  hied  was  the  report  of  the  Judicial  Committee 
along  with  a notation  that  the  proper  name  should  be 
the  Committee  on  By-Laws. 

The  House  agreed  with  the  Reference  Committee 
that  the  report  of  the  Membership  Committee  should 
be  adopted  and  Dr.  William  J.  Hagood,  Jr.  accorded 
honorary  active  membership. 

Report  of  Special  Membership  Committee. 

The  report  of  the  Special  Membership  Committee 
was  adopted  and  the  Committee  commended  on  a 
job  well  done.  Also  adopted  was  the  Reference  Com- 
mittee’s recommendation  that  the  work  of  the  Special 
Committee  be  continued  under  the  designation  of 
Recruitment — thereby  acting  as  a sub-committee  of 
the  Membership  Committee  as  provided  in  the  by- 
laws. 

Financial  Report  and  Proposed  Budget  for  Fiscal  1978- 
79. 

The  Committee  reported  that  it  had  heard  consid- 
erable testimony  and  deliberated  long  and  carefully 
before  reaching  a final  decision  on  the  proposed  bud- 
get for  1978-79.  It  was  the  Committee's  recommenda- 
tion that  the  following  budget  be  adopted  and  that 
membership  dues  be  increased  from  $105  to  $150  for 
active  members: 


Expenses  Proposed 

Salaries,  including  Continuing  Medical  Education 


Printing  & Mailing  Services  - Membership 

$193,700.00 

15,500.00 

Stationery  and  Supplies 

8,000.00 

Office  Equipment:  Repairs  & Replacements 

5,700.00 

Building  Maintenance  & Repairs 

21,500.00 

Telephone 

11,900.00 

Postage 

6,100.00 

Convention  Expenses 

8,500.00 

Council  and  Committee  Expenses 

8,000.00 

Travel  Expense 
Delegates  to  AMA 

$ 9,800.00 

President 

6,000.00 

Executive  Vice  President  & Staff 

2,200.00 

Virginia  Medical 

70,000.00 

Legal  Expense 

40,000.00 

Walter  Reed  Commission 

500.00 

Woman’s  Auxiliary 

250.00 

Membership  Dues  (Affiliated  Organizations) 

990.00 

Editor  - Virginia  Medical 

1,000.00 

VaMPAC  (Educational  Fund) 

16,500.00 

Newsletter 

1,500,00 

Employee  Benefits 
Retirement  Fund 

40,000.00 
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Payroll  Taxes 

10,000.00 

Blue  Cross-Blue  Shield 

4,800.00 

Legislative  Expense 

6,000.00 

Continuing  Medical  Education 

26,600.00 

Miscellaneous 

2,000.00 

Special  Appropriations 

Student  Medical  Society 

500.00 

Va.  Council  on  Health  & Medical  Care 

7,500.00 

AMA-ERF 

1 ,000.00 

Rural  Health 

500.00 

Scholarship  - MCV  (Administered  by  The  Medical 

Society  of  Virginia) 

2,000.00 

Scholarship  - UVA  School  of  Medicine  (Administered 

by  The  Medical  Society  of  Virginia) 

2,000.00 

Scholarship  - Eastern  Virginia  Medical  School 

(Administered  by  The  Medical  Society  of  Va.) 

2,000.00 

National  Society  for  Medical  Research 

150.00 

Miscellaneous  AMA 

1,500.00 

Other  Special  Appropriations 

500.00 

Insurance  Premiums 

2,000.00 

Consulting  Services 

Legislation  & Public  Relations 

55,000.00 

Vanguard  Consultant  Services 

86,600.00 

Total  Expenses 

....$678,290.00 

Report  of  Council. 

The  following  items,  contained  in  the  report  of 
Council,  were  filed  as  presented:  Informational  Bro- 
chure, 1979  Annual  Meeting,  Vehicle  Leasing  and 
Member  Loans,  Telephone  Directory  Listings,  Mem- 
bership Records  and  Services,  Telephone  Rates, 
Travel  Program  1979  and  Insurance. 

That  portion  of  the  report  having  to  do  with  sec- 
ond opinion  was  the  subject  of  considerable  debate. 
It  was  the  Committee’s  recommendation  that  it  be 
adopted  with  the  following  clarification:  “If  consulta- 
tion is  required  by  a third  party  payor,  the  cost 
should  be  borne  by  the  third  party”.  The  House 
concurred. 

The  House  also  agreed  with  the  Reference  Com- 
mittee that  a question  of  ethics  might  well  be  raised 
should  consultation  be  required  by  a third  party 
payor  and  the  patient  choose  not  to  return  to  the 
original  physician.  It  was  determined  that  the  matter 
should  be  referred  to  Council  for  clarification  as  to 
those  options  available  to  the  consulting  physician. 

Recommended  for  adoption  was  that  portion  of 
the  report  having  to  do  with  Blue  Shield  and  the 
House  concurred. 


ment  and  restatement  of  the  Articles  of  Incorpora- 
tion by  adopting  the  following  resolution. 

RESOLVED,  that  the  amendment  and  restatement  of 
the  Articles  of  Incorporation  of  the  Society,  in  the  form 
presented  to  the  House  of  Delegates  for  its  consideration, 
be,  and  it  hereby  is,  found  to  be  in  the  best  interests  of  the 
Society  and  the  House  of  Delegates  hereby  directs  that 
the  amendment  and  restatement  be  submitted  to  a vote 
of  the  members  at  the  next  annual  meeting  of  the  Society. 

The  House  concurred  and  the  resolution  was 
adopted. 

With  reference  to  the  by-laws,  the  Committee  rec- 
ommended they  be  referred  to  the  By-Laws  Com- 
mittee for  further  study  and  clarification.  It  was  also 
recommended  that  the  proposed  amendments  be  for- 
warded promptly  to  all  component  societies  for  input 
and  recommendations.  This  would  allow  ample  time 
for  all  interested  parties  to  make  their  thoughts  and 
recommendations  known  in  sufficient  time  for  a re- 
vised set  of  by-laws  to  be  presented  at  the  1979  ses- 
sion of  the  House. 

The  Committee’s  recommendations  were  adopted. 

Presidential  Address. 

After  commending  Dr.  Hagood  on  his  Presidential 
Address,  the  Committee  recommended  adoption  of 
those  portions  found  on  page  1,  page  2 through  line 
42,  page  3 - lines  2-39,  page  6 - lines  29-44,  page  7 - 
lines  6-44,  and  page  8 - lines  1-5.  The  House  con- 
curred. 

Lines  43  and  44  on  page  2 and  line  1 of  page  3 were 
considered  most  important  by  the  Committee.  Its 
recommendation  that  the  By-Laws  Committee  con- 
tinue its  study  of  the  Commission  System  was 
adopted. 

A number  of  suggestions  are  found  on  page  7 -lines 
9-25,  and  the  House  agreed  that  they  should  be  re- 
ferred to  Council  for  consideration. 

Remuneration  for  the  President  was  the  subject  of 
lines  26-28  on  page  7.  The  House  agreed  that  the 
matter  should  be  referred  to  Council  for  possible 
consideration  by  the  Finance  and  Long-Range  Plan- 
ning Committees  and  that  a report  be  prepared  for 
the  House  at  its  next  annual  session. 

At  this  point  Dr.  Hagood  moved  that  line  14  on 
page  3 of  his  address  be  not  adopted.  He  called 
attention  to  the  fact  that  the  House  had  already  taken 
action  and  that  his  recommendation  was,  therefore, 
after  the  fact.  His  motion  carried. 


Articles  and  By-Laws. 

The  proposed  revision  of  the  Articles  of  Incorpora- 
tion and  By-Laws  was  subjected  to  a very  thorough 
study  by  the  Committee.  It  was  the  Committee’s  rec- 
ommendation that  the  House  approve  the  amend- 


Remarks  of  the  Speaker. 

The  following  excerpts  from  the  remarks  of  the 
Speaker  were  adopted:  “There  are  a great  many  sub- 
stantial issues  facing  The  Medical  Society  of  Virginia. 
While  no  change  is  pressing  upon  us,  it  is  worthwhile 
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to  evaluate  the  manner  in  which  we  do  business.  With 
the  approval  of  this  House,  a committee  will  be  ap- 
pointed, including  members  of  Council,  to  study  the 
operation  and  function  of  the  House  and  report  to 
the  House.” 

Resolution  on  Third  Party  Fee  Scales  ( Sponsored  by 
the  Danville- Pittsylvania  County  Academy  of  Medi- 
cine) and  Resolution  on  Non -Discriminatory  Fee 
Schedules  ( Sponsored  by  the  Culpeper  County  Medical 
Society). 

After  noting  that  the  two  resolutions  had  been 
considered  jointly,  the  Committee  recommended  the 
following  substitute  resolution: 

Whereas,  many  rural  areas  of  the  Commonwealth  are 
underserved  by  physician  personnel  and  are  unable  to 
attract  new  physicians,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  com- 
municate to  third  party  payors  providing  health  insur- 
ance coverage  in  the  state  that  an  equitable  basis  for 
reimbursing  physicians  who  practice  in  rural  areas  is 
essential  if  a critical  shortage  of  physicians  in  these  areas 
is  to  be  avoided. 

The  substitute  resolution  was  adopted. 

Resolution  on  Second  Surgical  Consultation  Program 

( Sponsored  by  the  Fredericksburg  Medical  Society ). 

The  following  resolution  was  adopted  as  recom- 
mended: 

Whereas,  the  primary  concern  of  all  ethical  physicians, 
before  their  own  concern,  is  the  welfare  of  their  patients, 
and 

Whereas,  the  ethical  physician  will  insist  on  consultation 
for  medical  problems  he  cannot  handle,  or  will  willingly 
accede  to  requests  by  the  patient  for  such  consultation, 
both  routes  of  consultation  having  been  a well-function- 
ing part  of  the  patient-physician  relationship  from  time 
immemorial,  and 

Whereas,  the  professional  conduct  of  the  physician  is 
adequately  and  constantly  surveyed  by  the  Medical  Au- 
dit and  Tissue  Committees  in  hospitals  certified  by  the 
Joint  Commission,  and 

Whereas,  the  Department  of  Health,  Education  and  Wel- 
fare will  soon  begin  widespread  publicity  on  the  patient- 
initiated  Second  Surgical  Consultation  Program  (Second 
Opinion  on  Surgery  Program),  a program  available  to 
everyone,  destructive  to  the  traditional  doctor-patient 
relationship  by  excluding  the  attending  physician  in  se- 
curing consultation,  cumbersome  in  its  concept  and  op- 
eration by  interposing  still  another  non-medical  agency 
between  the  patient  and  his  doctor,  adding  additional 
cost  to  medical  care,  and  providing  no  guidelines  as  to 
the  limitations  of  medical  liability  of  the  doctor  chosen 
for  the  second  opinion,  providing  no  mechanism  for  the 
establishment  of  the  worth  of  such  a program,  be  it 
therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  op- 
pose the  program  of  Health,  Education  and  Welfare  and 


publicity  campaign  for  its  Second  Opinion  on  Surgery 
Program,  and  that  this  resolution  be  forwarded  to  the 
House  of  Delegates  of  The  Medical  Society  of  Virginia 
for  approval  and  adopted  as  policy. 

Resolution  on  Principles  of  Medical  Ethics  (Sponsored 
by  the  Fauquier  County  Medical  Society). 

The  House  agreed  with  the  Committee’s  recom- 
mendation that  this  resolution  be  not  adopted. 

Resolution  on  Third  Party  Intermediaries  ( Introduced 
by  Dr.  H.  G.  White,  Jr.). 

The  Committee  recommended  that  the  resolution 
be  amended  by  deleting  the  second  RESOLVED  and 
changing  the  first  RESOLVED  in  such  manner  as  to 
make  it  more  explicit. 

After  agreeing  with  Dr.  Leo  Crosier  as  to  addi- 
tional clarifying  language  for  the  first  RESOLVED, 
the  following  resolution  was  adopted  as  amended: 

Whereas,  The  Medical  Society  of  Virginia  is  dedicated  to 
good  patient  care,  and 

Whereas,  good  patient  care  is  dependent  upon  openness 
and  solid  mutual  trust  between  patient  and  physician, 
and 

Whereas,  federal  and  private  agencies  are  working  to 
become  intermediaries  in  the  patient-physician  relation- 
ship, and 

Whereas,  The  Medical  Society  of  Virginia  supports  the 
concept  of  non-Federal  medical  insurance,  and 
Whereas,  the  medical  profession  has  traditionally  sup- 
ported the  principle  that  the  patient  is  directly  respon- 
sible for  the  costs  of  physician  services,  and 
Whereas,  third  party  involvement  in  the  patient-physi- 
cian relationship  tends  to  increase  the  costs  of  medical 
care,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  be- 
lieves the  patient,  his  or  her  family  (in  the  case  of  a 
minor),  or  legal  guardian  should  be  responsible  for  the 
costs  of  physician  services. 

Resolution  on  Physicians’  Health  Insurance  ( Spon- 
sored by  the  Fairfax  County  Medical  Society). 

In  keeping  with  the  recommendation  of  the  Com- 
mittee, the  following  resolution  was  adopted: 

Whereas,  members  of  The  Medical  Society  of  Virginia 
have  differing  health  insurance  requirements,  and 
Whereas,  presently  available  group  plans  from  Blue 
Cross  and  Blue  Shield  of  Virginia  offer  limited  options, 
be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  In- 
surance Committee  investigate  other  private  sources  of 
group  health  insurance  for  physician  members,  their 
families  and  staff,  especially  plans  offering  various  de- 
ductible and  coverage  options,  and  report  its  finding  to 
Council. 

Resolution  on  Pennsylvania  Litigation  {Sponsored  by 
Norfolk  Academy  of  Medicine). 

The  Committee,  after  indepth  study,  concluded 


66 


VIRGINIA  MEDICAL/JANUARY,  1979 


that  the  Society  should  not  take  a position  on  a 
matter  subject  to  pending  litigation,  particularly 
when  such  matter  is  outside  the  jurisdiction  of  the 
Society.  The  House  agreed  with  the  Committee  and 
consideration  of  the  resolution  was  postponed  indefi- 
nitely. 

The  report  of  Reference  Committee  No.  3,  as  a 
whole,  was  then  adopted  as  amended. 

At  this  point  the  House  gave  its  consent  for  Dr. 
Munoz  to  introduce  a special  Resolution  on  Dr.  Wil- 
liam Grossman.  The  resolution  was  adopted  unani- 
mously and  follows  in  its  entirety: 

The  House  of  Delegates  of  The  Medical  Society  of  Vir- 
ginia wishes  to  express  its  deepest  sympathy  to  Mrs. 
Gertrude  Grossmann  and  family  on  the  death  of  Dr. 
William  “Willie”  Grossmann  on  July  23,  1978. 

Willie  Grossmann  was  born  in  Chesterfield  County,  Vir- 
ginia, April  30,  1910,  and  attended  public  schools  in 
Petersburg.  A graduate  of  V.P.I.,  he  went  on  to  graduate 
from  the  University  of  Virginia  School  of  Medicine  in 
1933.  Following  his  internship  and  after  a masters  degree 
at  Johns  Hopkins  in  Public  Health,  he  served  as  Director 
of  the  Bureau  of  Communicable  Diseases.  In  1942,  he 
began  his  service  with  the  Armed  Forces  serving  in  the 
Middle  East  and  Europe.  On  his  discharge  and  following 
a residency  in  pediatrics,  which  he  finished  in  1947,  he 
returned  to  Petersburg  to  enter  practice  in  his  home  area. 
He  left  Petersburg  in  1971  to  live  in  Franklin. 

Those  of  us  who  have  known  him  over  these  many  years 
and  many  of  us  who  have  worked  with  him,  were  keenly 
aware  of  his  many  active  political  interests,  both  within 
the  profession  and  elsewhere.  Active  early  in  the  Virginia 
Medical  Service  Association,  he  served  as  President  and 
later  as  Chairman  of  the  Board.  He  was  a past  Chairman 
of  the  Governor's  Advisory  Committee  on  Medicare, 
and  also  past  Chairman  of  the  Virginia  Comprehensive 
Health  Planning  Council.  As  President  of  The  Medical 
Society  of  Virginia  in  1970,  he  introduced  some  in- 
novative and  provocative  sessions  contributing  greatly  to 
the  present  course  of  this  great  group  of  physicians.  His 
contributions  to  medicine  in  Virginia  and  his  zeal  for 
debating  on  the  floor  of  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  will  be  remembered  for  many 
years  to  come  by  those  of  us  who  knew  him. 

Therefore  be  it  resolved,  that  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  of  the  House  of  Dele- 
gates of  The  Medical  Society  of  Virginia  and  a copy 
forwarded  to  his  wife,  Gertrude,  and  his  children. 

Dr.  Davis  also  received  consent  of  the  House  to 
introduce  a special  resolution  on  Dr.  Edwin  Law- 
rence Kendig,  Jr.  The  following  resolution  was  unan- 
imously adopted: 

Whereas,  Dr.  Edwin  Lawrence  Kendig,  Jr.,  of  Rich- 
mond, Virginia  has  exemplified  the  very  finest  personal 
traits  and  professional  aptitudes,  and 
Whereas,  he  has  impeccably  served  his  nation,  state  and 


city  in  high  level  positions  of  great  responsibility,  and 
Whereas,  both  of  his  alma  maters  have  seen  fit  to  honor 
him  for  distinctive  achievements,  and 
Whereas,  several  Governors  of  the  Commonwealth  have 
selected  him  for  the  unusually  long  tenure  of  eleven  years 
on  the  Board  of  Visitors  of  the  University  of  Virginia, 
and 

Whereas,  he  has  made  innumerable  contributions  of 
great  magnitude  in  his  chosen  field  of  pediatrics  in  teach- 
ing, practice  and  writing,  and  has  received  national  and 
international  acclaim  for  his  expertise,  and 
Whereas,  he  has  served  this  organization  in  many  capaci- 
ties uncomplainingly  with  characteristic  efficiency  and 
thoroughness,  currently  being  Third  Vice  President,  and 
Whereas,  just  recently  his  20,000  peers  in  the  American 
Academy  of  Pediatrics  have  selected  him  to  be  their 
President,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia 
thank  him  for  the  great  honor  he  has  reflected  upon  it, 
and  be  it  further 

RESOLVED,  that  this  House  here  and  now  appropri- 
ately recognize  him. 


The  report  of  the  Nominating  Committee  was  then 
presented  by  Dr.  Maurice  Miller,  Chairman. 

Dr.  George  M.  Nipe  was  nominated  for  the  office 
of  President-Elect  and  elected  unanimously. 

Elected  to  the  office  of  First  Vice  President  was  Dr. 
Percy  Wootton.  Dr.  H.  C.  Alexander  III  was  named 
Second  Vice  President  and  Dr.  Hugh  G.  Stokes,  Jr., 
Third  Vice  President. 

Re-elected  as  Speaker  and  Vice-Speaker  were  Dr. 
K.  K.  Wallace,  Jr.  and  Dr.  Richard  Fields. 

Robert  I.  Howard  was  re-elected  Executive  Vice 
President. 

Elected  to  Council  from  the  even  numbered  dis- 
tricts were  the  following: 

2nd  District:  Dr.  Gervas  S.  Taylor,  Jr.  (re- 
elected) 

4th  District:  Dr.  Gordon  G.  Birdsong  (re- 
elected) 

6th  District:  Dr.  William  W.  S.  Butler,  III 
8th  District:  Dr.  Harry  C.  Kuykendall  (re- 
elected) 

10  District:  Dr.  C.  Barrie  Cook  (re-elected) 

Named  as  Vice-Councilors  were: 

1st  District:  Dr.  William  Stewart  Burton 
2nd  District:  Dr.  Frederick  K.  McCune 
3rd  District:  Dr.  J.  Latane  Ware 
4th  District:  Dr.  Charles  H.  Crowder,  Jr. 

5th  District:  Dr.  William  R.  Watkins 
6th  District:  Dr.  John  M.  Stirewalt 
7th  District:  Dr.  George  E.  Broman 
8th  District:  Dr.  Nicholas  G.  Colletti 
9th  District:  Dr.  James  L.  Patterson,  Jr. 

10th  District:  Dr.  Gerald  J.  Fisher 


JANUARY,  1979/VIRGINIA  MEDICAL 


67 


Nominations  for  the  State  Board  of  Medicine  were 
received  from  the  5th  District.  The  following  nomi- 
nees were  approved  and  their  names  will  be  sent  to 
the  Governor  for  his  consideration: 

Dr.  Edwin  T.  McNamee,  Jr., 

Dr.  Robert  E.  Rider, 

Dr.  Gerald  C.  Burnett. 

The  House  was  advised  that  the  terms  of  Dr.  Car- 
mines and  Dr.  Martin  as  delegates  to  AMA,  and 
those  of  Dr.  Kirk  and  Dr.  Wootton  as  alternates, 
expire  as  of  December  31.  Dr.  Carmines  and  Dr. 
Martin  were  then  re-elected  unanimously  for  two 
years. 

Dr.  Wootton,  elected  earlier  as  First  Vice'  Presi- 
dent, thanked  the  House  for  its  support  but  requested 
that  his  name  not  be  placed  in  nomination  for  re- 
election  as  Alternate  Delegate.  In  the  ensuing  elec- 


tions, Dr.  Kirk  and  Dr.  Hagood  were  unanimously 
elected  to  two-year  terms  as  Alternate  Delegates. 

Dr.  Wallace  recognized  the  local  Committee  on 
Arrangements  for  the  wonderful  job  it  did  in  con- 
nection with  the  Annual  Meeting  and  also  com- 
plimented the  staff  of  Colonial  Williamsburg  on  its 
efficiency. 

Dr.  Hagood  was  then  called  upon  for  the  official 
installation  of  Dr.  Charles  E.  Davis,  Jr.,  as  the 
Society's  new  President.  Dr.  Davis,  in  his  first  official 
action,  presented  Dr.  Hagood  with  the  Society’s  spe- 
cial Certificate  of  Distinguished  Service. 

There  being  no  further  business,  the  meeting  was 
adjourned,  sine  die. 

Robert  I.  Howard,  Secretary 

APPROVED: 

K.  K.  Wallace,  Jr.,  M.D.,  Speaker 


Minutes  of  the  Council 


A meeting  of  Council  of  The  Medical  Society  of 
Virginia  was  held  in  Williamsburg  at  the  Conference 
Center  on  Thursday,  November  2,  1978. 

Members  Present:  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Charles  E.  Davis,  Jr.;  Dr.  W.  Leonard  Weyl;  Dr. 
George  M.  Nipe;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold 
L.  Williams;  Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Gordon 
G.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  H.  C. 
Alexander,  III;  Dr.  Robert  C.  Green,  Jr.;  Dr.  Harry 
C.  Kuykendall;  Dr.  Robert  V.  Gailliot  and  Dr.  C. 
Barrie  Cook. 

Others  Present:  Dr.  George  E.  Broman,  2nd  Vice 
President;  Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr. 
William  S.  Burton,  Dr.  William  R.  Watkins,  Dr. 
Nicholas  G.  Colletti,  Dr.  James  L.  Patterson  and  Dr. 
Gerald  J.  Fisher,  Vice-Councilors;  Dr.  Michael  A. 
Puzak,  Dr.  Carl  E.  Stark,  and  Dr.  F.  Ashton  Car- 
mines, AMA  Delegates;  Dr.  Raymond  S.  Brown  and 
Dr.  Arthur  A.  Kirk,  Alternate  AMA  Delegates;  Dr. 
William  S.  Hotchkiss,  Member  Board  of  Trustees  of 
AMA;  and  Mr.  Allen  C.  Goolsby,  Attorney  for  the 
Society. 

Report  of  Finance  Committee  and  Proposed  Budget  for 

1978-79. 

Dr.  Michael  Puzak,  Chairman  of  the  Finance 
Committee,  reported  that  the  Society  finished  its  fis- 
cal year  in  excellent  financial  condition.  He  noted, 
however,  that,  for  the  first  time  in  many  years,  the 
Committee  was  presenting  a budget  which,  if 
adopted,  would  result  in  deficit  spending.  Fortu- 
nately, however,  the  Society  reserves  are  sufficient  to 


permit  normal  operations  for  a reasonable  period  of 
time. 

A number  of  matters  were  discussed'  in  some  detail. 
It  was  recalled  that  although  Council  had  authorized 
the  use  of  a Watts  line  at  Society  headquarters,  fur- 
ther investigation  revealed  the  line  could  only  be  used 
for  incoming  calls.  It  was  brought  out  that  the  line 
would  cost  approximately  $1,000  per  month  and 
would,  for  all  practical  purposes,  double  the  Society’s 
telephone  bill.  A similar  line  for  outgoing  calls  would 
cost  an  additional  $995  per  month.  As  a result  of  this 
new  information,  the  Finance  Committee  had  omit- 
ted the  cost  of  a Watts  line  from  the  proposed  budget. 

A question  was  raised  as  to  whether  the  Society’s 
scholarship  program  should  be  made  a loan  program 
instead,  and  it  was  the  consensus  that  the  matter 
deserved  further  study  before  making  a final  decision. 

The  responsibilities  and  services  of  the  Vanguard 
consultants  were  explained  in  some  detail  and  it  was 
recommended  that  the  basic  appropriation  recom- 
mended by  the  Finance  Committee  not  be  changed. 

A motion  by  Dr.  Gailliot  to  approve  the  budget  for 
referral  to  the  House  of  Delegates  was  seconded  and 
carried. 

Dues  Increase. 

Council  was  reminded  that  the  Society  has  endeav- 
ored, over  the  years,  to  keep  in  reserve  a sum  equiva- 
lent to  at  least  one  year’s  operating  budget.  Although 
the  Society’s  cash  assets  are  larger  than  ever,  the  rate 
of  increase  has,  over  the  past  year,  not  kept  pace  with 
proposed  budget  expenditures.  Because  of  this  fact, 
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the  Society  could  be  forced  to  deplete  its  reserves  as 
much  as  $100,000  during  the  coming  12  months.  Fol- 
lowing considerable  discussion,  it  was  agreed  that  the 
time  had  come  to  increase  the  dues  from  $105  to 
$150.  Pointed  out  at  the  same  time  was  the  fact  that 
The  Medical  Society  of  Virginia  has  for  many  years 
possessed  the  third  lowest  dues  structure  in  the  na- 
tion. 

A motion  was  then  introduced  by  Dr.  Weyl  recom- 
mending that  the  dues  be  increased  to  $200.  The 
motion  was  seconded.  Following  considerable  dis- 
cussion, Council  agreed  to  an  amendment  by  Dr. 
Kuykendall  which  would  set  the  dues  at  $150  rather 
than  $200.  The  motion  was  then  adopted  as 
amended. 

Council  also  agreed  that  the  special  dues  of  $50  for 
those  licensed  less  than  three  years  should  be  abol- 
ished in  order  to  eliminate  misunderstanding.  The 
number  of  physicians  who  qualify  for  the  reduced 
rate  is  so  small  as  to  make  its  retention  quite  imprac- 
tical. 

Rules  Committee. 

Dr.  Wallace  briefed  Council  concerning  proposed 
changes  in  the  rules  governing  the  conduct  of  busi- 
ness in  the  House  of  Delegates.  He  stated  that  it  had 
become  obvious  that  a deadline  was  needed  for 
receipt  of  resolutions  and  that  a 30-day  cut-off  was 
favored.  Resolutions  received  or  proposed  after  that 
time  would  have  to  have  the  approval  of  the  Rules 
Committee  before  being  accepted. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  J.  Hagood,  Jr.,  MD,  President 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  Society  head- 
quarters on  Saturday,  October  14,  1978. 

Members  Present:  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Charles  E.  Davis,  Jr.;  Dr.  W.  Leonard  Weyl;  Dr. 
George  M.  Nipe;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold 

L.  Williams;  Dr.  Gervas  S.  Taylor,  Jr.,;  Dr.  Charles 

M.  Caravati,  Jr.;  Dr.  Gordon  G.  Birdsong;  Dr.  Gi- 
rard V.  Thompson,  Sr.;  Dr.  H.  C.  Alexander,  III;  Dr. 
Robert  C.  Green,  Jr.;  Dr.  Harry  C.  Kuykendall  and 
Dr.  C.  Barrie  Cook. 

Others  Present:  Dr.  George  E.  Broman,  2nd  Vice 
President;  Dr.  Edwin  L.  Kendig,  Jr.,  3rd  Vice  Presi- 
dent; Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr.  Wil- 
liam S.  Burton,  Dr.  Frederick  K.  McCune,  Dr.  J. 
Latane  Ware,  Dr.  Charles  H.  Crowder,  Jr.,  Dr.  Wil- 
liam R.  Watkins,  Dr.  Harvey  D.  Smallwood,  Dr. 


Nicholas  G.  Colletti  and  Dr.  Gerald  J.  Fisher,  Vice- 
Councilors;  Dr.  Michael  A.  Puzak,  Dr.  Carl  E.  Stark, 
Dr.  F.  Ashton  Carmines  and  Dr.  John  A.  Martin, 
AMA  Delegates;  Dr.  Raymond  S.  Brown,  Dr.  Percy 
Wootton  and  Dr.  Arthur  A.  Kirk,  Alternate  AMA 
Delegates;  Dr.  William  S.  Hotchkiss,  Member  Board 
of  Trustees  of  AMA;  Dr.  Daniel  Mohler,  represent- 
ing Dr.  Norman  J.  Knorr,  Dean,  University  of  Vir- 
ginia School  of  Medicine;  Dr.  Gerald  H.  Holman, 
Dean,  Eastern  Virginia  Medical  School;  Dr.  Leo  Kir- 
ven,  Jr.,  Commissioner,  Department  of  Mental 
Health  and  Mental  Retardation;  Dr.  Quincy  A.  Ays- 
cue,  President,  Norfolk  Academy  of  Medicine;  Mrs. 
William  N.  Gordge,  President,  The  Medical  Society 
of  Virginia  Auxiliary;  Mr.  Robert  G.  Stuart,  Execu- 
tive Secretary,  VaMPAC;  Mr.  Doug  Finestone,  Pres- 
ident, MCV  Student  Medical  Association;  Mr.  Allen 
Goolsby,  Attorney  for  the  Society;  and  Mr.  Edward 
S.  DeBolt. 

Presidential  Progress  Report. 

Dr.  Hagood  reported  on  his  presidential  activities 
since  the  last  meeting  of  Council  on  July  15.  He  was 
most  encouraging  about  the  Vanguard  program — 
especially  the  most  recent  meeting  between  the  Com- 
mittee and  the  State  Health  Coordinating  Council. 
He  reported  that  the  Vanguard  slide  show  was  being 
well  received  everywhere  and  was  being  shown  to  as 
many  groups  as  possible. 

The  President  attended  meetings  of  the  Willey 
Commission  and  the  State  Board  of  Medicine.  He 
participated  in  discussions  on  the  Risk  Management 
Program  and  reported  that  Dr.  Green  is  heading  a 
special  Committee  to  study  the  Program  in  detail  and 
determine  just  how  it  can  be  made  more  effective  with 
Society  involvement. 

Dr.  Hagood  reported  on  a meeting  with  represen- 
tatives of  the  Insurance  Commission,  who  were  ob- 
taining as  much  information  as  possible  prior  to  pre- 
paring a report  for  the  Willey  Commission.  A copy  of 
that  report  was  recently  obtained  and  contains 
thoughts  and  recommendations  which  can  only  be 
viewed  with  some  alarm  and  concern.  Dr.  Hagood 
indicated  that  Mr.  Goolsby  has  responded  to  the 
report  and,  hopefully,  the  second  draft  will  be  more 
acceptable. 

Among  the  many  meetings  attended  by  the  Presi- 
dent were  the  annual  conventions  of  the  District  of 
Columbia  and  West  Virginia  Medical  Associations 
and  that  of  the  Virginia  Hospital  Association.  He 
also  met  on  several  occasions  with  the  Society’s  con- 
sultants to  the  Vanguard  program. 

Council  learned  that  the  Society  has  been  sub- 
poenaed to  provide  any  and  all  correspondence,  rec- 
ords, etc.,  in  its  files  which  might  in  any  way  have 
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some  bearing  upon  an  action  filed  by  the  state's  clini- 
cal psychologists  against  Blue  Shield  of  Virginia. 

Dr.  Hagood  then  called  the  attention  of  Council  to 
the  necessity  of  restricting  discussion  on  Agenda 
items  to  the  voting  members  of  Council.  As  the  num- 
ber of  those  attending  meetings  of  Council  has  in- 
creased, the  necessity  for  controlling  discussion  has 
become  more  obvious.  Dr.  Hagood  made  it  clear, 
however,  that  non-councilors  should  feel  free  to  con- 
sult with  their  councilors  whenever  they  wish  to  ei- 
ther obtain  or  transmit  information. 

Dr.  Hagood  went  on  to  say  that  the  Executive 
Committee  had  been  a tremendous  help  to  him  dur- 
ing the  year  and  had  made  it  possible,  by  its  prelimi- 
nary discussion  of  key  agenda  items,  for  Council  to 
deal  with  the  more  important  matters  much  more 
quickly  and  effectively. 

Continuing  Medical  Education. 

Dr.  Melvin  Small,  Chairman  of  the  Commission 
on  Continuing  Medical  Education,  advised  Council 
that  the  Commission  was  ready  and  willing  to  accept 
responsibility  for  putting  together  the  scientific  pro- 
gram of  the  Annual  Meeting.  This  could  be  done  by 
revamping  the  make-up  of  the  Commission  in  such 
manner  as  to  have  three  distinct  committees  function- 
ing independently.  The  committees  would  be  con- 
cerned with  accreditation,  certification  and  pro- 
grams. 

Dr.  Small  went  on  to  say  that,  should  the  Com- 
mittee be  requested  to  assume  such  responsibility,  it 
would  seem  advisable  to  consider  possible  changes  in 
the  Annual  Meeting  format.  At  this  point  Council 
was  provided  with  a Commission  proposal  outlining 
changes  in  the  format. 

A motion  was  offered  by  Dr.  Green  calling  for 
Council  approval  of  the  proposed  modification  of  the 
Commission  into  three  independent  committees — 
such  modification  making  it  possible  for  the  Commis- 
sion to  assume  responsibility  for  the  Annual  Meeting 
scientific  sessions.  The  motion  was  seconded. 

After  considerable  discussion,  it  was  moved  by  Dr. 
Kuykendall  to  postpone  the  matter  indefinitely.  The 
motion  was  seconded  and  carried. 

Dr.  Small  then  advised  Council  of  Dr.  James  Sum- 
mers' resignation  as  director  of  the  Society's  contin- 
uing education  program  and  reported  that  a Search 
Committee  had  been  appointed  for  the  purpose  of 
finding  a replacement.  Dr.  Robert  Meloni,  Chairman 
of  the  Search  Committee,  stated  that  several  appli- 
cations have  been  received. 

A question  was  raised  as  to  whether  a professional 
educator  is  absolutely  essential  for  the  director’s  posi- 
tion. A motion  by  Dr.  Weyl  requesting  that  theCME 
director's  job  description  be  reviewed  as  expedi- 


tiously as  possible  was  seconded.  It  was  decided, 
however,  to  table  the  motion  until  later  in  the  day  in 
order  that  additional  information  could  be  obtained. 
(Subsequent  developments  made  it  unnecessary  to 
take  further  action.) 

It  was  at  this  point  that  Dr.  Nipe  introduced  a 
substitute  motion  empowering  the  Executive  Vice 

For  the  new  CME  coordinator,  see  pages  4 and  88. 

President  to  employ  a successor  to  Dr.  Summers.  The 
motion  was  seconded  and  carried. 

Dr.  Davis  then  moved  that  a letter  of  appreciation 
be  sent  Dr.  Summers,  commending  him  on  a job  well 
done  and  extending  the  Society’s  best  wishes  in  his 
new  undertaking.  The  motion  was  seconded  and  car- 
ried. 

Insurance  Committee. 

Mr.  Moore  reported  the  details  of  an  Insurance 
Committee  proposal  which  would  restructure  the 
Society’s  overall  insurance  program  along  the  lines  of 
the  highly  regarded  Southern  Medical  program.  He 
explained  that  the  proposal  covered  all  Society-spon- 
sored plans  with  the  exception  of  Professional  Liabil- 
ity, Blue  Cross-Blue  Shield,  Workmen’s  Compensa- 
tion and  Retirement. 

The  proposal  recommended  by  the  Committee  had 
been  submitted  by  the  David  A.  Dyer  Agency  of 
Roanoke,  acting  in  conjunction  with  Pearl  Associates 
of  Illinois.  Mr.  Hamlin  and  Mr.  Pearl,  representing 
the  agency,  explained  that  eleven  companies  had  been 
contacted  and  that  the  Insurance  Company  of  North 
America  had  submitted  the  most  acceptable  compre- 
hensive package.  It  is,  in  their  opinion,  the  best  that 
can  be  obtained  on  today’s  market. 

A motion  by  Dr.  Davis  calling  for  approval  of  the 
proposal  as  recommended  by  the  Insurance  Com- 
mittee was  seconded  and  adopted. 

Negotiations. 

Dr.  Hulley,  Chairman  of  the  Committee  on  Nego- 
tiations, brought  Council  up-to-date  on  Committee 
activities.  He  explained  that  Committee  members 
were  a bit  concerned  as  to  the  Committee's  accept- 
ance by  the  Society  and  its  future  use  as  the  official 
negotiating  body.  Committee  members  have  also 
raised  questions  concerning  anti-trust  regulations 
and  their  effect  on  negotiating  bodies  generally. 

Dr.  Hulley  went  on  to  state  that  things  are  chang- 
ing all  around  us.  We  find  that  unions  are  looking 
more  and  more  at  “white  collar”  workers  and  that 
professional  groups  are  beginning  to  strengthen  their 
organizational  ties.  He  pointed  out  that  government 
is  directing  more  and  more  of  its  attention  to  the 
medical  profession  and  is,  little  by  little,  chipping 
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away  at  its  rights  and  prerogatives. 

Mention  was  made  of  the  fact  that  professional 
groups,  such  as  medicine,  could  obtain  a certain  de- 
gree of  protection  against  anti-trust  actions  under  the 
National  Labor  Relations  Act  and  should  seriously 
consider  exploring  such  a possibility.  It  was  agreed 
that  medicine  must  now  consider  its  options  and  act 
accordingly. 

Dr.  Hulley  requested  Council  to  give  serious 
thought  to  the  concerns  of  his  Committee  and  pro- 
vide answers  to  the  questions  which  have  been  raised. 

Vanguard. 

Dr.  Fields,  Chairman  of  the  Vanguard  Committee, 
presented  an  update  on  Vanguard  activities.  The  re- 
view of  all  HSA  plans  and  activities  continues  and 
educational  efforts  are  now  more  pronounced.  The 
slide  show  is  being  presented  in  many  areas  of  the 
state  and  will  soon  be  taped  for  use  on  cassettes. 

Dr.  Fields  repeated  his  call  for  local  Vanguard 
Committees  and  Council  was  advised  that  the  Rich- 
mond Academy  of  Medicine  is  the  latest  component 
society  to  employ  a full-time  Vanguard  secretary. 

It  was  also  learned  that  the  Committee  will  soon 
publish  a tracking  and  monitoring  procedure  to  be 
used  in  connection  with  HSA  and  other  activities. 
Such  a guide  has  long  been  needed  and  should  prove 
most  helpful. 

The  feeling  was  expressed  that  the  Vanguard  Com- 
mittee should  definitely  be  continued.  An  exhibit, 
featuring  the  slide  show,  will  be  presented  during  the 
Annual  Meeting  at  Williamsburg  and  members  of  the 
Vanguard  Committee  and  staff  will  be  on  hand  at  all 
times. 

By-Laws. 

Mr.  Goolsby  informed  Council  that  certain 
amendments  to  the  articles  and  by-laws  were  required 
in  order  to  bring  them  into  conformity.  He  explained 
those  amendments  which  would  make  it  possible  for 
alternate  delegates  to  vote  when  serving  in  place  of 
their  delegates  and  discussed  other  structural 
changes. 

It  was  noted  that  the  proposed  amendments  would 
be  referred  to  the  House  of  Delegates  for  definitive 
action. 

Risk  Management. 

The  Medical  Society  of  Virginia  has  been  requested 
to  review  its  role  in  the  Virginia  Risk  Management 
Program.  The  thought  has  been  expressed  that  the 
Society  must  become  more  involved  if  the  program  is 
to  realize  its  fullest  potential. 

Dr.  Green,  Chairman  of  the  special  committee 
looking  into  the  matter,  agreed  that  more  Society 


involvement  is  vital  to  the  program’s  success.  He 
recommended  the  “team  leader”  approach  in  setting 
up  investigating  committees  and  stated  that  seven 
former  members  of  the  Board  of  Medicine  have 
agreed  to  serve  in  this  capacity.  It  was  learned  that 
the  Society’s  Liaison  Committee  to  the  State  Bar  had 
been  briefed  on  the  new  approach  and  indicated  its 
willingness  to  cooperate  and  participate.  It  was  Dr. 
Green's  suggestion  that,  among  other  things,  the 
Society  make  known  to  the  membership  the  reporting 
procedures  used  in  the  Risk  Management  Program. 

It  was  also  Dr.  Green’s  recommendation  that  the 
Society  install  a Watts  line  and  encourage  the  public 
to  discuss  its  grievances. 

The  cost  per  month  would  be  $995  and  use  of  the 
line  would  not  be  restricted  to  patient  complaints.  A 
motion  endorsing  the  Watts  line  recommendation 
was  seconded  and  carried. 

Mrs.  Gordge. 

Council  took  note  of  the  fact  that  Mrs.  Gordge  was 
attending  her  last  meeting  of  Council  as  President  of 
the  Auxiliary.  She  stated  that  the  meetings  had  been 
extremely  helpful  and  had  made  it  possible  for  her  to 
bring  many  matters  of  interest  and  importance  to  the 
Auxiliary  for  its  information  and  follow  through. 

Membership. 

Dr.  Alexander  reported  that  the  Society  has  gained 
338  new  members  thus  far  during  the  year  and  that 
AMA  membership  has  increased  approximately  100. 
He  felt  very  strongly  that  the  Committee  should  con- 
tinue and  that  additional  emphasis  should  be  placed 
on  student  membership.  He  also  expressed  the  hope 
that  greater  effort  will  be  made  to  increase  the  num- 
ber of  AMA  members. 

Mr.  Moore  reported  that  the  Society’s  new  com- 
puter has  been  shipped  and  should  be  operational 
within  a fairly  short  period  of  time.  It  was  mentioned 
by  Dr.  Weyl  that  VaMPAC  had  just  recently  ex- 
ceeded its  1977  membership  total. 

National  Health  Insurance. 

Council,  during  its  meeting  of  July  15,  directed  that 
a special  committee  be  appointed  to  study  Society 
policy  with  reference  to  national  health  insurance. 
The  Committee’s  thoughts  and  recommendations 
were  set  forth  in  a statement  entitled  “Thoughts  on 
National  Health  Insurance”  and  distributed  to  Coun- 
cil prior  to  the  meeting. 

A motion  by  Dr.  Weyl  to  approve  the  statement  as 
presented  was  seconded  and  adopted. 

Public  Relations  Project. 

It  was  recalled  that  the  Lynchburg  Academy  of 
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Medicine  had  been  requested  to  inaugurate  a pilot 
program  involving  public  education  at  the  local  level 
by  means  of  radio  and/or  television.  The  Academy, 
with  the  assistance  of  Burroughs-Welcome  represen- 
tatives, followed  through  as  requested  and  now  has  a 
most  successful  program  underway.  It  features  five- 
minute  radio  interviews  and  some  public  service  pro- 
grams on  TV. 

Dr.  Hagood  stated  that  he  had  requested  Mr.  De- 
Bolt  to  work  with  and  counsel  the  Burroughs-Wel- 
come representatives  in  the  hope  that  programs  of  a 
similar  nature  might  soon  be  implemented  in  other 
areas  of  the  state. 

Cost  Containment. 

Council  was  reminded  of  the  importance  of  the 
voluntary  effort  in  cost  containment.  There  was  wide- 
spread agreement  that  if  such  an  effort  is  to  really  be 
successful,  all  state  medical  societies  must  unite  be- 
hind it.  With  this  thought  in  mind,  the  following 
resolution  was  adopted: 

Whereas,  increases  in  the  cost  of  medical  care  are 
real  and  continuing,  causing  concern  by  individ- 
uals, families,  business,  government  and  physi- 
cians, and 

Whereas,  much  of  the  increase  in  cost  is  caused  by 
new  technology  and  treatement  methods  which  re- 
sult in  better  care,  prolonged  life  or  a better  quality 
of  life,t  and 

Whereas,  other  important  factors  causing  the  in- 
creases in  costs  are  government  regulations,  higher 
labor,  energy  and  malpractice  costs  and  general 
inflation,  and 

Whereas,  the  American  Medical  Association, 
American  Hospital  Association  and  Federation  of 
American  Hospitals  late  in  1977  created  the  Volun- 
tary Effort  aimed  at  moderating  increases  in  hospi- 
tal charges  which  have  already  begun  to  moderate, 
and 

Whereas,  Tom  E.  Nesbitt,  MD,  President  of  the 
American  Medical  Association,  called  on  physi- 
cians in  his  inaugural  address  to  use  similar  re- 
straint in  their  fee  increases,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia 
endorse  the  call  by  AMA  President  Tom  E.  Nes- 
bitt, M.D.,  for  physicians  to  help  moderate  in- 
creases in  medical  care  costs  by  using  appropriate 
restraints  to  keep  fee  increases  more  nearly  in  line 
with  the  annual  increase  in  cost  of  living,  and  be  it 
further 

RESOLVED,  that  The  Medical  Society  of  Virginia 
endorse  the  Voluntary  Effort  as  a responsible  pri- 
vate-sector activity  to  restrain  increases  in  hospital 
costs  without  arbitrary  limits  or  government  inter- 
vention. 


Student  Medical  Society. 

The  Student  Medical  Society  at  the  Medical  Col- 
lege of  Virginia  has  indicated  that  it  intends  to  be- 
come much  more  active  during  the  coming  year.  Con- 
sequently, it  has  requested  The  Medical  Society  of 
Virginia  to  provide  assistance  in  meeting  its  objec- 
tives. 

Dr.  Davis  stated  that  he  had  had  a nice  talk  with 
Mr.  Finestone,  president  of  the  Student  Society,  and 
believed  that  some  assistance  was  in  order.  It  was 
brought  out  that  membership  in  the  student  society  is 
growing  every  year  and  that  it  should  be  commended 
on  its  efforts  to  become  a viable,  meaningful  organi- 
zation. 

Mr.  Finestone  is  particularly  anxious  for  the 
Society  to  be  represented  at  both  the  Annual  Meeting 
of  The  Medical  Society  of  Virginia  and  business  ses- 
sions of  AMA.  He  indicated  that  present  plans  also 
call  for  the  Society  to  sponsor  fall  and  spring  meet- 
ings on  matters  of  special  interest  and  concern. 

A motion  by  Dr.  Weyl  to  provide  financial  assist- 
ance to  ihe  Student  Medical  Society  at  MCV  in  an 
amount  not  to  exceed  $500  was  seconded  and  carried. 
The  motion  made  it  clear  that  the  funds  were  to  be 
used  to  defray  the  expense  of  sending  delegates  to 
meetings  of  The  Medical  Society  of  Virginia  and 
AMA.  It  was  also  agreed  that  vouchers  having  to  do 
with  such  expense  would  be  submitted  by  the  Student 
Society. 

Albemarle  Resolution. 

The  Albemarle  County  Medical  Society  had  sub- 
mitted for  Council’s  consideration  a resolution  en- 
couraging The  Medical  Society  of  Virginia  to  endorse 
legislation  designed  to  provide  perinatal  continuing 
education  to  all  community  hospitals  with  obstetrical 
services  in  Virginia. 

Following  considerable  discussion,  it  was  moved 
that  the  matter  be  referred  to  the  Committee  on 
Maternal  Health  for  a comprehensive  study  of  all 
causes  of  perinatal  mortality  and  morbidity.  The  mo- 
tion was  seconded  and  carried. 

Intermittent  Positive  Pressure  Breathing. 

Dr.  Quincy  Ayscue  discussed  with  Council  a report 
prepared  by  a special  committee  studying  inter- 
mittent positive  pressure  breathing  therapy  in  patient 
care.  Of  particular  interest  were  the  following  five 
recommendations: 

1.  The  Medical  Society  of  Virginia  should  recom- 
mend to  Blue  Cross-Blue  Shield  of  Virginia  that 
we  do  not  concur  in  the  arbitrary  discontinu- 
ance of  reimbursement  for  IPPB  at  this  point  in 
time. 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adiunctive  therapy  in  the  treatment  ot  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  of  this  drug  by  the  National  Academy  ol 
Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  ' prob- 
ably" effective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi 
ness  or  blurred  vision.  In  this  event,  the  patient  should  he  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  ol  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with,  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  ot 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon;  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  lailure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia, 
palpitations;  mydriasis;  cycloplegia,, increased  ocular  tension; 
loss  of  taste,  headache;  nervousness,  drowsiness,  weakness; 
dizziness,  insomnia;  nausea;  vomiting,  impotence;  suppression  of 
lactation;  constipation;  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  of  mental  contusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mo.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  tour  times  daily  Inlants:  Vi 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Imection  Adults  2 ml  (20  mg.)  every  tour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ol  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October,  1976 


T The  National  Heart  and  Lung  Institute  has  un- 
dertaken a nationwide  study  to  evaluate  the  ef- 
fectiveness and  indications  for  the  use  of  IPPB. 
As  we  can  only  anticipate  the  results  of  this 
ongoing  study,  no  drastic  changes  in  third-party 
reimbursement  for  IPPB  would  seem  to  be  ap- 
propriate at  this  time. 

3.  The  Medical  Society  of  Virginia  should  recom- 
mend to  its  individual  members  and  to  the  Vir- 
ginia Hospital  Association  that  formal  docu- 
mentation of  therapeutic  objectives  and 
subsequent  results  would  be  an  appropriate  part 
of  any  patient  record  if  any  form  of  respiratory 
therapy  is  ordered. 

4.  The  Medical  Society  of  Virginia  should  for- 
mally encourage  the  individual  hospital  staffs 
and  the  five  area  PSROs  to  perform  medical 
audits  of  respiratory  therapy  since  IPPB  has 
become  an  area  of  confusion  and  conflicting 
opinion  between  Blue  Cross-Blue  Shield  of  Vir- 
ginia and  practicing  physicians. 

5.  The  Medical  Society  of  Virginia  should  con- 
tinue to  encourage  practicing  physicians  to  be 
cost-conscious  and  to  assume  a posture  of  fiscal 
responsibility,  as  long  as  demonstrable  patient 
outcome  is  not  compromised. 

A motion  by  Dr.  Nipe  to  commend  the  committee  for 
its  work  and  also  to  approve  its  recommendations 
was  seconded  and  adopted.  It  was  agreed  that  the 
recommendations  would  be  sent  to  Blue  Shield  of 
Virginia. 

Health  Services  in  Jails. 

A special  committee,  studying  the  matter  of  health 
services  in  jails,  has  not  yet  had  an  opportunity  to 
meet.  It  is  expected,  however,  that  the  committee  will 
have  a progress  report  for  Council  in  the  very  near 
future. 

Microfilming  of  Physicians’  Records. 

A number  of  physicians,  many  of  whom  are  re- 
tired, have  inquired  concerning  a practical  method  of 
storing  records.  Many  hesitate  to  destroy  patient  rec- 
ords and  find  that  cost  and  space  problems  are  almost 
overwhelming. 

Mr.  Osburn  reported  that  there  exists  a very  ex- 
cellent microfilming  service  which  might  well  provide 
the  answer  to  this  particular  problem.  The  cost  is 
quite  reasonable  and  includes  both  transportation 
and  processing. 

Everyone  agreed  that  such  a service  has  long  been 
needed  and  expressed  the  hope  that  the  Company 
concerned  would  soon  be  advertising  in  Virginia 
Medical. 


Merrell 

ME RRELl- NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
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Legislation. 

Mr.  Goolsby  commented  further  on  the  report  pre- 
pared for  the  Health  Care  Cost  Study  Commission  by 
the  Bureau  of  Insurance.  The  report  contains  some 
recommendations  which  could  conceivably  change 
the  complexion  of  Blue  Cross-Blue  Shield  in  Virginia. 
Mr.  Goolsby  stated  that  he  had  responded  to  the 
report  and  hoped  very  much  that  many  of  the  objec- 
tions would  be  eliminated  from  the  second  draft. 

Medicare  and  Medicaid. 

Dr.  Hagood  reminded  the  district  councilors  that 
he  needed  their  recommendations  for  the  Governor’s 


Advisory  Committee  on  Medicare  and  Medicaid  just 
as  soon  as  possible. 

Special  Recognition. 

Dr.  Hagood  was  commended  on  his  many  accom- 
plishments during  the  year  and  accorded  a rising  vote 
of  appreciation.  He  expressed  his  deep  personal  ap- 
preciation of  the  support  he  had  received  from  Coun- 
cil and  stressed  the  fact  that  working  as  a team  made 
it  possible  to  realize  many  of  the  Society’s  objectives. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  J.  Hagood,  Jr.,  M.D.,  President 


TREATMENTAND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem 


Individual  counseling  and  group 
therapy  are  provided  for  the 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 


FELLOWSHIP  HALL  ,NC. 

P O Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 
Located  off  U S Hwy  No  29  at  Hicone  Road  Exit.  6'^  miles 
north  of  downtown  Greensboro  N C Convenient  to  1-85  1-40 
U S 421  U S 220  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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ABSTRACTS 

The  papers  here  abstracted  are  to  be  presented  on  February  17  at  the  1979  Virginia  Regional  Meeting  of  the 
American  College  of  Physicians,  in  association  with  the  annual  meeting  of  the  Virginia  Society  of  Internal 
Medicine,  at  the  Omni  International  Hotel,  Norfolk,  Virginia. 


Two-Dimensional  Echocardiography.  Randolph  P. 
Martin,  MD,  Charlottesville. 

In  the  25  years  since  the  original  use  of  high-frequency 
reflected  ultrasound  to  record  cardiac  motion,  echo- 
cardiography has  evolved  from  a research  tool  to  a valid 
noninvasive  diagnostic  procedure.  While  time  motion  or 
conventional  single-dimensional  echocardiography  pro- 
vides dynamic  information  about  cardiac  structures,  the 
“ice  pick”-like  nature  of  the  interrogating  beam  only  allows 
for  assessment  of  a small  area  of  the  heart  at  any  one  time. 
The  narrow  field  of  view  limits  the  diagnostic  capabilities  of 
time  motion  echo  and  offers  minimal  information  about  the 
spatial  orientation  of  various  cardiac  structures  and  cham- 
bers. Additionally,  the  format  with  which  single-dimen- 
sional echo  is  presented  is  quite  confusing.  These  factors, 
plus  the  rapid  development  of  improved  medical  and  surgi- 
cal cardiac  therapy,  have  promoted  further  development  of 
echocardiography. 

The  development  of  two-dimensional  wide-angle  echo- 
cardiography represents  a major  milestone  in  the  evolution 
of  ultrasound  as  a diagnostic  tool.  Two-dimensional  echo 
permits  the  viewing  of  cardiac  structures  from  a wide  angle 
and  many  tomographic  planes.  The  wide-angle  real  time 
view  of  cardiac  anatomy  and  function  is  similar  to  that 
previously  obtainable  only  by  invasive  means.  The  ability 
to  image  not  only  chamber  dimensions  but  also  wall  thick- 
ening and  motion  allows  for  assessment  of  right  and  left 
ventricular  function.  Similarly,  the  capacity  to  image  valvu- 
lar orifices  allows  for  non-invasive  assessment  of  patients 
with  rheumatic  valvular  disease.  Of  particular  interest  is  use 
of  this  technique  in  patients  with  suspected  cardiac  mass 
lesions.  Two-dimensional  echo  has  proven  to  be  a useful 
method  of  detecting,  localizing,  and  sizing  cardiac  tumors, 
thrombi,  and  vegetative  endocarditic  masses.  Because  it 
permits  simultaneous  assessment  of  ventricular  function, 
two-dimensional  echo  can  serve  as  an  adjunct  or  alternative 
to  cardiac  catheterization  or  angiography.  Two-dimen- 
sional echo  plays  not  only  a key  diagnostic  role  but  is 
integral  in  determining  therapeutic  interventions  in  patients 
with  suspected  cardiac  masses.  Finally,  the  wide  angle  of 
views  permits  sizing  and  determination  of  distribution  of 
pericardial  effusions;  as  such,  two-dimensional  echo  is  a 
useful  procedure  prior  to  and  during  pericardiocentesis. 

Management  of  Patients  at  Increased  Risk  of  Pre- 
mature Pacemaker  Failure. Lockhart  B.  McGuire, 
MD,  and  Stanton  P.  Nolan,  MD,  Charlottesville. 

During  1975  to  1977,  a series  of  advisory  notices  from  a 
pacemaker  manufacturer  alerted  us  to  an  increased  proba- 


bility of  sudden,  premature  pacemaker  failure  in  217  pa- 
tients. Each  of  three  possible  responses  to  these  recalls  was 
used  among  these  patients:  prophylactic  pulse  generator 
change,  increased  surveillance  without  pulse  generator 
change,  and  routine  surveillance  with  replacement  only 
after  pacing  failure.  During  the  3 yrs  after  implantation  of 
these  pulse  generators,  30  sudden  failures  and  19  incidents 
of  rate  decrease  (indicating  impending  failure)  were  ob- 
served and  all  were  corrected  by  pulse  generator  replace- 
ment. Among  the  50  deaths  were  6 in  which  information  at 
the  time  was  inadequate  to  assess  terminal  pacemaker 
status,  but  overall  mortality  was  not  significantly  different 
from  that  of  other  pacing  series.  The  other  44  deaths  were 
demonstrated  to  be  unrelated  to  rhythm.  Choice  of  man- 
agement in  pacemaker  recalls  should  involve  consideration 
of  projected  frequency  of  failure,  expected  mode  of  failure, 
patient  dependence  on  pacing,  and  presence  of  coexisting 
disease. 


Late  Exercise  Performance  of  Patients  Completing  a 
12-Week  Cardiac  Exercise  Program.  George  W. 
Vetrovec,  MD,  Richmond,  and  Charles  Price, 
MD,  Kilmarnock. 

Cardiovascular  effects  of  exercise  conditioning  are  tem- 
porary unless  regular  exercise  is  maintained.  Although  im- 
mediate improved  exercise  performance  (EP)  after  cardiac 
exercise  programs  (CEP)  has  been  documented,  this  study 
was  undertaken  to  determine  the  late  effect  of  such  pro- 
grams. Of  40  consecutive  patients  (pts)  completing  a 12-wk 
CEP  (1  died,  2 had  subsequent  bypass  surgery,  7 were 
unavailable  because  of  job  commitments),  30  pts  without 
major  medical  therapy  changes  were  retested  5-24  mo 
(mean  14)  after  completion  of  CEP.  Comparisons  of  exer- 
cise performance  were  seconds  of  exercise  time  (ET)  to  the 
highest  equivalent  heart  rate  (HEHR)  achieved  on  each 
graded  exercise  test  (pre-CEP,  post-CEP,  late).  Mean  pre- 
CEP  ET  was  395  sec;  mean  post-CEP  ET  was  487  sec, 
representing  a 23%  improvement  (p  < 0.001 ).  Post-CEP  ET 
(509  sec)  compared  to  late  ET  (471  sec)  at  the  HEHR 
showed  a 7%  decline  (p  < 0.02)  in  EP.  However,  mean  late 
ET  (453  sec)  compared  to  mean  pre-CEP  ET  (401  sec) 
HEHR  showed  a 13%  increase  (p  < 0.05)  in  EP.  Twenty  of 
30  pts  (67%)  had  increased  late  performance. 

All  pts  had  been  prescribed  a long-term  CEP  and  18  of  30 
stated  that  they  had  maintained  regular  exercise,  although 
continued  benefits  were  not  different  for  these  (10  of  18 
improved)  compared  to  the  nonexercising  group  (10  of  12 
improved).  Therefore,  although  late  EP  declines  compared 
to  EP  at  CEP  completion,  a majority  of  pts  participating  in 
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a CEP  maintain  significant  improvement  compared  to  pre- 
CEP  and  demonstrate  long-term  EP  benefits  of  a 12-wk 
exercise  program.  Improvement  persists  despite  lack  of  reg- 
ular exercise,  suggesting  that  pts  are  more  spontaneously 
active  and  persistently  benefit. 


Detecting  and  Localizing  Narrowings  in  the  Left  Ante- 
rior Descending  Coronary  Artery  by  Exercise  Scintig- 
raphy Using  Relative  Quantitation  of  201TI  Redistribu- 
tion, George  J.  Taylor,  MD,  Denny  D.  Watson, 
PhD,  Bruce  C.  Berger,  MD,  George  B.  Crad- 
dock, MD,  and  George  A.  Beller,  MD,  Char- 
lottesville. 

Fifty  patients  (pts)  had  computer-assisted  thallium-201 
(Tl)  exercise  (Ex)  scintigraphy  prior  to  coronary  angiogra- 
phy (CA).  At  peak  Ex,  1.5  mCi  of  Tl  was  given  IV  and 
images  obtained  5-20  min,  60-90  min,  and  2 V6-3  hr  post-Ex. 
Changes  in  regional  myocardial  Tl  counts  were  measured 
from  time-activity  curves  derived  by  placing  regions  of 
interest  over  multiple  scan  segments  (segs).  Perfusion  de- 
fects (PD's)  were  defined  as  (1)  redistribution  of  Tl  on 
delayed  image  of  (2)  >25%  persistent  reduction  in  Tl 
counts. 

Thirty  of  the  50  pts  had  left  anterior  descending  (LAD) 
coronary  artery  narrowing  on  CA.  Twenty-eight  of  these  30 
(93%)  had  prox-LAD  narrowings  and  13  of  these  had  septal 
PD’s;  5 of  the  7 without  septal  PD  (false  negative)  had  only 
50%  narrowings  in  the  prox-LAD.  Seven  other  pts  had 
septal  PD’s  but  did  not  have  prox-LAD  narrowings  on  CA; 
however,  6 of  these  7 pts  with  “false  positive”  scans  had 
total  (5  pts)  or  near-total  (1  pt)  occlusion  of  the  mid-LAD, 
within  1 cm  of  the  first  septal  branch. 

Thus,  Ex  201T1  scintigraphy  is  a sensitive  indicator  of 
LAD  disease.  Inability  to  differentiate  proximal  from  distal 
LAD  lesions  using  septal  PD  may  be  due  to  (1)  low-grade 
prox-LAD  lesions  which  do  not  cause  septal  hypoperfusion 
with  Ex  or  (2)  high-grade  mid-LAD  lesions  which  them- 
selves cause  septal  hypoperfusion  with  Ex. 

Cardiac  Arrhythmias  and  ECG  Abnormalities  in  Tri- 
cyclic Antidepressant  Overdose.  Robert  A.  Fasoli, 
MD,  Frederick  L.  Glauser,  MD,  Richmond. 

Tricyclic  antidepressant  (TCA)  overdose  is  widely  felt  to 
be  associated  with  cardiac  arrhythmias  which  may  occur 
without  warning,  sometimes  late  in  the  clinical  course.  For 
this  reason,  many  institutions  routinely  monitor  cardiac 
rhythm  in  such  patients  for  up  to  72  hr.  A retrospective 
study  was  carried  out  to  analyze  the  clinical  course  of  such 
patients,  with  emphasis  on  cardiac  complications.  Thirty- 
eight  cases  of  TCA  overdose  were  reviewed.  Fourteen  pa- 
tients (36.9%)  were  classified  as  lethargic  or  stuporous  on 
admission,  while  twenty-three  (60.5%)  were  either  com- 
atose or  semicomatose,  nine  requiring  endotracheal  in- 
tubation. Patients  were  continuously  monitored  an  average 
of  60  hr  after  admission. 

Admission  ECGs  were  abnormal  in  a high  number  of 
cases.  The  most  common  abnormalities  were  sinus 


tachycardia  (43%)  and  intraventricular  conduction  defects 
(24%).  Ventricular  ectopy  was  less  common  (7.8%).  ECG 
abnormalities,  with  the  exception  of  sinus  tachycardia  and 
infrequent  PVC’s,  were  associated  with  a severely  depressed 
sensorium  and  disappeared  with  neurological  improve- 
ment, usually  in  24  hr.  No  arrhythmias  were  noted  after  the 
patients  had  become  alert.  Overall  mortality  in  TCA  over- 
dose was  2.6%,  with  no  deaths  in  the  adult  population. 
After  a search  of  the  literature,  we  conclude  that  intensive 
care  unit  monitoring  is  not  indicated  for  prolonged  periods 
once  patients  have  recovered  from  acute  complications  of 
drug  overdose. 

Chronic  Active  Hepatitis.  Harold  J.  Fallon,  MD, 
Richmond. 

Chronic  active  hepatitis  is  an  increasingly  recognized 
disease  of  all  age  groups,  but  the  illness  has  a special 
predilection  for  middle-aged  adults.  The  disease  may  be 
caused  by  at  least  two  strains  of  viral  hepatitis  (hepatitis  B 
and  non  A,  non  B hepatitis)  as  well  as  by  a variety  of 
common  therapeutic  agents  (e.g.  a-methyldopa  and  INH). 
Some  believe  that,  in  some  patients,  chronic  active  hepatitis 
represents  an  idiopathic  immunological  disorder. 

Chronic  active  hepatitis  may  be  totally  asymptomatic; 
occasionally,  it  presents  as  severe  hepatic  failure.  Most 
patients  complain  of  fatigue,  anorexia,  joint  pains,  and 
mild  jaundice.  Moderate  hepatomegaly  and  splenomegaly 
are  common.  Diagnosis  requires  liver  biopsy  for  con- 
firmation and  distinction  of  this  disease  from  chronic  per- 
sistent hepatitis,  a benign  disorder.  Therapy  with  cortico- 
steroids is  most  effective  in  patients  who  are  HBsAg 
negative  in  the  earlier  phases  of  the  disease.  Current  thera- 
peutic trials  are  aimed  at  better  selection  of  patients  who 
will  benefit  from  corticosteroids  and  also  involve  attempts 
with  other  agents  in  patients  who  respond  poorly  to  corti- 
costeroids. 


Results  of  Treatment  of  Obesity  by  Paramedical  Per- 
sonnel. Richard  L.  Atkinson,  MD,  Charlottesville. 

A 3-phase  obesity  treatment  program  conducted  by  para- 
medical personnel  was  developed  to  decrease  patient  costs 
and  demands  on  physician  time.  Phase  I is  a 12-wk  course 
including  instruction  in  nutrition,  medical  physiology,  ac- 
tivity, assertiveness,  psychology  of  obesity,  and  behavioral 
modification  of  lifestyle  and  eating  habits.  Weight  mainte- 
nance techniques  are  emphasized  in  weekly  2-hr  meetings 
conducted  by  nurses  and  dietitians.  Patients  are  seen  in 
brief  individual  sessions  and  then  meet  in  lecture  and  dis- 
cussion groups  of  5.  A target  weight-maintaining  diet  is 
prescribed.  In  Phase  II,  patients  have  options  of  moderate 
to  severe  caloric  restriction  (Diet)  or  protein-sparing  modi- 
fied fast  (PSMF)  and  are  seen  individually.  Patients  reach- 
ing their  target  weight  enter  Phase  III,  are  put  back  on  their 
Phase  I diet,  and  are  seen  at  3-6  mo  intervals.  Weight  gain  is 
treated  aggressively. 

For  the  222  patients  starting  Phase  I (30  confirmed  drop- 
outs, 24  status  uncertain),  mean  weight  loss  in  Phase  I was 
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1 1.6  lbs  (9%  attrition).  Mean  weight  loss  in  92  patients  after 
5 mo  was  32.7  lbs;  52  chose  PSMF  and  39  chose  Diet.  Mean 
starting  weight  (PSMF)  was  239  lbs  and  weight  loss  aver- 
aged 37.2  lbs  (17%  attrition).  Mean  starting  weight  (Diet) 
was  207  lbs  and  weight  loss  averaged  24.5  lbs  (41%  attri- 
tion). Mean  blood  pressure  of  hypertensive  patients  fell 
from  145/96  to  127/80  during  treatment. 

Paramedical  personnel  treated  222  patients  for  5 mo. 
Average  weight  loss  and  attrition  were  32.7  lbs  and  24%, 
with  60%  losing  20  lbs  and  20%  losing  40  or  more  lbs.  Those 
selecting  PSMF  over  Diet  lost  more  weight  with  less  attri- 
tion. Mean  BP  fell  dramatically.  Treatment  of  obesity  by 
paramedical  personnel  is  equal  or  superior  to  physician 
treatment  as  reported  in  the  literature. 

Chronic  Traumatic  Aneurysm  of  the  Thoracic  Aorta: 
Report  of  a Case  Presenting  as  Progressive  Peripheral 
Vascular  Insufficiency.  Clifford  G.  Gaddy,  MD, 
and  Jose  Estevez,  MD,  Danville. 

A 2 cm  aneurysm  of  the  thoracic  aorta  followed  an 
automobile  accident  and  produced  multiple  peripheral  em- 
boli which  eventually  led  to  amputation  of  both  legs;  the 
patient  finally  experienced  occlusion  of  the  abdominal 
aorta  with  massive  infarction  of  both  kidneys  and  the  small 
bowel.  The  aneurysm  produced  none  of  the  usual  compres- 
sion-related symptoms  and  was  not  calcified  (precluding 
diagnosis  by  x-ray).  The  patient  was  seen  with  distal  is- 
chemia of  unknown  etiology  over  10  yr  in  several  hospitals 
and  teaching  institutions.  The  case  illustrates  a rare  mani- 
festation of  traumatic  aortic  aneurysm  which  could  have 
been  diagnosed  and  appropriately  treated  had  the  history 
of  previous  thoracic  trauma  been  properly  evaluated. 

Hypertension  Secondary  to  Intrarenal  Artery  Stenosis. 

Marvin  Goldberg,  MD,  Duane  Wombolt,  MD, 
and  Robert  Wilson,  MD,  Norfolk. 

A 12-yr-old  black  female  was  found  to  be  hypertensive 
during  a routine  school  exam  in  1975.  For  one  yr,  BP  was 
120-130/80-90.  In  January  1975,  she  was  admitted  to  hospi- 
tal complaining  of  headache.  BP  was  130/120;  physical 
exam  was  otherwise  within  normal  limits.  Evaluation 
proved  negative  for  pheochromocytomas,  with  a normal 
IVP  and  renal  scan.  A renal  arteriogram  was  read  as  within 
normal  limits.  Peripheral  vein  renin  was  markedly  elevated 
at  2700  ng/lOOml/hr.  Right  renal  vein  renin  was  1760  and 
left  renal  vein  renin  was  1600  ng/lOOml/hr  with  a ratio  of 
1.7  to  1 (normal  less  than  1.5).  Despite  triple  anti- 
hypertensive therapy,  the  patient  continued  with  diastolic 
BP  to  120-130.  In  August  1977,  super-selective  renal  vein 
renins  were  drawn.  The  right  renal  lower  pole  renin  was  310 
ng/lOOml/hr,  right  renal  upper  pole  renin  705,  right  renal 
vein  415,  vena  cava  382,  left  renal  vein  318  ng/lOOml/hr. 
Original  arteriograms  were  reviewed  with  subtraction  films 
which  revealed  segmental  intrarenal  artery  stenosis.  In  Oc- 
tober 1977,  a saralasin  test  revealed  a 16%  depressor  re- 
sponse (>8%  is  positive).  On  10/25/77,  the  patient  had  a 
partial  right  nephrectomy.  BP  immediately  came  under 
control;  her  most  recent  BP  is  110/60  on  no  medication. 


Asbestos-Related  Disease.  James  P.  Baker,  MD, 
Norfolk. 

The  occupational  exposure  to  asbestos  in  the  ship- 
building industry  has  been  a fact  of  life  for  many  years  in 
eastern  Virginia.  As  knowledge  regarding  asbestos-related 
disease  has  become  available,  the  industry  has  become 
greatly  concerned  and  has  made  significant  changes  in  prac- 
tices relating  to  use  of  asbestos.  Numerous  authors  have 
detailed  the  problems  of  asbestos-related  disease,  the  four 
most  serious  of  which  are  (1)  asbestosis,  (2)  pleural  and 
peritoneal  mesothelioma,  (3)  lung  carcinoma,  and  (4)  other 
gastrointestinal  malignancies.  The  problems  of  exposure, 
histories  of  individuals  who  develop  disease,  and  diagnosis 
and  treatment  will  be  reviewed.  In  addition,  the  frequency 
of  asbestos-related  disease  in  the  Norfolk  hospitals  will  be 
reviewed  and  compared  to  the  national  and  international 
experiences. 

Evidence  for  Indigenous  Epidemic  Typhus  in  Virginia. 

James  M.  Veazey,  Jr.,  MD,  Richard  J.  Duma,  MD, 
Richmond,  Daniel  Sonenshine,  PhD,  Norfolk,  Ben- 
nett Elisberg,  MD,  F.  Marilyn  Bozeman,  MS, 
Bethesda  MD. 

In  November  1977,  a previously  well,  20-yr-old  white 
female  experienced  an  illness  characterized  by  sudden  onset 
of  fever,  shaking  chills,  malaise,  and  generalized  myalgias, 
but  no  rash.  Sera  obtained  on  days  12  and  19  of  her  illness 
revealed  an  unchanged  Proteus  OX-19  antibody  (ab)  titer 
of  1 :2560  and  a rise  in  Proteus  OX-2  titer  from  1:80  to 
1 :640.  Rocky  Mountain  spotted  fever  (RMSF)  complement 
fixation  (CF)  levels  for  both  sera  were  <1:8,  while  typhus 
group  CF  levels  rose  from  1:32  to  1:128.  Immuno- 
fluorescent  (IF)  ab  and  toxin  neutralization  (TN)  tests  for 
Rickettsia  prowazekii  on  serum  obtained  in  March  1978 
were  positive  at  1:640  and  protective  at  1:64,  while  TN 
titers  were  <1:13  for  R.  typhi  and  <1:11  for  R.  Canada , 
indicating  that  the  woman's  illness  was  epidemic  typhus 
and  not  murine  typhus. 

Animal  trapping  done  in  June  1978  in  the  wooded  areas 
around  the  woman’s  home  yielded  19  flying  squirrels 
( Glaucomys  volans),  17  of  which  had  circulating  IF  ab 
against  R.  prowazekii  titered  up  to  1 : 2560.  Attempts  to 
recover  R.  prowazekii  from  pools  of  lice,  fleas,  and  mites 
removed  from  these  animals  were  negative.  However,  the 
evidence  strongly  suggests  that  epidemic  typhus  was  ac- 
quired from  a wild  animal  reservoir,  probably  flying  squir- 
rels. Thus,  man  no  longer  appears  to  be  the  sole  reservoir  of 
R.  prowazekii , and  occasional  infections  suggestive  of 
RMSF  (especially  if  out-of-season)  or  murine  typhus  may 
actually  represent  epidemic  typhus. 

Chronic  Intravascular  Coagulation  Syndrome  Associ- 
ated with  Dissecting  Aneurysm.  Daniel  Santacruz, 
MD,  Norfolk. 

Several  entities  are  known  to  trigger  the  complicated 
system  of  coagulation  in  the  intact  vasculature.  Aortic  an- 
eurysm has  recently  been  cited  as  a cause  of  disseminated 
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intravascular  coagulopathy  (DIC).  Not  more  than  9 cases 
have  been  described  since  Fine’s  1969  report.  We  describe  a 
case  of  DIC  in  a patient  with  stable  chronic  dissecting 
aneurysm.  Several  diagnostic  criteria  cited  elsewhere  and 
repeated  here  are  of  value  in  implying  aortic  aneurysm  as  a 
cause  of  DIC.  Direct  contact  of  red  blood  cells  and  coagu- 
lation factors  have  been  suggested  as  triggers  of  the  coagu- 
lation abnormalities.  Heparin  was  shown  to  be  of  value 
with  DIC  and  corrected  the  coagulation  abnormalities  in 
our  case,  whereas  anti-platelet  drugs  did  not.  This  presenta- 
tion contributes  to  the  observation  of  a relationship  be- 
tween dissecting  aneurysm  and  DIC  as  previously  reported 
by  others. 


Methyldopa  (MD)-Induced  Alteration  in  Lymphocyte 
and  Monocyte  Function:  A Proposed  Mechanism  for 
MD-Induced  Autoimmune  Hemolysis.  Howard  H. 
Kirtland,  MD,  David  A.  Horwitz,  MD,  and  Dan- 
iel N.  Mohler,  MD,  Charlottesville. 

RBC  autoantibodies  are  frequently  induced  by  MD,  but 
hemolysis  is  uncommon.  We  have  demonstrated  previously 
that  MD  can  increase,  both  in  vitro  and  in  vivo,  the  intra- 
cellular concentration  of  lymphocyte  cyclic  AMP.  In  order 
to  evaluate  the  hypothesis  that  MD  induces  autoimmune 
phenomena  through  a direct  effect  on  the  immune  system 
mediated  by  cyclic  AMP  (cAMP),  we  isolated  peripheral 
blood  mononuclear  cells,  monocytes,  T cells,  and  B cells  by 
standard  centrifugation,  adherence,  and  rosetting  methods. 
We  found  that  (1)  MD  10~4M  significantly  elevated  the 
cAMP  concentration  of  monocytes,  T cells,  and  B cells.  (2) 
MD  10~4M  and  dBcAMP  1CP3M  inhibited  the  proliferative 
response  of  unseparated  mononuclear  cells  to  phytohemag- 
glutinin and  concanavalin  A by  35  ± 12%.  (3)  This  inhibi- 
tion was  due  to  a specific  effect  upon  T cells;  only  when  T 
cells  were  exposed  to  MD  or  dBcAMP  was  inhibition  of  the 
proliferative  response  noted.  (4)  MD  10“4M  and  dBcAMP 
10~3M  inhibited  monocyte  cytotoxicity  determined  by  lysis 
of  IgG-coated  human  RBC.  We  propose  that  MD-induced 
increases  in  cAMP  concentration  in  T cells  and  monocytes 
may  lead  to  altered  antigen  presentation  and  loss  of  sup- 
pressor function,  with  unregulated  auto-antibody  produc- 
tion by  B cells.  Finally,  the  inhibition  of  monocyte  anti- 
body-dependent cytotoxicity  by  MD  may  explain  the  low 
incidence  of  hemolysis  associated  with  MD-induced  RBC 
autoantibodies. 


Vitamin  B12  Deficiency  in  a Vegan  (Hoof  Beats — 
Horse  or  Zebra?).  Munsey  S.  Wheby,  MD,  Char- 
lottesville. 

Patients  with  clinically  apparent  vitamin  B12  deficiency 
rarely  develop  the  deficiency  as  a result  of  inadequate 
dietary  intake  of  the  vitamin  (zebra).  Lack  of  intrinsic 
factor  secretion — pernicious  anemia — is  a more  likely  cause 
(horse).  Nevertheless,  with  B12  deficiency  in  the  setting  of 
strict  veganism,  the  hoof  beats  sound  more  zebroid. 

We  studied  a 72-yr-old  woman  and  her  husband  of  the 
same  age.  Her  illness  was  characterized  by  forgetfulness, 


crying  without  provocation,  numbness  of  the  hands,  and 
weight  loss.  Neurological  examination  showed  loss  of 
higher  intellectual  function  and  decreased  vibratory  sensa- 
tion and  propioception  in  the  feet.  Laboratory  studies  re- 
vealed hematocrit  36%  and  MCV  116.  Bone  marrow 
showed  megaloblastic  development.  Serum  B12  was  65  pg/ 
ml  (normal  >200).  Serum  folate  was  3 ng/ml  (normal 
>3.5).  Detailed  review  of  the  diet  consumed  for  over  40  yr 
by  the  patient  and  her  husband  indicated  a strict  vegetar- 
ian, “natural”  diet  extremely  low  in  vitamin  B12.  They 
consumed  nothing  of  animal  origin  (the  source  of  B12  in 
human  diets)  except  for  an  occasional  egg  used  in  cooking. 
Interestingly,  the  husband’s  serum  B12  assay  was  240  pg/ml, 
which  suggested  lack  of  adherence  to  the  diet  or  another 
factor  in  the  patient.  Further  study  of  the  patient  revealed 
gastric  achlorhydria,  absence  of  intrinsic  factor  in  the  gas- 
tric juice,  and  vitamin  B12  studies  indicative  of  pernicious 
anemia.  The  role  of  the  low  intake  of  vitamin  B12  in  the 
development  of  this  disorder  is  not  certain. 

Thus,  when  you  hear  hoof  beats  and  think  you  see  a 
zebra,  look  carefully  for  a horse  in  striped  pajamas. 


Association  of  Dichloronated  Benzene  Derivatives  with 
Aplastic  Anemia.  James  W.  Reid,  MD,  and  Raul 
Morin,  MD,  Portsmouth. 

We  report  two  cases  of  aplastic  anemia  apparently  result- 
ing from  exposure  to  a dichloronated  benzene  compound. 
Case  1:  A 4-yr-old  boy  presented  to  the  hospital  in  1974 
with  fatigue,  viral  illness,  and  bleeding.  CBC  showed  hema- 
tocrit 18%,  WBC  2400/mm3,  platelets  20,000/mm3.  Mar- 
row was  aplastic  on  biopsy.  His  family  gave  a history  of 
exposure  to  vaporized  paradichlorobenzene  60  days  prior 
to  presentation.  In  1976,  an  HLA-mismatched  bone  mar- 
row transplant  from  the  father  was  attempted,  but  engraft- 
ment  rapidly  failed  and  he  did  not  improve.  He  is  surviving 
on  intense  supportive  therapy.  Case  2:  A 30-yr-old  female 
presented  in  1978  with  pancytopenia.  Bone  marrow  was 
aplastic.  For  several  months  prior  to  presentation,  she  had 
worked  in  a leather-tanning  industry  which  required  close 
exposure  to  orthodichlorobenzene. 

A literature  search  did  not  reveal  other  cases  of  aplasia 
after  exposure  to  either  para-  or  orthodichlorobenzene. 
These  two  cases  suggest  that  the  dicholoronated  benzene 
derivatives  may  be  an  unrecognized  cause  of  some  cases  of 
aplastic  anemia  and  should  be  handled  with  the  same  cau- 
tion now  accorded  benzene  and  hexachlorobenzene. 


Therapy  and  Prognosis  of  Adult  Acute  Leukemia:  An 
Update.  Charles  E.  Hess,  MD,  Charlottesville. 

Improved  survival  in  adult  acute  leukemia  depends  on 
the  achievement  of  a complete  remission  (CR).  Median 
survival  for  untreated  patients  and  for  those  who  fail  to 
achieve  CR  is  <6  mo.  The  CR  rate  with  single  agents 
ranges  from  5-10%  with  methotrexate  to  25-50%  with  adria- 
mycin  (ADR)  alone,  compared  to  75-80%  with  various 
combinations  which  usually  include  ADR,  6-thioguanine, 
and  cytosine  arabinoside.  The  median  survival  of  patients 
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who  achieve  CR  with  combination  drugs  followed  by  main- 
tenance therapy  is  now  >20  mo.  Although  consolidation 
therapy  failed  to  improve  the  duration  of  CR  and  survival, 
late  intensification  therapy  still  holds  some  promise.  The 
percentage  of  patients  with  apparent  cure  (relapse-free  and 
off  drugs  5 yr  from  time  of  diagnosis)  continues  to  increase 
(2-5%).  Pretreatment  factors  that  adversely  affect  prognosis 
include  advanced  age,  cytogenetics,  preleukemic  phase,  fe- 
ver, Auer  rods,  and  liver  involvement. 

Advances  in  supportive  care  have  been  a major  factor  in 
the  improvement  in  CR  rate  and  survival.  The  availability 
of  platelet  transfusions  (random,  single,  sibling,  and  HLA- 
matched  donors)  has  markedly  reduced  the  death  rate  due 
to  hemorrhage  during  induction.  Treatment  of  bacterial 
and  certain  fungal  infections  during  the  induction  period 
has  improved  significantly,  but  death  from  infection,  usually 
from  gram-negative  organisms,  fungi,  or  viruses,  continues 
to  be  a major  problem  during  induction.  Although  gran- 
ulocyte transfusions  have  reduced  the  number  of  severe 
infections  and  febrile  days  during  induction,  the  CR  rate 
and  survival  have  not  improved.  The  value  of  the  “pro- 
tected environment”  (laminar-air  flow  rooms,  bowel  steri- 
lization, skin  antisepsis,  and  diets  low  in  bacterial  burden) 
has  yet  to  be  established.  Bone  marrow  transplantation 
(syngeneic,  allogeneic,  and  autologous)  has  great  potential 
and  there  are  several  apparent  “cures,”  particularly  with 
syngeneic  transplants.  However,  the  problem  with  trans- 
plantation biology  (e.g.,  graft  versus  host  disease)  contin- 
ues to  be  a formidable  one. 


Successful  Control  of  Hemodialysis-Associated  Ascites 
by  Peritoneal-Venous  Shunting.  John  W.  Bagwell, 
MD,  and  Newell  R.  Falkinburg,  MD,  Roanoke. 

Cachexia  with  ascites  is  an  increasingly  recognized  com- 
plication in  patients  undergoing  maintenance  hemodialysis. 
The  pathogenesis  of  this  entity  is  unknown.  It  is  usually 
associated  with  seven  cachexia  and  hypertension  of  the 
“high  renin”  variety.  Treatment  has  been  unsuccessful,  but, 
recently,  encouraging  results  have  been  reported  following 
bilateral  nephrectomy. 

We  studied  a 47-yr-old  male  hemodialysis  patient  who 
developed  tense  ascites  with  cachexia  over  the  preceding 
year.  Repeated  physical  examinations  failed  to  document 
any  evidence  of  cardiac,  hepatic,  or  infectious  disease.  Liver 
function  was  normal  and  serum  proteins  were  within  nor- 
mal limits.  His  serum  chemistries  suggested  adequate 
dialysis.  Plasma  levels  of  vitamins  C,  B12,  B6,  and  folic  acid 
were  normal.  Chemical  and  cytological  characteristics  of 
blood  and  sputum  were  negative  as  was  a second-strength 
PPD.  The  plasma  renin  was  markedly  elevated  and  a liver 
biopsy  was  normal. 

Daily  hemodialysis  with  aggressive  ultrafiltration  and, 
subsequently,  bilateral  nephrectomy  were  unsuccessful  in 
inducing  remission.  A peritoneojugular  (Levine)  shunt  was 
then  performed.  Intensive  diafiltration  was  then  instituted 
to  contract  intravascular  volume  and  an  abdominal  binder 
was  used  to  enhance  the  flow  of  ascitic  fluid  from  perito- 
neum to  blood.  This  was  also  effective  in  maintaining  intra- 


vascular volume  during  the  procedure.  A prompt  remission 
of  ascites  and  cachexia  was  then  seen. 

Dialysis-associated  ascites  is  not  always  relieved  by  bilat- 
eral nephrectomy.  A peritoneojugular  shunt  affords 
prompt  relief  of  this  syndrome.  The  pathogenesis  of  this 
problem  is  unknown  but  probably  involves  abnormal  peri- 
toneal transport. 


When  to  Do  Body  Computed  Tomography.  Robert  A. 
Woolfitt,  MD,  Norfolk. 

Current  uses  of  body  computed  tomography  in  eval- 
uating the  pulmonary  parenchyma,  mediastinum,  liver, 
pancreas,  retroperitoneum,  and  pelvis  will  be  discussed  and 
illustrated. 
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“My,  my,  Mr.  Kessler.  That  certainly  is  a nasty 
side  effect  you’ve  got  there.” 

Drawing  by  Lorenz;  © 1978  The  New  Yorker  Magazine,  Inc. 
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Farewell,  1978!  Greetings,  1979! 


ALL  of  us  at  Virginia  Medical  hope  that  all  of 
you  had  a good  year  of  1978,  and  a holiday 
season  HI  led  with  abundant  cheer  and  happiness. 
Now  we  wish  for  you  an  even  better  1979. 

Among  our  list  of  New  Year's  resolutions  is  a 
determination  to  make  Virginia  Medical  a more 
effective  journal  to  serve  you  better,  and  to  encourage 
a greater  participation  by  you  in  all  of  its  aspects.  We 
look  forward  to  having  your  opinions  expressed  in 
Letters  to  the  Editors,  or  Point  of  View,  or  whatever 
format  you  wish,  as  well  as  the  observations  you 
make  in  your  practice  of  medicine  that  may  be  of 
interest  to  your  fellows. 


This  is  also  the  appropriate  time  to  express  appre- 
ciation for  a job  well  done  and  to  thank  the  members 
of  the  Editorial  Board,  our  Associate  Editors,  Doc- 
tors Bvrd  Leavell  and  Duncan  Owen,  and  the  many 
who  reviewed  and  helped  us  evaluate  the  manuscripts 
submitted  during  the  past  year.  It  takes  a great  many 
people  to  put  together  a journal  such  as  ours,  but  the 
single  individual  who  makes  it  all  possible  is  our 
efficient  and  capable  Managing  Editor,  Mrs.  Ann 
Gray.  Without  her  there  would,  literally,  be  no  Vir- 
ginia Medical. 

We  await  with  great  interest  all  that  1979  will 
bring.  W.  T.  T.,  Jr. 


Introducing: 

The  Virginia  Voluntary  Formulary 


AS  we  ring  out  the  old  1978,  we  ring  in  not  only  a 
new  year  but  for  Virginians  a new  official  guide 
to  prescribing — the  Virginia  Voluntary  Formulary. 
By  act  of  the  General  Assembly  in  1976,  an  Advisory 
Board  was  established  and  has  labored  mightily  ever 
since  to  bring  into  being  a voluntary  system  which 
will  make  effective  drug  therapy  cheaper  for  the  pa- 
tient, simpler  for  the  pharmacist,  and  no  trouble  for 
the  physician.  Does  it  all  sound  too  good  to  be  true? 
Can  one  also  believe  that  none  of  these  parties  need 
participate  at  all  unless  he  wants  to?  Read  on. 

The  stated  goal  of  the  legislation  was  the  pub- 
lication of  a Formulary,  which  would  be  a compre- 
hensive list  of  useful  drugs,  commonly  prescribed, 
and  available  from  more  than  one  source  of  supply. 
But  the  critical  requirement  in  the  law  was  that  any 
product  so  listed  must  be  determined  to  be  “either 
therapeutically  or  chemically  interchangeable  with 
. . . other  products  of  the  same  established  name.”  In 


short,  the  Advisory  Board,  which  was  chaired  by  Dr. 
Albert  J.  Wasserman  of  the  Medical  College  of  Vir- 
ginia, was  asked  to  provide  assurance  that  all  drug 
products  listed  were  therapeutically  equivalent. 

That  was — and  is — a tall  order  indeed.  Many  states 
have  enacted  laws  to  permit  some  form  of  generic 
substitution,  and  they  all  seem  to  have  chosen  differ- 
ent ways  of  securing  this  assurance.  The  Virginia 
Voluntary  Formulary  Advisory  Board  has  consid- 
ered them  all  and  has  come  up  with  its  own  approach, 
which  though  perhaps  more  tedious,  may  in  the  end 
prove  to  be  safest  and  surest. 

The  basic  assumption  of  the  Board  has  been  that  if 
a drug  company  is  asked  the  proper  questions  about 
its  products,  the  answers  can  be  used  to  assess  the 
purity,  safety,  uniformity  and  bioavailability  of  its 
products.  And  if  in  all  respects  these  answers  jibe 
with  those  provided  for  the  innovator  drug,  then  the 
two  products  are  very  probably  therapeutically 
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equivalent.  And  the  physician  and  pharmacist  who 
can  thus  assist  their  patients  to  obtain  the  cheaper  of 
the  two  are  rendering  a real  service  and  helping  to 
contain  medical  costs. 

In  order  to  be  listed  in  the  Formulary,  therefore, 
each  drug  vendor  must  for  each  drug  product  provide 
the  following  quality  control  information: 

• Identification  of  both  manufacturer  and  supplier. 

9 Dates  and  quantities  of  last  six  production  lots. 

® Statistical  data  regarding  content  or  weight  uni- 
formity. 

® Disintegration  or  (when  available)  dissolution 
times. 

® Shelf  life  and  stability. 

» Any  rejections  (except  for  price)  by  the  Depart- 
ment of  Defense,  and  any  drug  recalls,  must  be 
explained  in  detaii. 

Further,  the  vendor  is  also  asked  to  provide  bioa- 
vailability data  whenever  this  could  be  a critical  fac- 
tor— usually  the  case  involving  oral  medications. 
Such  reports  would  include: 

• The  name  of  the  testing  laboratory,  the  date  of 
the  study,  the  number  of  subjects  involved,  type 
of  assay  proceedure,  dosage  form  tested  (includ- 
ing lot  numbers)  etc. 

• The  mean  plasma  curves,  and  the  dispersion 
about  the  mean. 

• The  values  for  area  under  the  plasma — time 
curve. 

• The  mean  and  individual  peak  plasma  concentra- 
tions. 

• The  mean  and  individual  times-to-peak. 

• If  multiple  doses  or  urinary  excretion  are  em- 
ployed, individual  data  and  means,  with  dis- 
persions about  the  mean,  and  tests  of  signifi- 
cance. 

Asked  these  questions,  every  vendor  of  drugs  to  be 
sold  throughout  the  Old  Dominion  has  two  op- 
tions— he  can  supply  the  answers,  or  he  can  elect  not 
to  be  listed.  To  the  extent  that  the  answers  are  cor- 
rect, and  that  the  Board’s  interpretation  of  the  data  is 
valid,  the  drug  products  listed  should  be  therapeutic- 
ally equivalent  to  the  innovator  drug. 

The  new  Formulary  lists  several  hundred  drugs  by 
generic  name,  with  acceptable  vendors  for  each  dos- 
age form.  Pharmacists  have  generally  welcomed  the 
concept  of  the  Formulary  because  it  allows  them  to 
limit  their  selection  to  relatively  few  suppliers  for 
their  drug  stocks.  Physicians  may  find  it  equally  use- 
ful to  assure  themselves  that  the  drugs  they  prescribe 
have  acceptable  generic  substitutes. 

All  of  this  professional  expertise  avails  the  con- 
sumer naught  unless  the  physician  signs  the  pre- 
scription blank  on  the  line  marked  “Voluntary  For- 
mulary permitted”;  he  has  the  alternative  option  of 


signing  on  the  line  marked,  “Dispense  as  written”.  If 
he  chooses  the  adventure  of  the  former,  the  pharma- 
cist who  receives  the  prescription  may  voluntarily 
substitute  a cheaper  product  from  a vendor  listed  in 
the  Formulary,  adjusting  his  records  accordingly.  If 
he  does,  he  is  obligated  to  pass  on  to  the  customer  the 
monetary  savings  thus  realized.  Most  pharmacists 
will  be  happy  to  do  this  for  the  sake  of  the  good  will 
of  their  regular  patrons. 

The  final  impact  of  this  legislation,  and  of  all  the 
activity  of  the  Board  and  the  Department  of  Health, 
depends  on  the  confidence  and  the  cooperation  of  the 
professionals  and  the  awareness  of  the  consumer.  It  is 
expected  that  all  these  factors  will  progressively  in- 
crease, with  growing  familiarity  over  the  passage  of 
time. 

But  the  whole  process  has  to  start  with  a change  on 
the  part  of  the  physician,  breaking  old  habit  patterns, 
trying  to  save  his  patient  a little  money,  doing  some- 
thing new  and  dilferent — like  signing  his  name  to  the 
line:  “Voluntary  Formulary  permitted.” 

John  A.  Owen,  Jr.,  MD 
University  of  Virginia  School  of  Medicine 
Charlottesville  VA  22901 

International 
Year  of  the  Child 

ICT7Q  ^as  *Deen  designated  as  the  International 
^ Year  of  the  Child.  The  United  States  has 
always  prided  itself  on  its  devotion  to  children.  Yet 
for  many  American  children  the  dream  never  comes 
true.  Each  year  thousands  are  killed  or  suffer  pre- 
ventable injuries  in  accidents.  Far  too  many  must 
cope  with  life-long  problems  because  of  poor  nutri- 
tion; millions  are  unprotected  from  crippling  and 
even  lethal  communicable  disease.  There  are  other 
major  problems:  drug  abuse,  infant  mortality,  teen- 
age pregnancy  (an  estimated  one  million  pregnant 
teenagers  today),  inadequate  foster  care,  handi- 
capped children  and  others. 

The  American  Academy  of  Pediatrics  will  initiate  a 
nationwide  program,  “The  AAP  Speaks  Up  for  Chil- 
dren.” This  program  will  emanate  from  each  AAP 
chapter,  and  the  members  will  seek  to  make  America 
aware  of  these  problems.  Methods  to  be  utilized  will 
include  imaginative  use  of  print  and  broadcast  media, 
the  reinforcement  of  such  efforts  in  pediatric  offices, 
clinics,  and  communities,  and  effective  advocacy  with 
government  and  other  organizations. 

The  program  will  focus  on  these  subject  areas: 

I.  Immunization.  Because  children  must  be  pro- 
tected against  diseases  (supposedly  “conquered”) 
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that  are  still  capable  of  producing  epidemics.  Al- 
though most  states  have  laws  requiring  complete  im- 
munization of  children  upon  school  entry,  these  laws 
are  not  strictly  enforced.  An  immediate  goal,  there- 
fore, is  enforcement  of  these  laws.  Long-term  goals 
focus  on  improvements  in  techniques  for  recording 
immunization,  the  need  to  provide  immunization  as 
part  of  a total  health  care  program,  compensation  for 
children  injured  by  vaccine  administration,  and  accu- 
rate reporting  of  communicable  diseases. 

2.  Nutrition.  Because  good  nutrition  starting  at 
conception  and  continuing  through  adulthood  is 
basic  to  a healthy,  productive  life.  The  federal  gov- 
ernment’s program  of  supplemental  feeding  for 
women,  infants,  and  children  (WIC)  helps  provide 
food  for  such  purposes,  and  the  AAP  chapters  will 
seek  to  ensure  that  WIC  programs  are  functioning  at 
optimal  levels  of  efficiency  and  service  in  every  state. 
Long-range  goals  include  increasing  the  opportuni- 
ties for  mothers  to  breastfeed  their  infants  and  the 
assurance  of  an  adequate  fluoride  intake  for  every 
child. 

3.  Accident  Prevention.  Because  accidents  are  the 
greatest  cause  of  suffering  and  death  among  Ameri- 
can children,  because  automobile  accidents  are  the 
single  largest  killer  of  American  children,  and  be- 
cause the  vast  majority  of  such  deaths  and  injuries 
could  be  prevented  through  the  use  of  proper  re- 
straints, the  chapters  will  seek  passage  of  state  laws, 
requiring  the  use  of  appropriate  child  restraints  for 


children  weighing  less  than  40  pounds.  (The  proto- 
type is  the  Tennessee  law,  promoted  by  the  Tennessee 
Chapter  of  the  AAP.)  Other  long-range  goals  in  this 
area  include  the  development  of  public  information 
material,  regulations  regarding  the  use  of  flotation 
devices  for  children  on  boats,  promotion  to  ensure 
that  every  child  is  a swimmer,  bicycle  safety,  and 
special  education/licensure  for  school  bus  drivers. 

4.  Health  Education.  Because  developing  healthy 
lifestyles  in  childhood  can  improve  disease  patterns  in 
adult  life.  The  chapters  of  the  AAP  seek  the  estab- 
lishment of  comprehensive  health  education  pro- 
grams in  all  primary  and  secondary  schools,  and  the 
assurance  that  teachers  in  such  programs  are  prop- 
erly qualified.  Long-range  goals  include  the  expan- 
sion of  the  health  education  concept  to  community- 
wide programs  in  a variety  of  areas. 

While  the  “Speak  Up  for  Children”  program  will 
be  the  primary  thrust  of  the  Academy  in  the  Inter- 
national Year  of  the  Child,  there  will  be  other  pro- 
grams, too.  It  is  anticipated  that  the  American  Acad- 
emy of  Pediatrics  will  join  hands  with  other 
organizations  (not  necessarily  medical)  in  the  promo- 
tion of  special  projects.  The  American  Academy  of 
Pediatrics  would  like  to  issue  an  invitation  to  any 
organization  so  inclined.  The  International  Year  of 
the  Child  will  be  a very  special  year. 

Edwin  L.  Kendig,  Jr.,  MD 
President,  American  Academy  of  Pediatrics 
5801  Bremo  Road,  Richmond  VA  23226 


How  to  Prescribe  Under  the  New  Law 


Virginia  physicians  must  order  new 
prescription  forms  for  use  beginning 
January  1 , 1979,  to  meet  requirements 
of  the  Virginia  Voluntary  Formulary 
legislation.  Note  the  two  lines  for  sig- 
nature on  the  sample  at  right;  they 
must  appear  as  shown  on  every  form. 

Signature  on  the  “Voluntary  For- 
mulary permitted”  line  signals  to  the 
pharmacist  that  he  may  select  a drug 
product  from  the  approved  Formulary 
list.  The  bottle  dispensed  and  the  pre- 
scription filed  will  specify  the  product 
dispensed. 

The  physician  may  use  either  trade 
or  generic  name  in  specifying  the  pre- 
scribed drug. 

Signature  on  the  “Dispense  as  writ- 
ten” line  orders  the  pharmacist  to  do 
exactly  that;  no  alternative  is  permitted. 

This  message  also  appeared  in  Virginia  Medical  for  August  and  September,  1978. 


JOHN  R.  DOE,  M.D. 

Telephone  RICHMOND,  VIRGINIA  DFA  No/lfl  0 I *{  fC 


Name. 


Address. 


/Ar+  <S.  *7 MajuX 


ft 


.Date 


'iso 

•fill  {o^l  2 3 PRNT  0 

Ohl 

Voluntary  Formul 


■ M.D. 


.M.D. 


Formulary  permitted 


Dispense  as  written 
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VI RGIT  HA  M EDICAL  OBITUARY 


William  F.  Bryce,  Sr*,  MD 

Dr.  William  F.  Bryce,  Sr.,  ophthalmologist  in  pri- 
vate practice  in  Richmond  from  1938  until  his  retire- 
ment last  year  and  an  associate  professor  of  clinical 
ophthalmology  at  the  Medical  College  of  Virginia  for 
31  years,  died  November  12,  1978,  at  a Richmond 
hospital.  He  was  68. 

A native  of  Richmond  and  a graduate  of  its  public 
schools,  Dr.  Bryce  was  graduated  from  the  Univer- 
sity of  Richmond  and  the  Medical  College  of  Vir- 
ginia. He  was  a fellow  at  the  Mayo  Clinic  in  1935- 
1936  and  then  served  18  months  at  the  Brooklyn  Eye 
and  Ear  Hospital.  He  had  been  a consultant  in  oph- 
thalmology for  the  US  Army  at  Fort  Lee  and  served 
on  the  staffs  of  numerous  Richmond  hospitals. 

His  memberships  included  The  Medical  Society  of 
Virginia;  the  Richmond  Academy  of  Medicine;  the 
Richmond  Eye,  Ear,  Nose,  and  Throat  Society;  the 
Virginia  Society  of  Opthalmology  and  Otolar- 
yngology; the  American  Medical  Association;  and 
the  American  College  of  Surgeons. 

Memoir  of  Z.  A.  Boynuk 
1920-1978 

By  J.  E.  Bolton,  MD,  and  J.  S.  Faulconer,  MD 

Dr.  Ziyaettin  Asim  Boynuk  was  born  in  Adapa- 
zari,  Turkey,  on  April  13,  1920  and  died  in  Madison 
Heights,  Virginia,  on  October  4,  1978.  He  graduated 
from  the  University  of  Istanbul  Medical  School  in 
1944.  Following  a year’s  internship  in  Istanbul,  he 
served  a three-year  residency  in  internal  medicine 
from  1944  to  1947,  also  in  Istanbul,  and  subsequently 
became  board  certified  in  internal  medicine  in  Tur- 
key. A recipient  of  a Fulbright  scholarship,  he  came 
to  this  country  in  1952  and  received  special  training 
in  diseases  of  the  chest  at  the  Albert  Einstein  Medical 
Center  in  Philadelphia  and  at  the  Alexandria  Hospi- 
tal in  Alexandria,  Virginia.  It  is  of  interest  to  note 
that  his  chief  of  medicine  in  the  latter  institution 
made  the  following  comment  in  a letter  of  recommen- 
dation; “Dr.  Boynuk  was  an  excellent  resident.  He 
was  very  much  a gentleman  and  a very  fine  clinician. 
His  only  handicap  was  a certain  reticence  which  kept 
him  from  being  tough  enough  on  the  interns  and 
residents  under  him.  In  many  ways,  he  was  perhaps 


the  most  intelligent  and  best  trained  resident  we  have 
had.” 

Dr.  Boynuk  later  served  on  the  staff  of  the  Rutland 
State  Hospital  before  coming  to  this  area  to  be  a 
member  of  the  staff  at  the  Lynchburg  Training 
School  and  Hospital  for  seven  years.  He  was  licensed 
to  practice  medicine  both  in  the  state  of  Virginia  and 
the  state  of  Michigan  in  1972.  He  practiced  internal 
medicine  in  Eloise,  Michigan,  and  in  Front  Royal, 
Virginia,  before  coming  to  open  an  office  of  family 
practice  in  Madison  Heights  in  1974. 

He  was  a member  of  the  American  Medical  Associ- 
ation and  The  Medical  Society  of  Virginia.  He  was 
married  to  Berta  Chumbley  Boynuk  of  Madison 
Heights,  Virginia.  Having  been  on  the  staff  of  both 
hospitals  in  Lynchburg,  he  was  named  to  the  active 
staff  as  of  December  1,  1977. 

Dr.  Boynuk  seemed  to  have  established  a good 
rapport  with  his  patients  and  fellow  physicians  in 
spite  of  what  seemed  to  be  a retiring  and  rather  shy 
personality.  He  was  always  self-effacing,  most  defer- 
ential and  probably  too  modest.  He  came  to  love  and 
appreciate  the  United  States,  particularly  this  part  of 
the  country,  which  is  not  unlike,  geographically 
speaking,  his  native  Adapazari.  He  applied  for  US 
citizenship  only  a month  before  his  demise.  He  re- 
mained, however,  sincerely  attached  to  his  country  of 
origin  as  well  as  his  Moslem  upbringing. 

He  was  an  avid  skier  having  been  a member  of  a ski 
patrol  in  the  Turkish  army.  He  also  enjoyed,  until  his 
recent  illness,  golfing.  He  will  be  missed  greatly  by  his 
grateful  patients  as  well  as  by  his  family  and  friends. 

Prepared  and  published  at  the  request  of  the  Lynchburg 
Academy  of  Medicine. 


Memoir  of  F.  E.  Hinchman 
1896-1978 

By  Reuben  F.  Simms,  MD, . 

Phillip  Jones,  MD,  and  Ernest  Buxton,  MD 

Francis  Ernest  Hinchman,  MD,  was  born  Septem- 
ber 13,  1896,  in  Richmond  and  died  on  July  7,  1978. 
He  was  the  son  of  Dr.  John  H.  Hinchman  and  Molly 
Erina  Doherty.  He  was  one  of  five  children,  three  of 
whom  became  practicing  physicians  in  Richmond. 
He  was  married  to  Justina  Veronica  Koss,  who  died 
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in  1970.  He  is  survived  by  two  daughters,  Justina 
Barton  (Mrs.  Henry  L.  Dyson)  and  Frances  Stuart 
(Mrs.  Mead  A.  Doyle)  and  eleven  grandchildren. 

He  was  from  a long  line  of  physicians,  dating  back 
to  the  1700s.  His  father  and  two  brothers  graduated 
from  the  Medical  College  of  Virginia,  and  all  prac- 
ticed in  Richmond.  He  was  educated  at  St.  Patrick’s 
Academy  in  Richmond,  Rock  Hall  College  in  Mary- 
land, and  the  Medical  College  of  Virginia.  He  in- 
terned at  Petersburg  Hospital  as  house  physician  in 
1922.  He  was  honorably  discharged  from  the  US 
Army  in  December  1918.  He  was  a member  of  the 
following  medical  organizations:  American  Academy 
of  Medicine,  American  Academy  of  General  Prac- 
tice, Richmond  Academy  of  Medicine,  American 
Medical  Association,  The  Medical  Society  of  Vir- 
ginia, Virginia  Academy  of  Family  Physicians,  and 
National  Federation  of  Catholic  Physicians  Guild. 
He  was  also  a member  of  the  Confederate  Sons  of 
America,  Holy  Name  Society,  Knights  of  Columbus, 
West  End  Catholic  Business  Men’s  Association,  and 
National  Geographic  Society,  and  was  a charter 
member  of  the  York  Hunt  and  Fish  Club. 

Among  his  other  activities,  he  donated  one  day  a 
week  to  the  draft  board  in  World  War  II,  he  was  an 
instructor  in  urology  at  MCV,  and  it  is  pleasant  for 
older  members  to  recall  him,  with  a turkish  towel 
around  his  neck,  going  from  patient  to  patient.  He 
greatly  enjoyed  hunting,  fishing,  reading  and  making 
things  with  his  hands.  He  was  a great  lover  of  his 
Heavenly  Father,  his  family  and  medicine — in  that 
order.  He  very  seldom  allowed  himself  to  complain  in 
the  presence  of  other  people,  and  when  asked  how  he 
was,  would  reply,  “All  right  for  an  old  man”.  Some 
other  remarks  of  his,  worth  remembering  are  “God 
made  Virginia — then  the  rest  of  the  world”,  and 
“Greet  everyone  with  a smile;  you  never  know  if  their 
problems  are  greater  than  yours”.  He  had  owned  a 
place  on  the  York  River  since  the  1920s  and  knew  the 
names  of  most  of  Virginia’s  trees,  wild  flowers,  and 
birds  (and  their  calls).  He  loved  young  people  and 
teaching. 

For  the  last  17  years  he  very  definitely  lived  a life 
that  justified  his  own  thinking  that  he  would  rather 
wear  out  than  rust  out.  This  is  beautifully  shown  by 
this  story:  When  he  locked  his  office  for  the  last  time 
and  went  out  on  the  porch,  there  stood  an  old  pa- 
tient; he  returned  to  the  office  and  treated  the  patient, 
then  left  and  went  to  the  hospital,  never  to  return. 

We  express  our  sincere  sorrow  in  the  loss  of  this 
delightful  and  charming  doctor. 

Prepared  and  published  at  the  request  of  the  Richmond 
Academy  of  Medicine. 


Memoir  of  William  Grossman 
1910-1978 

William  Grossman  was  born  in  Chesterfield 
County,  Virginia,  on  April  30,  1910,  and  attended 
public  schools  in  Petersburg.  A graduate  of  VP1,  he 
went  on  to  graduate  from  the  University  of  Virginia 
School  of  Medicine  in  1933.  Following  his  internship 
and  after  a masters  degree  at  Johns  Hopkins  in  public 
health,  he  served  as  director  of  the  Bureau  of  Com- 
municable Disease.  In  1942,  he  began  his  service  with 
the  armed  forces,  serving  in  the  Middle  East  and 
Europe.  On  his  discharge  and  following  a residency 
in  pediatrics  which  he  finished  in  1947,  he  returned  to 
Petersburg  to  enter  practice  in  his  home  area. 

Willie  Grossman  left  Petersburg  in  1971  to  come  to 
our  community.  For  a time,  he  served  in  active  pedi- 
atric practice  and  then  returned  to  an  area  of  primary 
interest  and  concern,  public  health,  serving  as  medi- 
cal director  for  Union  Camp  Company. 

Those  of  us  who  knew  him  over  these  many  years 
and  many  of  us  who  have  worked  with  him  were 
keenly  aware  of  his  many  active  political  interests, 
both  within  the  profession  and  elsewhere.  Active 
early  in  the  Virginia  Medical  Service  Association,  he 
served  as  president  and  later  chairman  of  the  board. 
He  was  chairman  of  the  Governors  Advisory  Com- 
mittee on  Medicare  and  of  the  Virginia  Comprehen- 
sive Health  Planning  Council.  As  President  of  The 
Medical  Society  of  Virginia,  he  introduced  some  in- 
novative and  provocative  sessions  contributing 
greatly  to  the  present  course  of  this  great  group  of 
physicians. 

Willie  was  active  in  the  community  and  served  as 
president  of  the  Rotary  Club.  He  enjoyed  life,  with  a 
great  interest  in  fishing,  boating,  flying,  and  to  many 
of  us  was  a great  deal  of  a humorist,  with  an  interest 
in  poetry.  His  contributions  to  medicine  in  Virginia 
will  be  long  remembered,  as  will  his  zeal  for  debating 
on  the  floor  of  the  House  of  Delegates  of  the  Society. 
It  takes  in  our  world  of  today  a man  and  physician 
like  Willie  to  point  home  the  many  varied  aspects  and 
difficulties  of  surviving  in  our  fast-changing  medical 
world  and  to  make  many  of  us  realize  that  the  day-to- 
day  practice  is  changing,  and,  although  for  some  not 
to  our  satisfaction,  it  will  survive.  He  never  strayed 
from  pointing  this  out  to  us.  Medicine  will  miss  him 
but  be  better  because  of  him.  The  community  will 
miss  him  for  his  input  into  it.  We  as  personal  friends 
will  miss  his  shrewd  analysis  and  sharp  wit  but  be 
better  for  it. 

Prepared  and  published  at  the  request  of  the  medical 
staff  of  Southampton  Memorial  Hospital. 
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New  president-elect  of  the  Ameri- 
can College  of  Surgeons  is  I)r.  Wil- 
liam H.  Muller,  Jr.,  Charlottesville, 
who  is  vice  president  for  health  af- 
fairs and  chairman  of  the  surgery 
department  at  the  University  of  Vir- 
ginia. Dr.  Muller  will  be  installed  at 
the  group’s  Clinical  Congress  in 
Chicago  in  October.  1979.  The  Col- 
lege numbers  40,000  surgeons;  for 
the  past  two  years  Dr.  Muller  has 
been  chairman  of  its  board  of  re- 
gents. 

“Dr.  Kinloch  Nelson is  about 

to  retire  again.”  So  begins  an  illus- 
trated feature  story  in  a recent  edi- 
tion of  the  Richmond  Times-dis- 
patch,  which  goes  on  to  explain  that 
Dr.  Nelson  retired  as  dean  of  the 
medical  school  at  the  Medical  Col- 
lege of  Virginia  in  1971  at  the  age  of 
68  and  three  months  later  went  back 
to  work  as  associate  chief  of  stall'  for 
education  at  the  McGuire  Veterans 
Administration  Hospital,  Rich- 
mond. "I  tried  retirement  and  it 
damned  near  killed  me,”  the  article 


Plash ! 

Dr.  Nelson  didn’t  like  his  sec- 
ond retirement  any  better  than 
his  first,  and  that  was  a lucky 
thing  for  The  Medical  Society  of 
Virginia:  He  was  prevailed  upon 
to  join  the  MSV  staff  as  Coor- 
dinator of  Continuing  Medical 
Education  and  has  been  vigor- 
ously at  work  since  early  Decem- 
ber at  MSV  headquarters.  For  a 
picture  of  Dr.  Nelson,  see  page  4 
of  this  issue. 


quotes  Dr.  Nelson  as  saying.  Now, 
at  75,  he’s  going  to  try  it  again — or 
at  least  he’s  going  to  try  it  out  and 
see  how  he  gets  along,  he  says.  The 
story  describes  Dr.  Nelson’s  42-year 
association  with  MCV,  eight  years 
of  them  as  dean,  and  his  accom- 
plishments in  the  VA  post:  devel- 
oping liaison  between  the  VA  Hos- 
pital and  other  educational 
institutions;  coordinating  MCV  and 
McGuire  teaching  facilities,  and  su- 
pervising McGuire’s  learning  re- 
sources. 

Dr.  W.  Leonard  Weyl,  Arlington, 
was  interviewed  by  a feature  writer 
for  US  News  & World  Report  about 
his  recent  “people  to  people”  tour  of 
hospitals  and  clinics  behind  the  Iron 
Curtain  for  an  article  that  appeared 
in  the  November  20  issue.  The  title 
of  the  article,  “Don’t  Get  Sick  in 
Russia,”  sums  up  the  gist  of  Dr. 
Weyl's  remarks,  which  appeared 
over  two  pages  in  a question  and 
answer  format:  that  medicine  in 
Russia  is  “about  45  years  behind 
us”,  and,  if  any  of  his  family  had  a 
serious  illness  while  in  Russia,  Dr. 
Weyl  would  “get  them  on  the  next 
plane  out.”  Dr.  Weyl's  picture  ap- 
pears with  the  story  with  a caption 
that  identifies  him  as  a Past  Presi- 
dent of  The  Medical  Society  of  Vir- 
ginia, a member  of  the  Virginia 
State  Board  of  Health,  and  clini- 
cal assistant  professor  of  surgery, 
Georgetown  University. 

A Very  Important  Patient  of  Dr. 
Stuart  Mackler,  Radford,  was  on 
hand  when  Dr.  Mackler’s  new  office 
building  for  orthopedic  services  was 
opened  recently.  He  is  Gov.  John  N. 
Dalton,  a Radford  native,  who  led 
the  ceremonies  with  a speech  and, 
with  Dr.  Mackler's  father,  Dr. 
Harry  Mackler,  cut  the  ribbons  that 
officially  opened  the  facility. 

Dr.  Richard  E.  Palmer,  Alexan- 
dria, was  named  “most  outstanding 
member  of  the  associated  profes- 
sions” at  a recent  meeting  of  the 
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Virginia  Association  of  Professions. 
Past  President  of  both  The  Medical 
Society  and  the  American  Medical 
Association,  Dr.  Palmer  was  se- 
lected from  persons  in  architecture, 
accounting,  dentistry,  engineering, 
law,  medicine,  pharmacy  and  veteri- 
nary medicine. 

The  Medical  Society  of  Virginia's 
Vanguard  Committee  was  given  a 
big  salute  in  a recent  issue  of  Legal 
Aspects  of  Medical  Practice,  a pub- 
lication of  the  American  College  of 
Legal  Medicine.  Titled  “Virginia’s 
Medical  Society  Moves  into  the 
Vanguard  on  Health  Planning,”  the 
five-page  feature  story  includes  pic- 
tures of  Dr.  William  J.  Hagood,  Jr., 
Clover,  under  whose  presidency  the 
Committee  was  originated  last  year, 
and  Dr.  Richard  Fields,  Fairfax,  the 
Committee’s  chairman,  and  both 
Dr.  Hagood  and  Dr.  Fields  are 
quoted  extensively.  “By  bird-dog- 
ging the  bureaucracy  created  by 
1974  federal  law,  physicians  are  flex- 
ing a new  muscle  in  decisions  affect- 
ing their  practices”,  the  article  sums 
up,  and  it  points  out  that  the  in- 
novation has  inspired  similar  efforts 
by  other  medical  societies,  notably 
those  in  Indiana  and  Michigan. 

Dr.  Anita  Baldemor,  Danville 
psychiatrist,  was  recently  named 
Woman  of  the  Day  by  a Danville 
radio  center.  Formerly  with  the 
Southern  Virginia  Mental  Health 
Institute,  Dr.  Baldemor  has  entered 
private  practice  in  Danville. 

Dr.  Saul  Kay,  Richmond,  pre- 
sented the  Arthur  Purdy  Stout  Me- 
morial Lecture  at  the  joint  meeting 
late  last  year  in  St.  Louis  of  the 
American  Society  of  Clinical  Pa- 
thologists and  the  College  of  Ameri- 
can Pathologists.  Dr.  K.ay  is  chair- 
man of  the  division  of  surgical 
pathology  at  the  Medical  College  of 
Virginia/VCU. 

These  MSV  members  were  re- 
cently granted  fellowship  in  the 


American  College  of  Cardiology, 
according  to  an  announcement  by 
Dr.  Richard  S.  Crampton,  Char- 
lottesville, the  College’s  governor  for 
Virginia:  Dr.  Hector  H.  Ducci,  Falls 
Church;  Dr.  Rufus  B.  Jennings,  Jr., 
Norfolk;  Dr.  Carol  L.  Lake,  Char- 
lottesville; Dr.  St.  George  Tucker 
Lee,  Jr.,  Newport  News;  Dr.  Chris- 
topher J.  Leet,  Warrenton;  and  Dr. 
Emmet  C.  Mathews,  Jr.,  Richmond. 

When  Gov.  John  N.  Dalton  estab- 
lished a Virginia  Boating  Advisory 
Committee  recently,  he  appointed 
Dr.  William  C.  Gill,  Richmond,  as  a 
member  to  represent  the  US  Coast 
Guard  Auxiliary.  The  Committee’s 
primary  concern  is  boating  safety  on 
Virginia’s  waterways. 

What  will  friends  in  his  native  In- 
dia think  of  it?  Dr.  S.  K.  Paran- 
thaman,  Big  Stone  Gap,  was  recently 
presented  with  an  honorary  Ken- 
tucky Colonel  Certificate  at  a party 
given  at  the  Lonesome  Pine  Hospi- 
tal, where  he  practices. 

Dr.  Louis  B.  Massad,  Fredericks- 
burg, was  reelected  medical  director 
of  District  III  of  the  American  Can- 
cer Society  at  a fall  workshop  of  the 
District. 

Dr.  John  P.  McDade,  Alexandria, 
was  reelected  to  the  board  of  direc- 
tors of  the  American  College  of 
Emergency  Physicians  at  the  meet- 
ing of  the  College’s  council  late  last 
year  in  Houston.  Representing  the 
200  members  of  the  Virginia  Chap- 
ter of  the  College  at  that  meeting 
were  Drs.  Douglas  R.  Roth,  Arling- 
ton, and  John  Jeremiah,  Roanoke. 

Dr.  Larry  LeGrand,  Galax,  was 
appointed  recently  by  that  commu- 
nity’s city  council  to  a three-year 
term  on  the  Galax  School  Board. 

Dr.  Maurice  S.  Rosenberg,  Wa- 
verly,  has  been  elected  to  the  Tri- 
City  Vocational  Education  Advi- 
sory Council,  which  serves  the 


The  Culpeper  County  Medical  Society  honored  its  past  presidents  at  a dinner  recently; 
five  were  on  hand  to  hear  praise  for  their  leadership  and  to  receive  plaques  of  recogni- 
tion, and  they  are  shown  above  with  Dr.  J.  R.  T.  Rafter,  chairman  of  the  event,  and  Dr. 
A.  B.  Cramer,  master  of  ceremonies.  In  the  front  row,  left  to  right,  are  Dr.  James  L. 
Stringfellow,  Dr.  J.  Bernard  Jones,  and  Dr.  Joel  R.  Poole.  In  the  back  row,  left  to 
right,  are  Dr.  Rafter,  Dr.  Robert  L.  Cassidy,  Dr.  George  R.  Broman,  Jr.,  and  Dr. 
Cramer.  Dr.  Joseph  S.  Diasio  initiated  the  idea  of  the  banquet.  The  Society  was 
founded  in  1931;  disbanded  during  the  war  years,  it  was  reactivated  in  1955  under  the 
presidency  of  the  late  Dr.  O.  K.  Burnette,  who  was  given  a posthumous  award  at  the 
ceremony.  Alan  Studio,  Culpeper. 


boards  of  education  of  Dinwiddie, 
Prince  George,  and  Sussex  Coun- 
ties. 

Add  to  the  growing  body  of  Vir- 
ginia physicians  who  are  appearing 
on  television,  as  reported  in  Vir- 
ginia Medical’s  July  issue,  the 
name  of  Dr.  Harold  J.  Goald,  Falls 
Church.  At  the  2nd  World  Congress 
on  Pain  in  Montreal  late  last  sum- 
mer Dr.  Goald  presented  a paper 
titled,  “Microlumbar  Discectomy:  a 
New  Surgical  Procedure  for  Her- 
niated Lumbar  Disc”.  It  set  off  a 
flurry  of  coverage  by  the  press,  in- 
cluding a segment  on  a nationally 
televised  CBS  news  show  for  which 
Dr.  Goald  was  interviewed.  The  Ed- 


itors are  pleased  to  note  that  Dr. 
Goald's  first  report  of  his  procedure 
appeared  in  Virginia  Medical  for 
August,  1976,  pages  568-569. 


Thank  You! 

The  Editors  are  immensely 
grateful  to  these  physicians 
who  kindly  performed  special 
tasks  of  review  and  consulta- 
tion during  the  year  1978: 
Donald  P.  Becker,  MD 
Herschel  L.  Estep,  MD 
George  S.  Fultz,  Jr.,  MD 
R.  Kennon  Guerry,  MD 
Virgil  R.  May,  Jr.,  MD 
H.  Hudnall  Ware  III,  MD 
Mason  M.  Williams,  MD 
Alvin  M.  Zfass,  MD 
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VIRGINIA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  10(1  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Sencrtu  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221. 


PROFESSIONAL  OFFICE  SPACE 
WOODBRIDGE,  VIRGINIA 
LEASE  OR  BUY 

In  new  modern  4-story  building  located  in  fast-growing 
community  on  Route  US  1.  Elevators,  ample  parking. 
Pharmacy,  x-ray,  cobalt  treatment  facility,  and  pa- 
thology laboratory  on  premises.  Hospital  and  nursing 
home  close  by.  For  information  call  (703)  494-7909  or 
550-7899. 

M-K  CORPORATION 

14904  Jefferson  Davis  Hwy,  Woodbridge  VA  22191 


DOCTORS  SUITE  available  in  Annandale,  Virginia,  Doc- 
tors Building;  827  sq  ft  office  space;  ample  parking.  For  more 
information,  call  Dr.  A.  J.  Cachay  at  (703)  750-2650. 

PHYSICIAN  desires  purchase  of  active  practice  in  northern 
Virginia  area,  for  desired  value.  Available  immediately. 
Please  answer  to  Virginia  Medical,  Box  19,  4205  Dover 
Road,  Richmond  VA  23221. 

FOR  SALE,  used  medical  equipment  in  good  condition. 
Stainless  steel  examining  table/hydraulic  base,  $250  or  best 
offer.  Floor  operating  lamp.  Class  I,  Group  C,  No.  A,  Under- 
writers Lab,  Wilniot  Castle  Co.,  $150  or  best  offer.  Conserv- 
a-File  by  Supreme  Steel,  8 units  @ $75  per  unit.  For  appoint- 
ment to  see,  call  Mr.  Shifflett,  (804)  782-9444  or  Mrs. 
Shifflett,  (804)  358-3053. 


ATTENTION  PSYCHIATRISTS 

Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  replace- 
ment cost  of  $508,000.  Very  good  return  in  profits  and 
fees.  This  is  a fine  opportunity  for  a doctor  wanting  a 
guaranteed  income  plus  time  and  facilities  for  a private 
practice.  For  further  information  phone:  (703)  942- 
0505  Waynesboro,  VA 


ANTIQUES!  See  them  at  the  17th  annual  Antiques  Show 
and  Sale  of  the  Richmond  Academy  of  Medicine  Auxiliary  at 
the  Richmond  Hyatt  House  from  February  8 (patrons  pre- 
view night)  through  February  11.  Loan  exhibit  of  works  by 
John  Gadsley  Chapman  and  his  sons.  For  more  information, 
call  Mrs.  Ronald  Calkins  at  (804)  272-0708. 

PATRONIZE  OUR  ADVERTISERS! 


WANTED — Binocular  microscope  in  good  condition.  Call 
J.  S.  Hanzel,  MD,  (804)  358-2361. 

FAMILY  PRACTICE  of  retiring  physician  available  in  Falls 
Church,  Virginia,  convenient  to  hospitals.  Office  equipment 
for  sale.  Experienced  RN  who  knows  the  practice  available. 
Must  settle  at  once.  (703)  256-4625  after  6 pm. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  coverage. 
For  full  details  and  rates  contact  Daniel  R.  Hoffman, 
Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


PSYC’HIATRIST/Medical  Director  for  Mt.  Rogers  Com- 
munity Mental  Health  and  Mental  Retardation  Services 
Board.  Scenic  location  in  Southwestern  Virginia  near  Na- 
tional Recreation  areas  and  National  Parks.  Medical  and 
Administrative  Malpractice  coverage  provided.  Liberal 
fringe  benefits  including  retirement  plan,  group  life  and  group 
hospitalization.  Salary  to  $50,000  year.  Send  resume  to  Mt. 
Rogers  Mental  Health  and  Mental  Retardation  Services 
Board,  270  4th  Street,  Wytheville  VA  24382,  or  call  (703) 
728-9158. 

WANTED — Staff  physicians,  generalists  or  family  practice 
preferred,  for  the  new  country-wide  outpatient  clinic  in  beau- 
tiful mountains  of  Southwest  Virginia.  Excellent  salaries 
based  on  qualifications  and  experience.  Physicians  must  be 
eligible  for  Virginia  license  and  the  National  Health  Service 
Corps.  Apply  Administrator,  Bland  County  Medical  Center, 
PO  Box  247,  Bland  VA  24315,  telephone  (703)  688-4251. 


DEAR  DOCTOR: 

Ready  for  a normal  week? 

Tired  of  the  hassle? 
Malpractice  a worry? 

Have  you  had  it? 

Call  or  write 

NAVY  PLACEMENT  OFFICE 
8545  Mayland  Drive,  Richmond  VA  23229 
Va  toll  free  1-800/552-9947 
or  804/270-9553 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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In  the  Legal  Gloom, 
Dr.  Davis  finds  Cheer 

"It  is  good  news  worthy  of  all  acceptation!  And  yet  not 
too  good  to  be  true."1  — Mathew  Henry 

MEDICAL  malpractice  and  its  many  associated 
problems  have  received  much  less  attention 
during  the  last  12  months.  Prior  to  this  period  it  had 
been  the  dominant  theme  of  organized  medicine  for 
four  or  five  years.  The  officers  and  staff  of  The  Medi- 
cal Society  of  Virginia,  as  well  as  countless  concerned 
members,  were  preoccupied  with  this  matter,  and 
many  hours  were  spent  in  efforts  to  reverse  or  at  least 
contain  this  terrifying  threat.  As  the  frequency  and 
size  of  litigation  involving  our  membership  rapidly 
escalated,  there  was  the  development  of  an  almost 
panic  state.  The  specter  of  a malpractice  suit  does 
something  devastating  to  us — proud,  accomplished, 
and  dedicated  professionals  that  we  are.  Doctors,  and 
their  families  as  well,  who  have  agonized  through 
protracted  malpractice  actions  (most  of  which  are 
unjustified)  suffer  unbelievably.  Many  never  recover 
their  professional  equanimity. 

I regret  to  report  that  although  we  have  recently 
heard  less  about  it,  there  has  been  no  significant 
improvement.  This  threat  has  not  disappeared,  and 
although  placed  on  the  “back  burner”,  it  is  still 
bubbling  and  boiling  there  in  all  of  its  continued 
frustrating  fury.  It  will  take  only  a glance  at  your  next 
malpractice  insurance  premium  notice  to  prove  con- 
vincingly that  we  are  still  paying  exorbitant  rates  for 
protection.  The  St.  Paul  Company,  which  insures 
approximately  96%  of  our  membership,  reports  that 
the  problem  in  this  state  continues  to  increase,  and 
except  for  a very  brief  period  in  1977,  no  measurable 
relief  has  occurred. 
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Malpractice  problems  have  therefore  not  gone 
away  but  have  merely  been  upstaged  by  other  more 
immediate  worries  such  as  HSA,  nhi,  and  HMO. 
Ironically,  PSRO  (another  one  of  our  acronym  “dis- 
eases”), initially  bitterly  contested,  now  seems  medi- 
cally desirable!  It  is  the  only  program  of  federal  origin 
concerned  with  improvement  in  patient  care.  This 
unquestionably  results  from  the  fact  that  it  is  physi- 
cian controlled.  Professional  advertising,  second  opin- 
ions, militant  nursing  organizations,  chiropractic 
agression,  house  staff  demands.  Certificate  of  Need 
inadequacies,  and  often  AMA  vacillation  keeps  our 
combative  instincts  well  honed.  Possibly  the  most 
frightening  immediate  menace  originates  not  on  the 
Potomac,  but  of  all  places,  here  in  Virginia,  where 
our  own  State  Insurance  Commission  seeks  to  regu- 
late medical  fees  as  well  as  hospital  costs! 

At  this  time,  doctors  welcome  even  the  slightest 
encouraging  information,  and  I have  a modicum  of 
heartening  news  to  report.  Three  years  ago,  a deter- 
mined, coordinated  attempt  was  made  by  The  Medi- 
cal Society  of  Virginia  to  prevail  upon  the  General 
Assembly  of  Virginia  to  pass  legislation  to  ameliorate 
the  critical  malpractice  problem  then  existing  in  the 
state.  The  legislature,  with  considerable  prodding, 
responded,  and  some  changes  were  made,  although 
they  fell  far  short  of  the  Indiana  Plan,  after  which  we 
had  modeled  our  request.  One  of  the  parcels  of  the 
legislative  package,  however,  was  a system  for  setting 
up  medical  malpractice  review  panels  (Virginia  Code 
8.01-581).  This  bill  was  sponsored  by  State  Senator 
William  E.  Fears,  D,  Accomac,  who  is  a practicing 
attorney  of  many  years’  experience.  At  that  time, 
many  expressed  the  fear  that,  of  the  several  poten- 
tially helpful  measures  passed,  this  might  well  prove 
to  be  the  least  successful.  I am  happy  to  report  that  a 
two-year  experience  has  refuted  this  initial  poor  prog- 
nosis and  confirms  that  these  panels  are  the  only  real 
improvement  in  an  otherwise  dismal  malpractice  pic- 
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ture.  Except  for  a few  dissident  plaintiff s attorneys 
and  disgruntled  patients  whose  attempts  to  feed  at 
the  malpractice  trough  were  rejected,  the  consensus  is 
that  these  panels  are  a real  plus  for  the  citizens  of  the 
commonwealth. 

On  November  19,  1978,  a Roanoke  Times  writer, 
Ms.  Laura  Alderson,  presented  a critique  of  the  med- 
ical malpractice  review  panel  experience  up  to  that 
time.2  Subsequently,  on  December  3rd,  1978,  the  ar- 
ticle was  reprinted  in  a sister  newspaper,  the  Norfolk 
Virginian  Pilot  under  the  rather  ill-chosen  caption  of 
“Malpractice  Law:  Doctor’s  Delight”.2  A more  fac- 
tual, accurate,  and  reasonable  title  would  have  been 
“Malpractice  Law:  Citizen's  Delight”,  since  the 
people  of  this  state  are  its  real  beneficiaries.  ANY 
acceptable  method  of  weeding  out  frivolous,  capri- 
cious and  nonmeritorious  suits  before  the  expensive 
expedient  of  court  action  is  certainly  desirable.  In  the 
cases  thus  far  heard,  this  is  precisely  what  has  hap- 
pened. The  Roanoke  Times  article  stated  that  the 
review  panels  have  favored  doctors  and  other  health 
care  providers  in  the  ratio  of  ten  to  one.  The  author 
failed  to  emphasize  or  to  even  point  out,  however, 
that  as  decreed,  the  panel  is  selected  (a  Supreme 
Court  function ) to  include  three  health  care  providers 
not  necessarily  all  physicians.  As  a corollary,  and 
conversely,  each  panel  does  invariably  include  three 
attorneys  plus  a fourth,  a circuit  court  judge  who 
serves  as  chairman  for  the  panel!  This  should  squelch 
once  and  for  all  the  complaint  that  they  are  “doctor 
dominated”,  as  her  article  suggests. 

The  first  panel  on  which  1 was  asked  to  serve 
involved  a suit  brought  by  a patient  against  a hospi- 
tal. The  panel  was  composed  of  another  physician 
and  myself,  a hospital  administrator,  and  three  of 
Tidewater  Virginia’s  most  prestigious  attorneys.  The 
chairman  was  a highly  esteemed  circuit  court  judge. 
The  conduct  of  the  case  was  impeccable. 

Ms.  Alderson  quoted  an  unhappy  patient  whose 
case  had  been  submitted  to  a panel.  He  had  not  been 
allowed  to  testify,  and  this  apparently  was  the  major 
source  of  his  unhappiness.  The  answer  to  this  is  quite 
simple — his  attorney  had  been  unable  to  convince  the 
panel  that  oral  testimony  (a  panel  prerogative)  was 
necessary,  and  the  panel,  including  the  chairman, 
consisted  of  four  lawyers!  To  cite  the  cliche  attributed 
to  Martin  Luther:  “It  makes  a difference  whose  ox  is 
gored  . . 

Mr.  Robert  Baldwin,  Executive  Secretary  of  the 
Supreme  Court  of  Virginia,  has  recently  supplied  me 
with  an  updated  report.  This  reveals  interesting  but 
really  not  suprising  data.  Out  of  180  requests  for 
panels,  57  have  been  finalized — and  only  four  have 
unequivocally  favored  the  patient!  In  four  other 
cases,  the  health  care  provider  was  found  not  to  have 


followed  ordinary  community  standards  of  care,  but 
no  harm  resulted.  Three  other  cases,  in  the  judgment 
of  the  panel,  raised  questions  requiring  court  opin- 
ion. 

Lurther  confirmatory  information  on  the  efficacy 
of  the  review  panels  is  available.  Robert  Pear,  a 
Washington  Star  staff  writer,  recently  reported  that 
United  States  Attorney  General  Griffin  Bell,  in  re- 
marks before  the  Texas  Tech  Law  School  in  Lub- 
bock, Texas,  said:  “The  use  of  screening  panels  pro- 
vides a means  of  weeding  out  unfounded  claims  and 
encouraging  prompt  and  fair  settlement  of  those 
which  are  meritorious”.3  Virginia  is  one  of  a dozen 
states  now  utilizing  them.  Attorney  General  Bell  fur- 
ther said:  “.  . . experience  shows  that  patients,  doc- 
tors, and  hospitals  all  benefit  from  a system  that 
provides  screening  of  malpractice  claims”.  He  is  ob- 
viously so  enthusiastic  about  the  merits  of  these  pan- 
els that  he  plans  on  initiating  legislation  in  the  next 
session  of  Congress  to  legalize  them  nationally! 

Linancially,  the  savings  are  astronomical.  In  Vir- 
ginia, for  $25.00  per  panelist  per  day,  plus  mileage 
and  meals,  to  paraphrase  Winston  Churchill,  “Never 
have  so  many,  gotten  so  much,  for  so  little”!  The 
average  panel  costs  $325.00  to  $350.00.  This  is  obvi- 
ously strikingly  less  than  the  briefest  possible  court 
experience. 

One  drawback  is  that,  like  all  legal  procedures, 
considerable  delay  results.  The  speed  at  which  these 
panels  are  convened  needs  to  be  accelerated.  Empha- 
sis on  this  aspect  is  heightened  by  the  fact  that  once  a 
request  has  been  initiated  by  either  party,  no  court 
action  can  be  taken  until  it  is  completed.  The  obvious 
problems  are  in  assembling  seven  busy  people,  plus 
the  already  existing  burdens  on  the  courts. 

Senator  Lears  and  his  General  Assembly  col- 
leagues should  be  congratulated  on  their  “fait  accom- 
pli”. As  a corollary,  the  Supreme  Court  deserves  the 
gratitude  of  all  Virginians  for  their  scrupulous  ad- 
ministration of  these  panels. 

And,  lastly,  The  Medical  Society  of  Virginia 
should  be  proud  of  its  members  who  have  met  their 
public  service  responsibilities  by  serving  as  panelists. 

As  our  legal  brethern  would  say:  “Res  ipsa  locqui- 
tor” 

Charles  E.  Davis,  Jr.,  MD,  President, 

The  Medical  Society  of  Virginia 
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Pain  and  Profit:  the  Politics  of  Malpractice,  by  Sylvia 
Law  and  Steven  Poland.  New  York,  Harper  & Row, 
1978. 

As  the  title  of  this  interesting  new  book  indicates, 
this  is  not  merely  a searching  analysis  of  an  extremely 
difficult  problem  but  a book  with  a cause. 

Written  by  two  young  lawyers,  the  book  is  divided 
into  three  major  sections,  the  Medical  System,  the 
Legal  System,  and  the  Insurance  System.  Probably 
the  most  interesting  are  the  chapters  on  the  legal  and 
insurance  systems.  There  will  be  little  disagreement 
with  the  statement  that  “the  process  of  resolving 
malpractice  disputes  is  expensive,  time-consuming, 
difficult,  and  unpleasant  for  everyone  involved.  The 
costs  of  dispute-resolution  consume  a substantial 
portion  of  the  malpractice  insurance  dollar.”  There 
follows  an  interesting  discussion  of  “no-fault”  medi- 
cal insurance  proposals,  which  the  authors  reject  for 
a number  of  reasons.  They  fully  endorse  a fault-based 
liability  concept  for  medical  negligence. 

The  authors  call  attention  to  the  monopoly  posi- 
tion enjoyed  by  some  insurance  companies  which 
“put  physicians  at  the  mercy  of  the  insurer.”  At  the 
end  of  1974,  they  write,  one  of  11  companies  held  a 
virtual  monopoly  position  in  47  states  and  “territo- 
rial monopolies  have  all  but  eliminated  competitive 
pricing.”  The  authors  deplore  the  inability  of  state 
insurance  departments  to  effectively  regulate  “insur- 
ance holding  systems,  or  multi-enterprise  industrial 
conglomerates.” 

Speaking  of  hospitals  and  physicians,  the  authors 
decry  what  they  claim  an  inability  of  the  system  to 
weed  out  the  habitually  incompetent  or  fraudulent 
physician.  They  assert  that  state  medical  boards  have 
done  a wholly  inadequate  job  of  finding  and  dis- 
ciplining such  physicians.  They  write  that  hospital 
privileges  are  rarely  revoked,  suspended,  or  even  lim- 
ited. Utilization  review  instituted  in  1965  has  been, 
they  feel,  “predictably  ineffective.” 

The  authors  believe  that  the  causes  of  medical  mal- 
practice must  be  sought  in  the  entire  health-care  de- 
livery system.  The  features  which  they  consider  par- 
ticularly objectionable  are  1)  the  fee-for-service 
method  of  paying  for  medical  care;  2)  maldistribu- 
tion of  health  manpower;  3)  overspecialization  of 
physicians;  4)  shortage  of  general  practitioners;  5)  an 
excess  of  surgeons  and  surgical  procedures,  including 
too  many  unnecessary  operations;  6)  unnecessary 
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hospitalization;  7)  deterioration  of  the  traditional 
doctor-patient  relationship;  8)  performance  of  surgi- 
cal procedures  by  non-specialists;  and  9)  lack  of  suf- 
ficient preventive  medical  care. 

This  inquiry  into  malpractice  seems  a vehicle  for  a 
frontal  assault  on  the  entire  health  care  system  in  the 
United  States.  In  a comment  on  fee-for-service  medi- 
cine the  authors  admit,  however,  that  nothing  will 
really  change  “until  the  political  framework  that  de- 
termines what  is  realistic  changes  radically.” 

With  regard  to  hospitals,  the  authors  advocate  the 
adoption  of  a national  accreditation  process  and  the 
establishment  of  a national  agency,  publicly  account- 
able, to  set  and  apply  standards  for  hospitals.  With 
regard  to  the  insurance  industry  the  authors  feel  that 
control  must  be  taken  away  from  the  states  and  be 
handed  to  some  “publicly  controlled  federal  insur- 
ance mechanisms.” 

Other  changes  proposed  include  “rational  con- 
trols” over  who  can  practice  medicine,  where,  and  in 
what  specialities,  as  well  as  novel  ways  of  payment 
replacing  fee-for-service  medicine.  A particularly  far- 
reaching  proposal  is  one  calling  for  the  creation  of 
hospital  works  councils  (a  term  supplied  by  this  re- 
viewer), composed  of  physicians  and  non-physicians, 
which  could  offer  criticisms,  report  on  what  is  wrong, 
and  effectively  challenge  the  doctor’s  actions.  This 
seems  to  be  in  line  with  certain  concepts  of  “co- 
determination” which  are  currently  being  tried  in 
some  West  European  countries,  where  representa- 
tives of  the  faculty  and  of  white  and  blue  collar 
workers'  groups  are  being  organized  to  set  policies 
and  oversee  the  administration  of  university  medical 
departments. 

No  one  will  question  either  the  sincerity  of  these 
proposals  or  the  extent  of  certain  weaknesses  of  the 
health  care  delivery  system  and  of  the  insurance  in- 
dustry which  have  brought  on  the  malpractice  crisis. 
The  cure  proposed  here  would,  however,  not  only 
uproot  traditional  health  care  practices,  including  the 
role  of  the  physician  in  caring  for  his  patient,  but  also 
remove  the  last  vestiges  of  a free  enterprise  system. 
Physicians,  nurses,  and  health  planners  will  find  this 
book  interesting  and  challenging. 

Wilhelm  Moll,  JD 

Executive  Director, 

Health  Sciences  Communications  Center 
University  of  Virginia  Medical  Center, 

Charlottesville  VA  22908 
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These  Will  Serve 
MSV  Committees 


These  commit  lee  chairmen  and  members  have  been  appointed  by  Dr.  Charles  E.  Davis,  Jr.,  MSV  President,  in 
addition  to  those  published  in  this  journal’s  January  issue,  pages  5-6. 


Rehabilitation  Committee:  Alexander  McCausland, 
MD,  Chairman;  Drs.  Reno  R.  Porter,  William  D. 
Rusher,  Carney  C.  Pearce,  Jr.,  Frank  C.  McCue, 
III,  A.  Epes  Harris,  J.  Treacy  O’Hanlan,  David 
K.  Webster,  Hunter  S.  Jackson,  G.  S.  Fitz-Hugh, 
Frank  A.  Strickler,  Thomas  C.  Apostle,  Richard 
K.  Neal,  Jr.,  Girard  V.  Thompson,  Jr.,  Charles 
R.  Duncan. 

Liaison  Committee  to  State  Bar:  Claude  P.  Sherman, 
MD,  Chairman;  Owen  Gwathmey,  MD,  Co-Chair- 
man; Drs.  John  W.  Hollowed,  Herbert  Claiborne, 
Jr.,  Louis  H.  Williams,  William  Dolan,  David  K. 
Wiecking,  Louis  P.  Ripley,  Bradford  S.  Bennett, 
Prank  R.  Kelly,  Jr.,  Leslie  W.  Rose,  Jr.,  Palmer 


Fant,  Noland  M.  Canter,  Custis  L.  Coleman, 
C.  Waldo  Scott,  Monford  D.  Custer,  Jr.,  Hugh  G. 
Stokes,  Thomas  H.  Jennings,  Stephen  J.  Sheehy, 
Charles  H.  Townes,  Donald  R.  Williams,  Louis 
Bryan,  Leroy  Smith,  Richard  K.  Williams,  Wil- 
liam M.  Eagles,  William  D.  Liddle,  Jr.,  William  T. 
Clarke,  Edward  G.  Thompson,  Robert  L.  Cassidy, 
James  E.  Temple. 

Committee  on  Membership  Recruitment:  H.  C,  Alex- 
ander III,  MD,  Chairman;  Drs.  William  S.  Burton, 
Frederick  K.  McCune,  J.  Latane  Ware,  Charles  H. 
Crowder,  Jr.,  William  R.  Watkins,  John  M.  Stire- 
walt,  George  E.  Broman,  Nicholas  G.  Colletti, 
James  L.  Patterson,  Jr.,  Gerald  J.  Fisher. 


PENINSULA  PSYCHIATRIC 
HOSPITAL 

A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 


98 


VIRGINIA  MEDICAL/FEBRUARY,  1979 


VOLUME  106 


LETTERS 

TOTHE 

EDITOR 


Crux  of  Health  Care: 

Patient-Physician  Trust 

If  the  interrelationships  between  physicians,  pa- 
tients, health  care  insurors,  the  federal  government, 
and  the  state  government  continue  on  their  present 
course,  it  is  reasonable  to  think  that  nationalized 
health  care  is  not  too  far  off.  In  this  context,  isn’t  it 
our  duty  as  physicians  and  as  members  of  The  Medi- 
cal Society  of  Virginia  to  do  all  we  can  to  preserve, 
with  all  its  faults,  a tested  and  successful  system  of 
health  care  delivery? 

The  crux  of  the  heretofore  successful  system  of 
health  care  rests  with  patient-physician  trust.  By  pro- 
tecting this  trust,  physicians  have  in  hand  the  very 
tool  that  will  slow  down  third-party  encroachment 
into  medicine.  The  best  way  to  preserve  patient-phy- 
sician trust  is  open  communication  and  quality  care. 

When  professionalism  and  capitalism  cross  over, 
as  when  a patient-physician  contract  is  established, 
each  party  should  fully  understand  his  responsibility 
in  the  contract.  Trust  is  diluted  when  a third  party 
becomes  involved  in  such  a contract,  It  should  be 
apparent  to  all  patients  and  physicians  that  once  a 
third  party  has  any  leverage  in  the  patient-physician 
contract,  the  quality  of  care  will  eventually  deterio- 
rate proportionate  to  the  degree  of  third-party  in- 
volvement. I would  hope  that  physicians  would  em- 
bark on  an  intense  program  of  communicating  to 
their  patients  the  divisiveness  of  third-party  in- 
volvement in  the  traditional  patient-physician  rela- 
tionship. 

An  excellent  business  practice  that  would  bring 
into  focus  the  degree  of  third-party  involvement  in 
medicine  is  for  physicians  to  refuse  payment  from 
third  parties  for  physicians’  services.  While  the  pa- 


tient would  understand  he  is  responsible  for  costs 
incurred,  the  physician  should  stand  ready  to  assist 
the  patient  in  his  dealings  with  a third  party  by  fur- 
nishing necessary  information  regarding  diagnosis 
and  treatment. 

For  many  physicians,  refusing  payment  from  third 
parties  would  mean  a drastic  change  in  their  way  of 
practice.  However,  by  refusing  payment  the  physician 
would  be  striking  at  the  heart  of  the  methodology  of 
organized  third  parties  trying  to  take  control  of  medi- 
cine, namely  by  removing  from  the  third  party  a 
procedure  for  controlling  fees. 

Such  action  is  far  better  than  passive  surrender  or 
the  negative  aspects  of  physicians’  strike. 

H.  G.  White,  Jr.,  MD 

128  Medical  Circle 
Winchester,  VA  22601 

Medicaid  Needs 
“Complete  Overhaul” 

It  is  time  we  had  a complete  overhaul  of  the  Medi- 
caid program  in  the  state  of  Virginia,  certainly  as  far 
as  pediatrics  is  concerned.  At  the  present  time  well 
babies  must  be  seen  at  public  health  clinics  and  im- 
munizations are  given  there.  Sick  babies  are  seen  in 
private  physicians'  offices.  Neither  physician  knows 
what  the  other  one  is  doing.  There  is  no  continuity  of 
care,  and  this  is  bad  medical  care  for  the  patient.  The 
original  conception  of  Medicaid  was  that  low-income 
patients  could  be  taken  care  of  by  their  own  physi- 
cians, just  as  private  patients  are.  Other  states,  such 
as  Illinois,  already  have  this  arrangement. 

Robert  H.  Anderson,  MD 

312  South  Washington  Street 
Alexandria  VA  22314 


The  distinguished  gentleman  at  right  in  the  picture  above  is 
Dr.  William  R.  Hill,  Richmond — not,  as  our  December  issue 
had  it.  Dr.  Raymond  R.  Hill.  The  Editors  know  and  love 
Dr.  Hill  and  profoundly  regret  this  simple-minded  slip. 
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,e  that  will  have 
Ms  son  have  a respect 
for  him  and  his  orders, 
must  himself  have  a 
great  reverence 
for  Ms  son.” 

John  Locke 


The  mystique  begins  with  re- 
spect at  Heishman  Porsche/Audi/ 
Ferrari. 

From  the  lot  boy  to  Fleishman 
himself,  an  abiding  respect  for  the 
engineering  and  craftsmanship  in 
each  automobile . And,  above  all, 
respect  for  the  customer.  His 
needs.  For  the  value  of  his  invest- 
ment. Respect  for  man  and  ma- 
chine. 

Each  receiving  the  care  and  at- 
tention they  rightfully  deserve. 

And,  from  the  many  customers 
returning  for  their  second  and 
third  purchase,  Heishman’s  re- 
nowned service  reputation  is  con- 
tinuing testimony  that  this  dedica- 
tion and  commitment  in  turn  earns 
their  respect. 

PORSCHE  /Audi 


3100  Jefferson  Davis  Highway, 
Arlington,  Virginia  • 684-6660 


MEETINGS 

ABOUT 

MEDICINE 


MARCH 

9-10 

Gastroenterology  for  the  Primary  Care  Physician  (Univer- 
sity of  Maryland),  Columbia,  Maryland.  Office  of  CME, 
(301)  528-3956. 

19 

The  Team  Approach  to  the  Child  with  Muscular  Dystrophy 

(UVa  Children's  Rehabilitation  Center),  Charlottesville. 

22-23 

Symposium  on  Diagnosis  and  Treatment  of  Neoplastic  Dis- 
orders: Medical,  Surgical  and  Radiotherapeutic  Aspects 

(Johns  Hopkins  Oncology  Center),  Baltimore.  15  3/4  cred- 
its AMA  Category  I.  CME  Program  Coordinator,  (301) 
955-5880. 

24 

Office  Management  of  Sexual  Dysfunction  (Fairfax  Fam- 
ily Practice  Center/Marital-Sexual  Therapy  Institute/ 
VCU),  Fairfax  City  Holiday  Inn.  Marital-Sexual  Ther- 
apy Institute,  (703)  591-3831. 

APRIL 

2-7 

Pediatric  Trends  (Johns  Hopkins  University),  Baltimore.  45 
credits  AMA  Category  I.  Edward  M.  Sills,  MD,  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

6-7 

Stoneburner  Lecture:  New  Concepts  in  Outpatient  Manage- 
ment of  Chronic  Obstructive  Pulmonary  Disease  and 
Asthma,  by  James  P.  Baker,  MD,  Norfolk  (MCV/VCU ), 
Baruch  Auditorium,  Richmond.  9 % credits  (AMA, 
MSV,  AAFP),  9.5  units  (VCU ).  Ms.  Glenda  Snow,  (804) 
786-0494. 

17-20 

Practical  Advances  in  Diagnostic  Radiology  and  Nuclear 
Medicine  (Johns  Hopkins  Medical  Institutions),  Baltimore. 
32  hrs  Category  I AMA  credit.  Program  Coordinator, 
(301)  955-5880. 

20-22 

Annual  Pediatric-Sutton  Day  Conference  (VCU/Medical 
College  of  Virginia),  the  Homestead,  Hot  Springs.  Nancy 
B.  McWilliams,  MD,  (804)  786-9605. 


APRIL 

21 

Anesthesia  and  Common  Diseases,  16th  Annual  Scientific 
Meeting,  Virginia  Society  of  Anetshesiologists,  Hyatt 
House,  Richmond.  7 hours  AMA/AAFP  Category  I.  John 
A.  Hinckley,  (804)  353-9529. 

21 

Contact  Lens  Fitting  for  Ophthalmologists  by  Ophthalmolo- 
gists (Medicornea  Eastern  and  Gill  Memorial  Hospital 
Foundation),  Roanoke.  Junius  E.  Crowgey,  MD,  (703)  344- 
2071. 

25- 27 

Ethical  Issues  in  Decision-Making  in  the  Care  of  the  Handi- 
capped Child  (UVa  Children's  Rehabilitation  Center), 
Charlottesville.  Anne  Raynor,  (804)  924-5161. 

26- 29 

American  Society  of  Internal  Medicine  Annual  Meeting, 
New  Orleans.  ASIM,  (415)  777-1000. 

27- 28 

Emergency  Medicine  for  the  Primary  Care  Physician 

(MCV/VCU),  Hotel  Roanoke,  Roanoke.  12/2  credits 
(AMA,  MSV,  AAFP),  1.2  units  (VCU).  Ms.  Glenda 
Snow,  (804)  786-0494. 

MAY 

2-5 

60th  Annual  Meeting  of  the  Virginia  Society  of  Ophthalmol- 
ogy/Otolaryngology,  Boar’s  Head  Inn,  Charlottesville.  Dr. 

Richard  E.  Gardner,  (703)  886-8398. 


4-6 

Cardiac  Symptoms,  Arrhythmias  and  Holter  Monitoring  (In- 
ternational Medical  Education  Corp.),  Hospitality  House, 
Williamsburg.  13  hrs  Category  I AMA  credit,  13  hrs  AAFP 
prescribed  credit.  1MEC,  (800)  525-8646  toll  free. 


5- 6 

Reading  Retreat  (American  College  of  Physicians  and 
MCV),  Williamsburg.  Mrs.  Blanchard,  (804)  786-0496. 

6- 10 

2nd  International  Symposium  on  Adolescent  Medicine 

(Society  of  Adolescent  Medicine,  Institute  for  Continuing 
Education,  with  International  Pediatric  Association  and 
American  Academy  of  Pediatrics),  Mayflower  Hotel, 
Washington,  DC.  ISAM  Secretariat,  (804)  353-9529. 

10-11 

Hand  Symposium:  Special  Emphasis  on  Emergency  and 
Common  Office  Problems  (Georgetown  University),  In- 
ternational Inn,  Washington  DC.  Dr.  Norman  J.  Cowen, 
(202)  829-1000. 

10-12 

Decision-Making  in  Clinical  Practice  (American  College  of 
Physicians),  Washington  Hospital  Center,  Washington  Hil- 
ton, Washington,  DC.  Registrar,  4200  Pine  St.,  Phila- 
delphia PA  19104. 
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War  Patient 
Saves  Dollars 
with  Generics 

by  PUREPAC 

Here’s  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME®  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) . . . . . . $8.70  . . Ampicillin  (250  mg.) $2.40  . $6.30 

100 Equanil  <400  mg.)(3 8.09  . Meprobamate  (too  mg.  ><3  1.83  6.26 

100  Darvon  Comp.  65  (3  7.83  Propoxyphene  HC1  Comp.  65  (3  4.63  . 3.20 

100  Pavabid  (iso  mg.)  11.73  Papaverine  HC1  T.R.000  mg.)  4.33  7.40 

100 Thorazine  (50  mg.)  6.03  . Chlorpromazine  HC1(50  mg.)  3.23  2.80 

100 Libriumoo  mg.)(3 7.11  . . Chlordiazepoxide  HC1  (10  mg.)(3  4.89  2.22 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  & Co., 
Marion  Labs.,  Smith  Kline  & French  Labs., 
Roche  Labs,  respectively. 


Elizabeth,  NJ  07207 
AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


. . in  functional  G.l.  disorders* 


Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects'^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“ The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


‘This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report 
Western  Med.  5:356-358,  1964 


Merrell 


(Y515A) 


Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION. 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (tor  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  ot  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon;  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  ot  gastric  ulcer  may  produce  a delay  In 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholmergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia; 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations;  mydriasis;  cycloplegia; -increased  ocular  tension, 
loss  of  taste,  headache;  nervousness;  drowsiness;  weakness; 
dizziness,  insomnia;  nausea,  vomiting;  impotence;  suppression  of 
lactation;  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis;  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mo  capsule  and  syrup.  Adults.  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants:  'h 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mo  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Imection  Adults:  2 ml  (20  mg  ) every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN 
AGEMENT  OF  OVERDOSE  The  signs  and  symptoms  ot  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ot  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1976 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

George  A.  Beller,  MD,  Cardiology/InLernal  Medicine,  Box 
158,  University  of  Virginia  Medical  Center,  Charlottes- 
ville VA  22908 

William  Linus  Clarke,  MD,  Pediatrics,  Box  386,  University 
of  Virginia  Medical  Center,  Charlottesville  VA  22908 

Michael  Douglas  Dickens,  MD,  Pediatrics,  103  Kerry  Lane, 
Charlottesville  VA  22901 

Peter  Walter  Heymann,  MD,  Pediatrics,  Box  386,  Univer- 
sity of  Virginia  Medical  Center,  Charlottesville  VA 
22908 

Marius  Mercier  Hubbell,  Jr.,  MD,  Pediatrics,  Box  386, 
University  of  Virginia  Medical  Center,  Charlottesville 
VA  22908 

Michael  G.  Levien,  MD,  Pediatric  Hematology/Oncology, 
University  of  Virginia  Hospital,  Charlottesville  VA 
22908 

Alfon  Bernard  Mosca,  MD,  Internal  Medicine,  322  West- 
minster Rd.,  Charlottesville  VA  22901 

William  Roger  Zimmer,  MD,  Oncology,  Box  465,  Univer- 
sity of  Virginia  Hospital,  Charlottesville  VA  22908 

Alexandria  Medical  Society 

Robert  Irving  Broder,  MD,  Dermatology,  5278  Dawes 
Ave.,  Alexandria  VA  2231  1 

Arlington  County  Medical  Society 

Thomas  Parke  Butler,  MD,  Oncology/Internal  Medicine/ 
Hematology,  3801  N.  Fairfax  Dr.,  Arlington  VA  22203 

James  Patrick  Durkin,  MD,  Psychiatry,  3801  N.  Fairfax 
Dr.,  Arlington  VA  22203 

Seung  Kook  Hong,  MD,  Anesthesiology,  7709  Lee  Hiway, 
Falls  Church  VA  22042 

Thomas  Ambrose  McCabe,  MD,  Internal  Medicine/Pul- 
monary Diseases,  1515  Chain  Bridge  Rd.,  McLean  VA 
22101 

Arthur  Alan  Rubin,  MD,  Internal  Medicine,  4625  Old  Do- 
minion Dr.,  Arlington  VA  22207 

Augusta  County  Medical  Society 

William  C.  Branscome,  MD,  Internal  Medicine,  Staunton 
Medical  Center,  Staunton  VA  24401 

Larry  Wayne  Lawhorne,  MD,  General  Practice,  Shenan- 
doah Geriatric  Center,  Western  State  Hospital,  Staunton 
VA  24401 

Paul  Hening  Perkins,  MD,  Obstetrics/Gynecology,  428  S. 
Magnolia  Ave.,  Waynesboro  VA  22980 

David  Tyler,  MD,  Obstetrics/Gynecology,  428  S.  Magnolia 
Ave.,  Waynesboro  VA  22980 


Merrell 


MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson -Merrell  Inc 
Cincinnati.  Ohio  45215,  USA 


Fairfax  County  Medical  Society 

Hassan  Azadpour,  MD,  Obstetrics/Gynecology,  6404  Wil- 
son Lane,  Bethesda  MD  20034 
Amando  DeLeon  Banzon,  Jr.,  MD,  Family  Practice,  7721 
Crossover  Dr.,  McLean  VA  22102 
Kenneth  L.  Geoly,  MD,  Nephrology,  8316  Arlington  Blvd., 
Fairfax  V A 22031 

Thomas  Flamlin  Gresinger,  MD,  Obstetrics/Gynecology, 
8301  Arlington  Blvd.,  Fairfax  VA  22031 
John  E.  Kilfeather,  MD,  Internal  Medicine/Pulmonary 
Disease,  8301  Arlington  Blvd.,  Fairfax  VA  22031 
Robert  Joseph  Kull,  DO,  Pediatrics,  4967  Oriskany  Dr., 
Annandale  VA  22003 

George  Bernard  Massie,  MD,  General  Practice,  12904  Livia 
Dr.,  Catharpin  VA  22018 

Jean  Elizabeth  Morgan,  MD,  Plastic/Reconstructive  Sur- 
gery, 2816  Gallows  Rd.,  Vienna  VA  22180 
Marija  Demsar  Smokvina,  MD,  Physical  Medicine/Reha- 
bilitation, 1515  Chain  Bridge  Rd.,  McLean  VA  22101 
Eric  Alan  Steckler,  MD,  Child  Psychiatry,  200  Little  Falls 
St.,  Falls  Church  VA  22046 

Fauquier  County  Medical  Society 

Lawrence  D.  Grouse,  MD,  Emergency  Medicine,  5005 
Acacia  Ave.,  Bethesda  MD  20014 

Halifax  County  Medical  Society 

Cesar  A.  Souza,  MD,  Anesthesiology,  200  Forest  Dr., 
South  Boston  VA  24592 

Hampton  Medical  Society 

John  Schurr  Snider,  MD,  General  Surgery,  100  Wilderness 
Rd.,  Hampton  VA  23669 

Lynchburg  Academy  of  Medicine 

William  Morris  Riggins,  Jr.,  MD,  General  Practice,  9505 
Timberlake  Rd.,  Lynchburg  VA  24502 
Martin  J.  Hrynick,  MD,  General  Practice,  1918  Thomson 
Dr.,  Lynchburg  VA  24501 

Norfolk  Academy  of  Medicine 

Mervan  O.  Anderson,  MD,  Obstetrics/Gynecology,  817-E 
Brambleton  Ave.,  Norfolk  VA  23504 
Preston  Lea  Wilds,  MD,  Obstetrics/Gynecology,  600  Gre- 
sham Dr.,  Norfolk  VA  23507 

Northern  Virginia  Medical  Society 

Michael  G.  Christy,  MD,  General  Surgery,  PO  Box  151, 
Woodstock  VA  22664 


Patrick  County  Medical  Society 

Susan  H.  Satchwell,  MD,  Family  Practice,  PO  Box  369, 
Stuart  VA  24171 

Orange  County  Medical  Society 

Ulku  Ozinal,  MI),  Internal  Medicine,  Route  1,  Box  143, 
Gordonsville  VA  22942 

Portsmouth  Academy  of  Medicine 

Frank  Gregory  Satko,  MD,  Anesthesiology,  4114  Tarny- 
wood  Dr.,  Portsmouth  VA  23703 

Richmond  Academy  of  Medicine 

Bobby  Arnold  Archuleta,  MD,  Pediatrics,  Kenner  Army 
Hospital,  Fort  Lee  VA  23801 

Martin  Frederick  Betts,  MD,  Pulmonary  Diseases,  Henrico 
Doctors'  Hospital,  1602  Skipwith  Rd.,  Richmond  VA 
23229 

Ben  Persons  Bradenham,  MD,  Gastroenterology/Internal 
Medicine,  505  Richmond  Rd.,  Williamsburg  VA  23185 
James  C.  M.  Chan,  MD,  Pediatric  Nephrology,  Box  822, 
MCV  Station,  Richmond  VA  23298 
Nancy  L.  Dunn,  MD,  Pediatric  Hematology,  322  Albe- 
marle Ave.,  Richmond  VA  23226 
Marijan  Gospodnetic,  MD,  Obstetrics/Gynecology,  7151 
Jahnke  Rd.,  Richmond  VA  23225 
Ronald  Neil  Kroll,  MD,  Nephrology,  5855  Bremo  Rd., 
Richmond  VA  23226 

Stephen  D.  Lenett,  MD,  Emergency  Medicine,  2327  Thou- 
sand Oaks  Dr.,  Richmond  VA  23229 
Robert  William  McDermott,  MD,  Radiology,  509  Ross- 
more  Rd.,  Richmond  VA  23225 
Leon  Asbury  Reid  III,  MD,  Ophthalmology,  418  N.  First 
St.,  Richmond  VA  23219 

Maurice  Chaskiel  Schwarz,  MD.  Hematology/Oncology, 
6521  Monument  Ave.,  Richmond  VA  23226 
W'illiam  Edge  Wheeler,  MD,  Diagnostic  Cardiology,  12020 
Bromwich  Dr.,  Richmond  VA  23235 
B.  Gerald  Yount,  Jr.,  MD,  Radiology,  3500  Kensington 
Ave.,  Richmond  VA  23221 

Southside  Medical  Society 

Erwin  Melvin  Jacobs,  MD,  Neurology/Psychiatry,  405  S. 

Sycamore  St.,  Petersburg  VA  23803 
Amnuey  Srirungrojana,  MD,  Geriatric  Medicine,  PO  Box 
393,  Burkeville  VA  23922 
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Fig.  1.  Apparent  clustering  of  multiple  myeloma  in  Petersburg,  1972-1978.  Cases  outside  target  area  are  typically  scattered. 


Fig.  2.  Squares  signify  industrial  firms  operating  in  1978;  circles  denote  firms  operating  in  1927  but  now  defunct. 
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Multiple  Myeloma : 

A Ouster  in  Virginia? 

Milton  Ende,  MD,  Petersburg,  Virginia 


Noticing  a high  incidence  of  multiple  myeloma  in  his  practice,  the  author 
investigates  and  finds  an  apparent  clustering  of  the  disease.  His  study  reveals  no 
factor  associating  these  cases,  though  the  concentration  of  industry  in  the 
cluster  area  is  suggestive. 


MULTIPLE  myeloma  is  an  ubiquitous  disease 
whose  etiology  is  unknown.  Attempts  have 
been  made  to  associate  the  disease  with  radiation. 
The  Hiroshima  blast  apparently  increased  the  in- 
cidence of  multiple  myeloma  in  the  vicinity  of  the 
explosion.1  The  occurrence  of  multiple  myeloma  in 
radiologists  is  higher  than  in  the  general  population.2 
Milham  reports  that  there  appears  to  be  a significant 
increase  in  farmers.3  There  has  been  very  little  evi- 
dence of  association  between  chemicals  and  multiple 
myeloma.  Testosterone  has  been  shown  to  increase 
the  growth  of  plasma  cell  tumors  in  mice.4  There  is 
some  indication  that  multiple  myeloma  is  linked  to 
genetic  factors,  and  chromosomal  abnormalities  have 
been  found  in  about  50%  of  patients  with  multiple 
myeloma.5  In  1968  a community  cluster  in  Thief 
River  Falls,  Minnesota,  was  reported;6  this  is  the  only 
cluster  found  in  the  literature.  Close  analysis  in  Thief 
River  Falls  failed  to  reveal  any  etiologic  agent;  there 

Address  correspondence  to  the  author  at  121  South  Mar- 
ket Street,  Petersburg  VA  23803. 

Submitted  10-30-78. 


was  no  common  association  except  residency  in  the 
city.  Multiple  myeloma  has  been  found  in  both  part- 
ners of  four  married  couples,  and  during  a 6-year 
period,  Kyle  reported  finding  eight  families  in  which 
two  or  more  siblings  had  multiple  myeloma.7 

The  author,  his  interest  stimulated  by  the  fact  that 
his  mother-in-law  and  her  brother  both  died  of  the 
disease  while  under  his  care,  noticed  in  his  practice  an 
increased  incidence  of  multiple  myeloma.  Because  of 
this  an  investigation  of  the  disease  was  started,  and  a 
map  of  Petersburg  was  made  showing  the  location  of 
the  diagnosed  cases  by  patient’s  place  of  residence; 
this  revealed  the  unusual  distribution  shown  in  Fig- 
ure 1.  The  cases  involved  were  diagnosed  over  a 
period  of  eight  years,  1971-1978.  During  this  period 
15  cases  of  multiple  myeloma  occurred  in  the  target 
area  shown,  out  of  a total  of  21  cases  diagnosed  in  the 
entire  city  of  Petersburg.  Of  the  1 5 cases  in  the  target 
area,  seven  were  treated  by  the  author,  eight  by  other 
physicians.  The  author  also  treated  two  of  the  cases 
shown  outside  the  target  area.  (Not  included  in  this 
study  or  on  the  map  are  eight  patients  with  multiple 
myeloma  diagnosed  previous  to  1971  and  still  living 
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in  Petersburg;  six  of  these  patients  live  in  the  target 
area.) 

The  population  of  the  target  area  is  15,000-17,000. 
The  usual  incidence  of  multiple  myeloma  is  1.6-2. 4 
per  100,000.  Thus  the  observed  incidence  of  the  dis- 
ease in  the  target  area  is  far  in  excess  of  the  expected 
rate. 

Of  the  15  cases  of  multiple  myeloma  in  the  target 
area,  seven  were  in  black  males,  seven  in  black  fe- 
males, one  in  white  males  and  none  in  white  females. 
The  target  area  has  a predominantly  black  popu- 
lation. In  a study  in  Oklahoma,  the  non-white  annual 
rate  was  2.36/100,000  as  compared  to  1.62/100,000 
for  the  white  population;  these  figures  indicate  a very 
high  ratio  of  incidence  in  black  males  in  this  study. 

It  should  be  noted  that  the  author  reported  the 
apparent  cluster  to  the  Department  of  Health,  Edu- 
cation and  Welfare;  a HEW  representative  visited  the 
area  on  two  occasions  several  years  apart  and,  after 
investigation,  confirmed  the  increased  rate  and  diag- 
noses here  submitted,  but  otherwise  came  to  no  firm 
conclusions. 

The  usual  occurrence  of  multiple  myeloma  is  the 
same  as  for  chronic  lymphatic  leukemia.  In  the  same 
period  during  which  the  author  observed  the  cases  of 
multiple  myeloma  here  described,  the  incidence  of 
chronic  lymphatic  leukemia  recorded  at  Petersburg 
General  Hospital  was  12;  these  cases  were  scattered 
throughout  the  city  in  normal  random  pattern. 

AN  EFFORT  was  made  to  see  if  there  could  be 
an  association  between  multiple  myeloma  and 
Kepone,  the  chemical  reported  to  have  deleteriously 
affected  workers  recently  in  the  nearby  community  of 
Hopewell,  Virginia.  Detailed  histories  were  taken  of 
the  life  styles  and  occupations  of  the  persons  under 
the  author’s  care,  and  no  association  with  Kepone 
was  found.  The  reported  incidence  of  multiple 
myeloma  in  the  Hopewell  hospital  during  the  time 
span  of  this  study  was  four  cases.  The  Appomattox 
River  flows  from  Petersburg  to  Hopewell,  passing 
just  north  of  the  target  area  of  this  study.  There  are 
no  cities  located  on  the  river  above  Petersburg.  Pre- 
vailing winds  for  nine  months  of  the  year  blow  from 
Petersburg  toward  Hopewell. 

The  target  area  of  this  report  contains  a large  num- 
ber of  industrial  plants,  with  family  residences  in 
close  proximity.  These  plants  include  a cigarette  man- 
ufacturing company,  three  enterprises  that  deal  with 
lumber  and  millwork,  an  eyeglass  factory,  two  bot- 
tling companies,  one  luggage  company,  and  one 
chemical  distributing  plant.  In  addition  there  is  a pen 
and  pencil  manufacturing  company,  a wine  manufac- 
turing company,  a mattress  and  upholstering  com- 
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pany,  a bedroom  furnishing  company  and  a casket 
manufacturing  company.  This  area  for  all  practical 
purposes  includes  most  industries  operating  in  Pe- 
tersburg. It  is  interesting  to  note  that  in  the  past  there 
were  in  the  same  region  five  blacksmiths,  one  bottling 
works,  three  cigar  factories,  two  fertilizer  manufac- 
turing companies  and  three  other  lumber  manufac- 
turing companies. 

It  has  been  reported  recently  that  there  may  be  an 
increased  incidence  of  multiple  myeloma  associated 
with  people  who  deal  with  wood  and  sawdust.10  In- 
dustries connected  with  wood  have  always  been  pres- 
ent in  this  area. 

On  the  surface,  the  high  incidence  of  industrial 
concentration  suggests  an  association  with  the  high 
incidence  of  the  disease,  but  this  suggestion  may  be 
totally  fortuitous. 

In  an  effort  to  survey  the  community  for  unde- 
tected cases  of  multiple  myeloma,  total  protein  exam- 
inations were  done  on  305  patients;  159  of  these 
patients  came  from  the  cluster  area.  Those  found  to 
have  8 gms  or  above  of  total  protein  had  serum 
electrophorectic  patterns  performed;  of  these,  only 
one  person  appeared  to  be  a suspect  of  the  disease, 
and  this  person  may  have  monoclonal  gammopathy 
from  another  cause  and  is  not  included  in  the  study. 
The  cases  screened  were  all  from  the  author’s  prac- 
tice, and  the  study  is  continuing. 
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Oncology/Hematology 


Grand  Rounds: 

The  Mask  of 

Chronic  Granulocytic  Leukemia 


From  the  Division  of  Medical  Oncology, 

Medical  College  of  Virginia/Virginia  Commonwealth  University. 
Discussed  by  Robert  N.  Taub,  MD. 


Our  patient  today  bears  some  resemblance  to  the 
first  known  case  of  leukemia,  described  by  Velpau 
and  cited  by  Virchow  in  1847.  That  patient  was  a 
middle-aged  florist  and  seller  of  lemonade,  who  “had 
abandoned  himself  to  the  abuse  of  spiritous  liqour 
and  of  women  without,  however,  becoming  syphi- 
litic.” He  fell  ill  in  1825  with  fever,  weakness,  and 
abdominal  swelling,  died  soon  after  and  was  found  at 
autopsy  to  have  an  enormous  liver  and  a spleen 
weighing  10  pounds.  The  blood  was  “thick  like  glue, 
resembling  in  consistency  and  color  the  yeast  of  red 
wine.”  Our  patient  does  not  sell  lemonade,  nor  has  he 

Address  Dr.  Taub  at  Box  230,  MCV  Station,  Richmond 
VA  23298. 
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abandoned  himself  to  the  abuse  of  spiritous  liquor, 
but  he  is  nevertheless  a classic  example  of  advanced 
chronic  myelocytic  leukemia  (CML). 

The  incidence  of  CML  is  approximately  one  per 
100,000  per  year  or  about  one-fifth  of  all  adult  leuke- 
mias. It  strikes  males  slightly  more  commonly  than 
females.  It  is  generally  acknowledged  not  to  be  a 
heritable  disease. 

Chronic  myelocytic  leukemia  is  one  of  the  leuke- 
mias that  is  clearly  related  to  radiation.  There  is  a 
history  of  significant  irradiation  in  about  10%  of 
cases,  and  the  incidence  is  greatly  increased  in  those 
with  occupational  exposure  such  as  radiologists, 
atomic  bomb  victims,  and  irradiated  patients  with 
ankylosing  spondylitis.  Other  marrow  toxins,  such  as 
benzol  poisoning,  have  also  been  indirectly  linked  to 
chronic  granulocytic  leukemia. 

The  majority  of  patients  with  CML  are  asympto- 
matic when  a marked  elevation  of  the  leukocyte 
count  turns  up  during  a routine  workup  and  leads  to 
the  diagnosis.  At  a later  stage,  when  the  patients  do 
present  with  symptoms,  they  are  generally  those  of 
anemia,  including  pallor,  fatiguability,  and  shortness 
of  breath.  There  may  be  bony  tenderness,  especially 
over  the  sternum,  due  to  increased  marrow  leuko- 
poiesis  or  there  may  be  abdominal  discomfort  due  to 
marked  splenomegaly.  Patients  with  markedly  in- 
creased granulocyte  turnover  may  run  a low  grade 
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fever  and  show  signs  of  hyperuricemia,  such  as  kid- 
ney stones  or  gout. 

There  are  other  signs  which  indicate  that  the  dis- 
ease has  become  accelerated  and  has  changed  its 
character,  and  these  include  infiltration  of  skin  or 
organs,  destruction  of  bones,  enlargement  of  lymph 
nodes,  and  manifestations  of  hemopoietic  impair- 
ment, including  thrombocytopenic  bleeding,  severe 
anemia  or  infection. 

Characteristically,  the  white  count  is  markedly  ele- 
vated from  5-200  times  normal.  Our  patient  demon- 
strated an  extreme  hyperleukocytosis  in  which  most 
of  the  cells  in  his  peripheral  blood  seem  white  (Fig. 
1). 

What  is  fascinating  about  this  blood  smear  is  that 
all  stages  of  leukocyte  maturation  are  represented, 
from  blast  cell  through  the  promyelocyte,  metamye- 
locyte, and  band  form  and  poly,  in  approximately 
their  usual  proportions  in  normal  marrow  and  in 
contrast  to  what  one  would  find  in  acute  leukemia, 
where  there  would  be  blasts  and  polies  and  a hiatus  of 
representation  of  the  cells  intermediate  in  matura- 
tion. 

Examination  of  the  bone  marrow  biopsy  usually 
discloses  the  slight  increase  in  fibrosis  and  a higher 
power  showing  a huge  increase  in  the  granulopoietic 
mass. 

The  leukocyte  alkaline  phosphatase  in  classic 
chronic  granulocytic  leukemia  is  usually  absent  dur- 
ing relapse. 

Although  the  diagnosis  of  chronic  myelogenous 
leukemia  is  usually  quite  apparent,  it  sometimes  must 
be  differentiated  from  leukemoid  reactions  due  to 
tuberculosis  or  neoplasm;  this  can  usually  be  done  by 
the  elevated  alkaline  phosphatase  and  absence  of 
Philadelphia  chromosome. 

There  is  no  specific  treatment  for  chronic  myelo- 
genous leukemia  other  than  to  attempt  to  relieve  the 
symptoms  and  to  shrink  the  size  of  the  spleen  and  the 
peripheral  bone  marrow.  Administration  of  busulfan 
in  intermittent  dosage  will  lower  the  white  count  to 
acceptable  levels  in  about  80%  of  the  patients  and  will 
result  in  a prolonged  quiescent  state  of  the  disease.  It 
is  not  a remission  in  any  sense,  however,  since,  de- 
spite the  fact  that  the  white  count  remains  normal, 
90%  or  more  of  the  peripheral  blood  and  marrow 
granulocytes  still  can  be  shown  to  possess  the  Phila- 
delphia chromosome.  Other  treatments  such  as  sple- 
nectomy, radiation,  P-32,  colchicine,  vinca  alkaloids, 
6-MP,  and  hydroxyurea  will  all  control  the  white 
counts  to  some  degree,  but  none  have  been  shown  to 
prolong  survivial  in  this  disease  or  to  change  the 
outcome. 

The  average  survival  of  patients  with  chronic 
myelogenous  leukemia  is  approximately  3 Vi  years.  It 


is  estimated  that  the  disease  is  present  for  4-6  years  on 
the  average  before  diagnosis  is  made.  After  3 Vi  years, 
80%  of  the  patients  will  enter  a so-called  blast  crisis  or 
the  accelerated  phase  of  the  disease,  at  which  time 
the  average  survival  is  between  3-6  months.  The  re- 
mainder of  the  patients  who  do  not  enter  blast  crisis 
may  develop  a refractory  leukocytosis  with  ultimate 
thrombotic  phenomena  or  myelofibrosis;  some  may 
die  from  severe  infection  or  bleeding  without  showing 
myeloblasts  in  the  peripheral  blood.  I will  not  discuss 
the  nature  of  the  blast  crisis  today  except  to  mention 
that  its  treatment  is  highly  unsatisfactory,  although 
on  occasion  patients  have  been  known  to  go  into 
short-term  complete  remission  after  treatment  with 
vincristine  and  prednisone. 

In  my  laboratory  and  in  the  lab  of  my  colleague, 
Dr.  Michael  Baker,  we  have  been  trying  to  arrive  at  a 
unitary  hypothesis  of  what  is  wrong  with  the  CML 
granulocyte  which  might  explain  its  two  most  obvi- 
ous manifestations,  namely,  the  progressive  periph- 


Fig  1.  Peripheral  blood  of  patient  L.W.  shows  typical  appear- 
ance of  chronic  myelogenous  leukemia,  with  greatly  in- 
creased cells  of  the  granulocyte  series  representing  all  stages 
of  maturation,  including  blast  cells,  promyelocytes,  me- 
tamyelocytes, myelocytes,  bands,  and  polymorphs.  A few 
basal  cells  are  also  visible. 
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eral  blood  leukocytosis,  and  the  profusion  of  imma- 
ture forms  in  the  peripheral  blood. 

A number  of  workers  have  suggested  that  the 
blood  picture  is  contributed  to,  on  the  one  hand,  by 
premature  detachment  of  young  granulocyte  forms 
from  stromal  elements  of  the  bone  marrow  and,  on 
the  other  hand,  by  a prolonged  sojourn  of  mature 
neutrophils  in  the  blood  because  of  their  reduced 
capillary  margination  and  curtailed  emigration  into 
the  tissues  (Fig.  2). 

Both  of  these  impaired  properties  may  require 
functional  cell  surface  glycoprotein  receptors  capable 
of  adhesion  to  endothelial  elements.  My  colleagues 
and  I have  been  interested  in  cell  surface  glycopro- 
teins of  normal  and  leukemic  cells,  and  their  relation- 
ships to  altered  cell  adhesion  and  localization.  We 
were  especially  interested  in  possible  modifications  of 
cell  surface  sialic  acid  which  forms  many  of  the  end 
groups  of  granulocyte  glycoproteins,  as  well  as 
changes  in  accessibility  or  exposure  of  the  penulti- 


Fig 2.  In  chronic  myelogenous  leukemia,  there  is  usually 
hyperleukocytosis.  Cells  accumulate  in  the  peripheral  blood 
because  of  reduced  ability  to  migrate  into  the  tissues  from  the 
capillaries  and  because  increasing  numbers  of  cells  are  pro- 
duced due  to  hyperplasia  of  the  precursor  pool.  Many  cells 
are  released  prematurely  and  appear  as  immature  forms. 


mate  galactose  residues  (Fig.  3).  In  other  non- 
myeloid  tissues  such  as  the  thymus  and  intestinal 
villus,  exposed  galactose  determinants  appear  to  be 
associated  with  the  surfaces  of  younger,  adherent 
cells,  while  these  residues  are  substantially  sialylated 
in  the  older,  recirculating  thymocytes  or  exfoliated 
villus  cells. 

In  our  present  studies  of  granulocytes,  we  have 
examined  12  patients  with  chronic  myelogenous  leu- 
kemia, four  patients  with  benign  leukocytosis,  and  18 
normals.  We  have  made  the  following  tentative  ob- 
servations. 

First,  peripheral  blood  granulocytes  from  patients 
with  leukocytotic  chronic  myelogenous  leukemia 
show  a reduction  in  accessible  surface  galactose  when 
compared  to  normal  neutrophils.  We  were  able  to 
assay  for  galactose  determinants  on  the  surfaces  of 
neutrophils  by  the  ability  of  the  cells  to  agglutinate 
with  peanut  lectin,  or  PNA,  a glycoprotein  that  binds 
specifically  to  ^-galactosyl  n-acetyl  glucosaminyl 


Fig  3.  Diagrammatic  representation  of  cell  membrane,  show- 
ing lipid  bilayer  with  intercalated  glycoprotein  (ovals)  with 
attached  carbohydrate  chains.  Many  of  the  carbohydrate 
chains  show  a terminal  sialic  acid  moreity  (ANA — n-acetyl 
neuraminic  acid)  and  penultimate  galactose  followed  by  n- 
acetyl  galactosamine  and  mannose  sugar  determinant. 
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structures  (Fig.  4).  Another  lectin,  the  glycoprotein 
limulin,  was  used  to  assay  for  reactive  surface  sialic 
acid,  and  Con-A  agglutination  denoted  functional 
mannosyl  determinants.  Here,  cells  from  normal  or 
chronic  myelocytic  leukemia  patients  were  sedi- 
mented in  dextran-hypaque  and  then  ficoll  to  isolate 
suspensions  of  mature  granulocytes  with  a purity  of 
greater  than  90%.  The  cells  were  then  assayed  in  a 
microtiter  plate  for  their  ability  to  form  agglutinates 
with  peanut  lectin  (Table  I).  Cells  from  normals 
showed  slight  to  moderate  agglutination  with  peanut 
lectin  in  concentrations  up  to  500  jug  per  ml  and  a 
pronounced,  though  by  no  means  complete,  aggluti- 
nation with  concentrations  up  to  two  mg  per  ml.  In 
contrast,  cells  from  patients  with  myelogenous  leuke- 
mia in  the  leukocytotic  stable  phase  showed  greatly 
curtailed  agglutination  using  concentrations  of  pea- 
nut agglutinin  up  to  2 mg  per  ml.  Interestingly,  sev- 
eral of  the  patients  showed  increased  reactivity  to 
limulin.  Four  patients  with  leukocytosis  due  to  infec- 
tious disease  or  to  pancreatic  or  lung  carcinoma 
showed  even  greater  than  normal  agglutination  with 
PNA  with  some  detectable  reactivity  at  50 /ug  per  ml. 

The  defect  in  agglutination  seemed  mainly  limited 
to  peanut  lectin  since  the  cells  retained  normal  or 
slightly  decreased  agglutination  to  other  lectins  such 
as  Con-A  or  wheat  germ  agglutinin,  agents  which  are 
specific  for  cell  surface  mannose  and  n-acetyl  glu- 
cosamine determinants  respectively.  The  decreased 
peanut  lectin  agglutination  was  not  due  to  lack  of 
galactosyl  receptors  since  both  normal  and  leukemic 
cells  were  rendered  highly  sensitive  to  such  agglutina- 


Table  1.  Reactions  of  Granulocytes  to  Lectins. 


Pt. 

Dx. 

PNA 

100 

Reactivity  to: 
Mg/ml  LIM 
1000  50 

Mg/ml 

200 

JH 

Normal 

± 

+ 

MA 

Normal 

± 

+ + 

RP 

Normal 

- 

+ + 

BR 

Normal 

+ 

+ + 

- 

+ + 

GO 

Normal 

+ 

± 

± 

+ 

FR 

Normal 

- 

+ 

- 

+ 

WI 

Normal 

± 

+ + 

- 

± 

KR 

Normal 

— 

+ 

GB 

Leukemoid  (72,000) 

± 

+ + 

LG 

Leukemoid  (80,000) 

+ 

+ + 

CK 

Leukemoid  (37,000) 

- 

+ + 

4- 

+ + 

Gl 

Leukemoid  (32,000) 

— 

+ 

± 

+ 

JW 

CM  L (80,000) 

- 

± 

— 

+ + 

LW 

CM  L (400,000) 

- 

- 

+ 

+ + + 

GR 

CML(I  50,000) 

- 

+ 

- 

+ + + 

SA 

CM  L.(  16,000) 

- 

- 

± 

+ + + 

FR 

CM  L (25,000) 

- 

+ 

± 

+ + 

BA 

CM  L (68,000) 

- 

- 

CA 

CM  L(  120,000) 

- 

- 

Fig  4.  A number  of  glycoprotein  substances  are  used  as 
specific  agents  to  bind  cell  surface  sugars.  Limulin,  a protein 
extracted  from  shellfish,  shows  specificity  for  sialic  acid 
(NANA).  A glucoprotein  extracted  from  peanuts  is  specific 
for  galactose  structures  attached  to  n-acetyl  glucosamine. 
Concanavalin-A  extracted  from  the  jack  bean  (canavalia 
ensiformis ) is  specific  for  mannose  determinants. 

tion  after  treatment  with  neuraminidase,  an  enzyme 
that  strips  sialic  acid  off  the  cell  surface. 

Our  second  observation  was  that  mature  neutro- 
phils in  patients  with  leukocytotic  myeloid  leukemia 
show  a defective  ability  to  adhere  to  column-packed 
nylon  wool  fibers  (Table  II).  Using  the  same  series  of 
sedimentation  steps  to  purify  the  mature  gran- 


Table  2.  Nylon  Fiber  Adherence  of  Leukocytes. 


% Non-adherent 

Pt. 

Dx. 

cells 

NA 

Normal 

0.6% 

AL 

Normal 

2.7 

DA 

Normal 

4.9 

BE 

Normal 

13.0 

MA 

Normal 

3.9 

ER 

Normal 

2.7 

TE 

Normal 

4.0 

ME 

Normal 

2.5 

LI 

Normal 

6.2 

GB 

Leukemoid  (72,000) 

1.7 

LG 

Leukemoid  (80,000) 

1.7 

CK 

Leukemoid  (37,000) 

1.8 

GI 

Leukemoid  (32,000) 

0.6 

LW 

CM  L (600,000) 

20.2 

MS 

CML(  120,000) 

49.2 

cc 

CM L (60,000) 

28.3 

JW 

CM  L (80,000) 

17.8 

GG 

CM  L (90,000) 

37.5 

SP 

CM  L (25,000) 

13.0 
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ulocytes,  we  assayed  cells  from  normal  and  CML 
patients  as  shown  in  the  yellow  portion  of  the  figure 
by  passing  them  through  a Pasteur  pipet  packed 
tightly  with  50  mg  of  nylon  wool  and  then  determin- 
ing the  percentage  of  cells  in  the  effluent.  CML  cells 
showed  a distinctly  decreased  adhesiveness  with  up  to 
50%  of  the  cells  passing  through  the  column,  whereas 
normals  usually  showed  less  than  5%  nonadherent 
cells.  Patients  with  leukocytosis  due  to  infection  or 
neoplasm  showed  normal  or  increased  adherence  to 
nylon  wool  columns.  Although  it  had  been  assumed 
in  the  past  that  the  defect  in  adherence  in  CML  was  a 
property  of  the  immature  myeloid  forms,  in  these 
studies  it  was  the  mature  polymorphonuclear  leu- 
kemic cells  which  failed  to  adhere.  Also,  if  we  com- 
pared reactivity  to  PNA,  Con-A,  and  limulin  between 
the  effluent  cells  and  their  respective  parent  suspen- 
sions (Table  III),  the  effluent  cells  showed  greater 
reactivity  toward  limulin,  and  less  to  PNA  and  Con- 
A,  suggesting  that  increased  sialylation ' of  specific 
membrane  determinants  was  associated  with  the  de- 
fective adherence. 

In  a number  of  instances,  in  vitro  treatment  of 
granulocytes  or  patients  with  CML  partially  reversed 
the  defect  in  adherence  toward  normal  (Table  IV). 
Similar  treatment  of  normal  cells  had  little  effect,  or 
reduced  adherence  even  further. 

We  have  found  that  a number  of  other  variables  in 
patients  with  myeloid  leukemia  will  affect  PNA  ag- 
glutination and  granulocyte  adherence,  including  the 
blast  crisis,  a rapid  fall  or  rise  in  the  white  blood 
count,  and  in  vitro  treatment  with  Vincaleukoblas- 
tine.  We  hope  to  report  on  this  at  a later  time. 

Summary 

In  summary  our  observations  are: 

1.  Peripheral  granulocytes  from  patients  with 
chronic  myelogenous  leukemia  show  a reduction  in 
accessible  surface  galactose  receptors  for  peanut  lec- 
tin. 

2.  Mature  and  immature  CML  granulocytes  are 
defective  in  their  ability  to  adhere  to  column-packed 
nylon  fibers. 


Table  3.  Lectin  Agglutination-of  CIVIL  Leukocytes. 


Reactivity  To: 

PNA 

CON-A 

LIM 

Pt. 

2 mg/ml 

3.2  mg/ml  0. 

1 mg/ml 

FR  (25,000) 

+ 

+ + 

± 

FR,  non-adherent 

± 

+ 

+ 

IA  (18,000) 

± 

+ + 

± 

IA,  non-adherent 

+ 

+ 

SH  (100,000)* 

± 

+ + + 

+ 

SH,  non-adherent 

- 

+ 

+ + 

SA  (125,000) 

± 

N.T. 

+ 

SA,  non-adherent 

- 

N.T. 

+ 

GR  (120,000) 

— 

N.T. 

+ + 

GR,  non-adherent 

— 

N.T. 

+ + + 

* Accelerated  phase 

Table  4. 

Effects  of  Neuraminidase  (VCN). 

% Non-adherent  cells 

Pt. 

Dx. 

Untreated  VCN-treated 

GA 

Normal 

1.8 

1.2 

XY 

Normal 

0.6 

0.6 

MA 

Normal 

1.7 

6.9 

GR 

Normal 

2.0 

1.2 

CK  Leukemoid  (37,000) 

1.8 

2.1 

LW  CML  (600,000) 

20.0 

13.8 

CA  CML  (120,000) 

32.2 

22.0 

SH  CML  (100,000)* 

63.0 

51.4 

BA  CML(  68,000) 

17.2 

11.9 

* Accelerated  phase 


3.  Non-adherent  CML  cells  show  increased  sialic 
acid  receptors  for  limulin. 

Our  present  working  hypothesis  is  that  in  chronic 
granulocytic  leukemia,  a primary  abnormality  may 
be  decreased  accessibility  or  mobility  of  one  or  more 
surface  receptors  involved  in  adhesion  and  retention 
of  immature  forms  to  bone  marrow  stroma  and  in 
cell  adhesion  and  emigration  from  capillaries.  These 
abnormalities  may  be  contributed  to  by  aberrant  or 
increased  cell  surface  sialic  acid. 
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Death  at  Home  for  Children  with 
Acute  Lymphoblastic  Leukemia 

Robert  P.  Fortunato,  MD,  and  Diane  M.  Komp,  MD, 
Charlottesville,  Virginia 


“Death  at  home,  instead  of  in  the  hospital,  is  a medically  feasible  option  for 
many  children  with  leukemia  if  appropriate  medical  and  psychosocial  support 
is  provided.” 
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IN  OUR  SOCIETY,  which  is  oriented  to  intensive 
hospital  care,  death  at  home  for  the  terminally  ill 
is  an  unlikely  event.  The  factors  that  influence  patient 
location  at  death  are  often  discussed  in  lay  and  pro- 
fessional literature  on  a philosophical  level.  There  has 
not  been,  however,  a systematic  study  of  the  factors 
that  make  it  possible  for  the  family  of  a child  termi- 
nally ill  with  leukemia  to  manage  death  in  the  privacy 
of  the  home. 

During  the  past  five  years,  44%  of  children  under 
the  care  of  the  Division  of  Pediatric  Hematology- 
Oncology  at  the  University  of  Virginia  in  Charlottes- 
ville who  have  died  from  acute  lymphoblastic  leuke- 
mia have  died  at  home.  This  report  deals  with  a 
retrospective  comparison  of  children  with  acute  lym- 
phoblastic leukemia  who  died  at  home  or  hospital  to 
determine  (1 ) what  factors  influenced  the  location  at 
death;  and  (2)  what  supportive  measures  minimized 
the  stress  of  a terminal  event  at  home. 

Materials  and  Methods. 

The  hospital  records  of  30  children  with  acute  lym- 
phoblastic leukemia  were  available  for  study.  The 
study  population  consisted  of  children  who  were 
treated  by  the  staff  of  the  University  of  Virginia 
School  of  Medicine  from  diagnosis  to  death. 

The  children  were  classified  in  two  groups.  One 
included  the  children  dying  in  terminal  relapse,  unre- 
sponsive to  standard  anti-leukemic  therapy,  not  eli- 
gible for  further  investigative  chemotherapy,  and  re- 
ceiving only  supportive  therapy  at  time  of  death.  The 
other  included  children  dying  while  receiving  active 
anti-leukemic  therapy.  This  group  is  subdivided  into 
three  areas:  1)  children  in  relapse  where  remission 
was  still  a possibility;  2)  children  in  relapse  receiving 
chemotherapy  in  accordance  with  parental  wishes;  3) 
children  dying  while  in  hematologic  remission. 

The  patient  records  were  examined  for  symptoms, 
complications,  supportive  therapies  prior  to  death, 
patient  location  at  death,  length  of  illness,  age,  dis- 
tance from  home  to  Charlottesville,  year  of  death. 

Results. 

Therapy  Status  and  Location.  Of  the  30  patients  in 
the  study,  27  died  in  relapse.  Of  these,  21  were  not 


Several  weeks  after  the  photograph  on  the  opposite  page 
was  taken,  Rusty  Stevens  died  at  home,  with  his  family  in 
attendance,  after  a five-year  fight  against  acute  lymphoblas- 
tic leukemia.  He  is  pictured  with  his  mother  (center)  and  Dr. 
Diane  M.  Komp,  coauthor  of  this  article.  A videotaped  inter- 
view with  Mrs.  Stevens  made  a year  after  her  son’s  death  is 
available  to  hospital  and  professional  groups  on  a loan  basis 
through  Dr.  Komp.  Courtesy  of  University  of  Virginia  De- 
partment of  Graphics. 


receiving  chemotherapy  at  time  of  death,  and  six  were 
receiving  chemotherapy;  of  these  latter  six,  four  were 
receiving  chemotherapy  in  the  hope  of  remission,  and 
two  were  receiving  it  in  accordance  with  parental 
wishes.  Three  patients  were  in  hematologic  remission 
at  the  time  of  death;  all  of  these  three  were  receiving 
chemotherapy.  Thus,  of  the  30  patients  in  the  study, 
nine  died  while  still  receiving  chemotherapy. 

Of  the  27  patients  who  died  in  relapse,  13,  or  44%, 
died  at  home,  while  14  died  in  the  hospital. 

Prior  Course.  The  medial  survival  for  the  entire 
group  was  26  months  (range  2-60  months).  The  aver- 
age length  of  survival  of  the  13  dying  at  home  was 
significantly  longer  (32  months)  than  the  average 
of  18  months  for  those  dying  in  the  hospital  (p  = 
<0.02). 

The  median  age  of  children  dying  at  home  was  5 
years  8 months,  ranging  1 year  to  14  years.  The 
median  age  of  those  who  died  in  hospital  was  5 years 
5 months  (range  1 4/12  to  14  years). 

The  median  distance  from  home  to  Charlottesville 
for  the  home  group  was  I 12  miles  while  the  median 
distance  for  the  hospital  group  was  1 10  miles  (p  = 
>0.1). 

Symptoms  and  Supportive  Care.  The  most  common 
symptoms  reported  were  fever  and  bone  pain  (Table 
I ).  Other  symptoms  included  vomiting,  headache, 
abdominal  pain,  and  bleeding.  There  was  no  signifi- 
cant difference  in  the  frequency  of  any  of  these  symp- 
toms in  homebound  or  hospitalized  patients  (p  = 
>0.1). 

Bone  pain  was  controlled  by  analgesics  alone  or  in 
combination  with  corticosteroids,  cyclophospha- 
mide, or  radiotherapy.  Of  1 2 patients  with  bone  pain, 
half  were  managed  at  home.  Adjuvant  support  with 


Table  I.  Frequency  of  Symptoms:  Home  vs  Hospital. 


Symptom 

Home 

Hospital 

Fever 

8 

7 

Bone  pain 
Vomiting 

6 

6 

& diarrhea 
Abdominal 

5 

4 

pain 

Gingival 

3 

1 

oozing 

4 

1 

Bruising 

2 

1 

Hematuria 

1 

1 

Epistaxis 

Major 

1 

1 

bleeding 

1 

2 

Headache 

Mouth 

1 

1 

ulcer 

1 

1 

Swelling 

Convul- 

2 

0 

sion 

0 

1 

Cough 

1 

0 
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cyclophosphamide  or  radiotherapy  was  delivered  on 
an  outpatient  basis  to  the  three  patients  who  died  at 
home. 

Those  patients  with  bleeding  problems  were 
treated  at  the  hospital  with  platelet  transfusions. 
Bleeding  presented  no  further  difficulty  during  their 
home  management. 

Conclusion. 

The  home  environment  can  contribute  much  to  the 
supportive  care  and  comfort  of  a dying  child.  The 
long  period  of  time  from  diagnosis  to  death  in  acute 
lymphoblastic  leukemia  can  permit  the  family  with 
the  proper  guidance  to  develop  a more  complete  ac- 
ceptance of  the  child's  death. 

The  median  length  of  survival  for  children  dying  at 
home  was  much  longer  than  for  the  hospital  group. 
In  contrast,  comparison  of  age  at  death,  distance 
from  University  of  Virginia  hospital,  and  type  and 
severity  of  symptoms  were  not  significantly  different 
for  the  two  groups. 

Fear  of  potential  bleeding  is  perhaps  the  most  anx- 
iety-provoking factor  in  home  management.  Our 
data  suggest  that,  with  outpatient  platelet  therapy  on 
clinical  indication,  massive  bleeding  can  be  avoided, 
permitting  the  child  to  remain  at  home.  Knowledge 
that  bleeding  can  be  controlled  greatly  reduces  paren- 
tal anxiety  over  home  management. 

Bone  pain  and  fever  are  the  main  problems  in  the 
comfort  of  the  child  dying  with  acute  lymphoblastic 
leukemia.  One-half  of  the  children  with  bone  pain 
were  manageable  with  narcotics  alone.  The  one  child 
who  required  cyclophosphamide,  steroids,  and  nar- 
cotics was  managed  at  home. 

Death  at  home,  instead  of  in  the  hospital,  is  medi- 
cally feasible  for  many  children  with  leukemia  if  the 
option  is  made  available  to  the  family  and  appropri- 
ate medical  and  psychosocial  support  is  provided.  We 
found  that  the  option  was  exercised  most  often  by 
parents  who  had  time  to  adjust  to  the  inevitability  of 
the  child’s  death.  What  is  medically  feasible  is  hu- 
manly possible  only  when  the  appropriate  psycho- 
social support  to  the  family  is  maintained  to  assist 
them  in  their  choice.  Families  who  have  exercised  this 
option  successfully  are  a valuable  resource  to  families 
who  wish  to  consider  it. 

From  the  Department  of  Pediatrics,  University  of  Vir- 
ginia School  of  Medicine.  Address  correspondence  to  Dr. 
Komp,  who  is  now  in  the  Department  of  Pediatrics,  Yale 
University  School  of  Medicine,  333  Cedar  Avenue,  New 
Haven  CONN  06504. 

This  study  was  performed  during  a medical  student  fel- 
lowship granted  to  Dr.  Fortunato  by  the  Virginia  Division, 
American  Cancer  Society. 

Submitted  12-19-77.  H 
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Chemotherapy  of  Bladder  Cancer : 
Current  Status  and  Prospects 

Wade  K.  Smith,  MD,  and  Warren  W.  Koontz,  Jr.,  MD, 

Richmond,  Virginia 


In  an  attempt  to  improve  treatment  of  transitional  cell  carcinoma  of  the 
bladder,  new  protocols  are  being  activated.  They  deal  with  chemotherapy  for 
advanced  disease,  a radical  new  chemical  approach  to  prevent  recurrence  in 
superficial  cases,  and  chemotherapy  as  an  adjuvant  to  surgery  and  radiation. 


THE  American  Cancer  Society  estimates  that 
bladder  cancer  will  have  been  diagnosed  in 
30,000  Americans  in  1978.  Some  9,900  deaths  are 
expected.1  Approximately  90%  will  be  transitional 
cell  carcinomas,  6%  to  7%  will  be  squamous  cell 
carcinomas  and  1%  to  3%  adenocarcinomas.2  The 
treatment  of  carcinoma  of  the  bladder  is  unsatisfac- 
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tory.  Despite  the  frequent  slow  course  of  the  disease 
in  its  superficial  stages,  recurrence  is  common.  The  5- 
year  survival  of  patients  treated  with  surgery  is  80% 
or  less  for  mucosal  lesions  but  falls  to  40%  when 
muscle  is  invaded.3  Advanced  disease  is  rapidly  fatal 
and  palliation  by  surgery  or  irradiation  therapy  is 
frequently  short  lived.  It  is  therefore  somewhat  sur- 
prising that  chemotherapy  has  been  infrequently 
used. 

As  recently  as  1975,  Carter  and  Wasserman,  re- 
viewing drug  trials  in  urogenital  cancer,  noted  that 
only  four  drugs  had  been  studied  to  any  reasonable 
extent  in  bladder  cancer.4  Since  combinations  of 
drugs  have  been  successful  in  the  management  of  an 
increasing  number  of  tumors,  it  is  reasonable  to  ex- 
pect that  the  response  rates  of  patients  with  advanced 
bladder  cancer  can  be  significantly  improved.  Before 
successful  combinations  of  chemotherapy  can  be  put 
together,  the  effectiveness  of  the  single  drugs  involved 
must  first  be  established.  This  is  increasingly  done  by 
the  use  of  clinical  trials  (Phase  II  trials),  in  which 
relatively  small  numbers  of  patients  with  the  tumor 
under  study  receive  the  drug  and  the  number  of  re- 
sponses is  noted.  Drugs  producing  partial  (50%  or 
greater  reduction  in  the  product  of  tumor  diameters 
and  the  absence  of  progression  of  other  tumor  masses 
or  recurrence  of  additional  lesions  elsewhere)  or  com- 
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plete  responses  (all  known  disease  disappears)  have 
potentially  useful  anti-tumor  activity.  These  agents 
may  then  be  directly  compared  singly,  or  in  combina- 
tion, in  randomized  clinical  studies  (Phase  III  trials) 
in  an  attempt  to  define  useful  treatment  regimens. 
For  example,  the  development  of  successful  regimens 
of  combination  chemotherapy  in  Hodgkin’s  disease 
and  advanced  carcinoma  of  the  breast  depended 
upon  the  initial  identification  of  single  agents  produc- 
ing partial  responses  in  less  than  half  of  the  patients 
treated.  However,  the  combination  of  nitrogen  mus- 
tard, vincristine,  procarbazine  and  prednisone  given 
in  repeated  cycles  (MOPP)  produces  a complete  re- 
sponse rate  of  81%  and  survival  at  5 years  in  70%  of 
the  responders5  with  Stage  IIIB  and  IV  Hodgkin’s 
disease.  Combined  partial  and  complete  response 
rates  of  anywhere  from  40%  to  90%  are  now  seen  with 
a number  of  drug  combinations  in  breast  cancer.6 

Where  does  chemotherapy  of  bladder  cancer  cur- 
rently fit  into  this  process?  As  noted  above,  by  1975 
only  four  drugs  had  had  extensive  drug  trials  as  single 
agents:  cyclophosphamide,  mitomycin  C,  5-fluo- 
rouracil  and  doxorubicin  HC1.4  Mitomycin  C had  a 
response  rate  of  25%  in  51  patients,  5-fluorouracil  a 
35%  rate  in  74  patients,  and  doxorubicin  a 35%  re- 
sponse rate  in  87  patients.  Responses  in  very  small 
numbers  of  patients  were  also  seen  for  procarbazine, 
hydroxyurea,  hexamethylmelamine  (an  experimental 
alkylating  agent),  and  methotrexate.  Cyclophospha- 
mide could  not  seriously  be  evaluated  with  only  two 
responses  out  of  ten  patients.  However,  other  studies 
suggest  that  cyclophosphamide  has  anti-tumor  activ- 
ity with  partial  response  rates  of  25%,  40%  and  53% 
respectively.7-9  Using  an  older,  less  rigid  definition  of 
objective  response  devised  by  Karnofsky,10  one  center 
reported  11/16  responses  to  cyclophosphamide  as 
well  as  significant  activity  with  5-fluorouracil  either 
singly  or  in  combination  with  radiation  therapy,  mi- 
tomycin C,  hydroxyurea,  doxorubicin,  and,  in  one 
patient,  procarbazine.11  The  epipodophyllotoxin, 
VM-26,  has  been  reported  to  produce  two  complete 
and  three  partial  responses  in  30  patients  (16.6%)  in 
one  arm  of  a Phase  II  study  by  the  European  Organ- 
isation of  Research  on  the  Treatment  of  Cancer 
(EROTC).12  The  combination  of  VM-26  and  doxo- 
rubicin produced  only  five  partial  responses  in  27 
patients  (19%),  but  particularly  good  responses  of 
lymph  node  metastasis  were  noted.13 

For  some  time  the  most  promising  single  drug 
appeared  to  be  doxorubicin  hydrochloride,  with  a 
response  rate  of  close  to  35%  to  37%. 4 Unfortunately, 
recent  experience  has  not  been  as  favorable.  Yagoda 
and  his  colleagues  at  the  Sloan-Kettering  Memorial 
Cancer  Center  report  only  five  responses,  including 
one  complete  response,  in  35  patients,  a 14%  response 


rate.14  This  was  not  a homogeneous  group  since  four 
different  regimens  of  doxorubicin  were  used.  This 
paper  also  cites  a 22%  response  rate  in  1 20  patients  in 
the  files  of  the  National  Cancer  Institute.  While  these 
are  disappointing  response  rates,  they  still  indicate  a 
potential  place  for  doxorubicin  in  multi-agent  regi- 
mens. 

The  single  most  impressive  drug  to  date  is  the 
experimental  platinum  compound  cis-diamminedi- 
chloroplatinum  (II),  DDP  or  cis-platinum,  with  re- 
sponse rates  of  35%  to  50%.  Again  the  Sloan-Ketter- 
ing group  has  extensively  studied  this  drug  singly, 
with  an  overall  35%  response  rate  in  24  evaluable 
patients1819  and  50%  in  previously  treated  patients,15 
and  in  combination  with  cyclophosphamide  with 
15  responses  in  32  patients  (47%)  and  again  with 
doxorubicin  hydrochloride,  with  preliminary  results 
showing  a 42%  response  rate  (five  partial  responses 
and  one  complete  response)  in  13  patients.20  A num- 
ber of  smaller  studies  would  also  indicate  that  cis- 
platinum  has  considerable  activity.15-17  A prelimi- 
nary study  of  cis-platinum,  cyclophosphamide  and 
doxorubicin  hydrochloride  gave  one  complete  remis- 
sion and  eight  partial  remissions  in  ten  patients  with 
transitional  cell  carcinoma  of  the  bladder,  but  addi- 
tional patient  accrual  and  larger  followup  will  be 
needed  to  assess  the  value  of  this  regimen.21 

Unfortunately,  no  direct  comparison  of  single  ver- 
sus combination  chemotherapy  using  cis-platinum 
has  been  reported,  and  it  is  not  clear  that  combina- 
tion therapy  will  prove  superior.  To  resolve  this  ques- 
tion the  National  Bladder  Cancer  Collaborative 
Group  A has  initiated  a study  of  cis-platinum  alone 
versus  the  same  doses  of  cis-platinum  plus  cyclophos- 
phamide. This  study  protocol  makes  cis-platinum 
available  for  patients  entering  this  drug  trial  at  mem- 
ber institutions. 

Cytoxic  drugs  have  also  been  directly  instilled  into 
the  bladder  with  the  hope  of  achieving  high  concen- 
trations of  drug  at  the  tumor  site  with  less  systemic 
toxicity.  The  alkylating  agent  thiotepa  has  been  fre- 
quently used.  Effectiveness  appears  to  be  limited  to 
superficial  tumors,  especially  when  multiple.  There  is 
remarkable  agreement  among  investigators  as  to  the 
value  of  this  treatment.  For  recurrent  superficial  le- 
sions which  cannot  be  completely  resected  at  cys- 
toscopy, approximately  one  third  will  disappear  en- 
tirely and  another  one  third  will  partially  regress  after 
repeated  thiotepa  treatment.2223  A study  by  the  Na- 
tional Bladder  Cancer  Collaborative  Group  A of  in- 
travesical thiotepa  has  been  under  way  for  some  time 
and  the  results  from  one  of  the  participating  institu- 
tions, Massachusetts  General  Hospital,  published. 
Complete  responses  were  seen  in  46%  of  patients 
treated  with  30  mgm  given  weekly  for  4 weeks  in  two 
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courses  of  therapy  and  in  64%  of  patients  treated  with 
60  mgm  per  treatment.23  Other  drugs  have  been  used 
by  this  route,  including  the  alkylating  agent,  tri- 
ethylene glycol  diglyceridyl  ether.24  Animal  studies 
indicate  that  VM-26  might  be  effective  and  the  Euro- 
pean Organization  of  Research  on  the  Treatment  of 
Cancer  has  initiated  a long-term  study  of  the  drug 
given  repeatedly  for  one  year.25  26  Additional  studies 
of  other  agents,  especially  cis-platinum,  are  clearly 
needed. 

Although  the  evaluation  of  most  anti-tumor  agents 
has  been  carried  out  in  advanced  disease,  in  recent 
years  increasing  attention  is  being  paid  to  the  use  of 
chemotherapy  as  an  adjuvant  to  surgery  and  radia- 
tion therapy.  The  aim  of  adjuvant  therapy  is  to  elimi- 
nate residual  living  tumor  cells  and  thereby  essen- 
tially convert  patients  with  a high  risk  of  recurrence 
to  the  prognosis  associated  with  an  earlier  stage  of 
the  disease.  The  use  of  adjuvant  chemotherapy  after 
radical  mastectomy  for  adenocarcinoma  of  the  breast 
has  been  shown  to  significantly  reduce  the  expected 
recurrence  rate  for  premenopausal  women  in  at  least 
one  and  probably  several  subgroups  of  node  in- 
volvement.27'28 However,  clear-cut  benefit  of  adjuvant 
treatment  for  most  other  cancers  has  not  been  estab- 
lished.29 The  high  recurrence  rate  of  locally  resected 
superficial  bladder  cancer  suggests  a role  for  adjuvant 
therapy  but  controlled  adjuvant  studies  with  cis-plati- 
num or  combinations  are  notably  lacking.  In  one 
uncontrolled  study,  predominately  of  late  stage  pa- 
tients but  including  some  Stage  A and  B patients, 
59%  of  patients  with  Stage  D disease  treated  with 
radical  cystectomy,  ileal-loop  urinary  diversion  and 
adjuvant  doxorubicin  and  cyclophosphamide  were 
free  of  recurrence  an  average  of  12  months  after 
surgery.30  A randomized  trial  of  cis-platinum  adju- 
vant therapy  versus  no  adjuvant  chemotherapy  fol- 
lowing preoperative  irradiation  and  cystectomy  in 
invasive  disease  has  been  initiated  by  the  National 
Bladder  Cancer  Collaborative  Group  A. 

Finally,  an  interesting  new  approach  to  the  man- 
agement of  recurrent  bladder  cancer  has  been  taken 
with  the  use  of  an  experimental  vitamin  A analogue. 
Retinoids  prevent  the  action  of  known  carcinogens  in 
animal  models,31  including  bladder  cancer,32,33  and 
are  known  to  act  as  immunologic  adjuvants.34'35  The 
ability  of  a synthetic,  all  cis-configuration,  retinoid, 

1 3-cis-retinoic  acid  (Roche  4-3780)  to  prevent  recur- 
rence of  superficial  TCCB  is  being  studied  by  the 
National  Bladder  Cancer  Collaborative  Group  A. 
This  oral  agent  appears  to  be  markedly  less  toxic  than 
the  naturally  occurring  trans-configuration  retinoids. 
Patients  with  a history  of  recurrence  of  superficial 
TCCB  within  6 months  of  treatment  of  a previous 
lesion  will  receive  oral  therapy  for  up  to  6 months 


and  will  be  followed  for  recurrence  for  at  least  24 
months  thereafter. 

The  active  program  in  bladder  cancer  at  the  Medi- 
cal College  of  Virginia  provides  an  opportunity  to 
Virginia  physicians  to  refer  patients  to  these  prom- 
ising National  Bladder  Cancer  Collaborative  Group 
A studies.  Only  by  this  partnership  can  we  anticipate 
further  improvements  in  the  therapy  of  this  disease. 
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L a b o r a t o r y 

Estradiol  Receptor 
Assays 

In  Breast  Cancer 

Ira  D.  Godwin,  MD, 

Karen  K.  Oates,  MS,  Jimmy  L.  Bailey,  MS, 
and  John  D.  Praither,  MS, 

Fairfax,  Virginia 

The  estradiol  receptor  assay  is  widely  used  by 
physicians  today  to  predict  whether  or  not  a patient 
with  breast  cancer  will  respond  to  endocrine  therapy. 
If  a patient's  tumor  has  a negative  ER  value,  it  is  very 
unlikely  that  endocrine  therapy  would  result  in  tumor 
regression.  Thus,  those  patients  with  a negative  ER 
value  may  be  spared  major  endocrine  ablative  sur- 
gery or  other  endocrine  manipulation.  If  a tumor  has 
a positive  ER  value,  then  the  response  rate  to  the 
endocrine  therapy  is  stated  to  be  between  50%  and 
60%,  compared  to  a response  rate  of  about  30% 
among  patients  who  are  treated  without  regard  to  the 
ER  status.1 

The  method  used  for  measurement  of  the  estradiol 
receptors  is  that  of  Lippman2,  utilizing  radioactively 
labelled  estradiol.  After  the  tissue  specimen  is  pulver- 
ized and  homogenized,  it  is  ultra-centrifuged  to  ob- 
tain the  tissue  cytosol  fraction.  A rough  protein  esti- 
mate of  the  cytosol  is  done  to  determine  how  to  dilute 
it.  The  diluted  cytosol  is  then  incubated  overnight 
with  five  concentrations  of  radioactive  estradiol, 
which  range  from  I X 10~8  to  6.25  X 10-10  M.  If 
estradiol  receptors  are  present  in  the  cytosol,  the 
radioactive  estradiol  will  bind  to  the  receptor.  Dex- 
tran  coated  charcoal  is  used  to  adsorb  all  of  the 
labelled  estradiol  that  did  not  bind  to  the  receptor. 

The  concentration  of  the  receptor  is  determined  by 
the  amount  of  radioactive  estradiol  that  binds  to  it, 
and  is  expressed  in  femtomoles/mg  cytosol  protein. 
The  data  is  then  evaluated  with  regard  to  protein 
content,  nonspecific  binding,  and  the  dissociation 
constant  for  the  receptor  by  Scatchard  analysis  be- 
fore the  value  is  accepted. 

Results. 

We  have  reviewed  the  results  of  estradiol  receptor 
assay  of  736  specimens  of  breast  tissue  received  from 

From  American  Medical  Laboratories,  Inc.,  11091  Main 
Street,  Fairfax  VA  22030,  where  Dr.  Godwin  is  Director. 
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five  hospitals  in  Northern  Virginia  in  the  past  year 
and  a half.  Of  these  specimens,  61%  showed  estradiol 
receptors  in  the  tissue  cytosol  fraction  and  were 
classed  as  positive,  i.e.,  greater  than  10  femtomoles/ 
mg  cytosol  protein.  Our  data  is  in  keeping  with  re- 
sults reported  by  others.3-4 

Of  441  of  our  tissues  from  postmenopausal  pa- 
tients, 63%  were  positive,  in  contrast  to  34%  of  140 
tissues  from  those  who  were  premenopausal.  This 
difference  presumably  was  due  to  endogenous  estro- 
gen binding  at  the  receptor  sites.  The  same  pattern 
was  found  in  patients  on  estrogen  therapy. 

An  estradiol  exchange  assay  was  used  as  an  aid  to 
identify  patients  with  a false  negative  test.  In  the 
exchange  assay,  the  estradiol  bound  to  the  receptor 
was  first  precipitated  from  the  receptor,  then  the  re- 
ceptor washed  free  of  estradiol,  thus  exposing  the 
binding  site  to  radioactively  labelled  estradiol  in  a 
routine  test.  When  the  estradiol  exchange  assay  was 
used  in  conjunction  with  the  estradiol  receptor  test  in 
premenopausal  patients,  the  percentage  of  positive 
tests  increased  from  34%  to  66%,  and  the  mean  recep- 
tor value  increased  from  13.1  femtomoles/mg  of 
cytosol  protein  to  46.0  femtomoles/mg. 

Estrogen  receptors  are  extremely  labile;  it  is  imper- 
ative, therefore,  that  the  tumor  specimens  be  frozen 
as  quickly  as  possible  after  excision  (within  20  min- 
utes after  removal),  and  specimens  must  be  main- 
tained on  dry  ice  throughout  shipment. 

Conclusions. 

1.  Quantitative  measurement  of  estradiol  receptors 
in  breast  tumors  may  provide  the  physician  with  a 
valuable  tool  in  planning  hormone  therapy. 

2.  An  estradiol  exchange  assay  is  highly  recom- 
mended in  addition  to  the  ER  assay  on  all  pre- 
menopausal and  estrogen  treated  females. 

3.  When  the  percent  positive  rate  is  significantly 
below  that  expected,  the  possibility  of  faulty  tissue 
handling  should  be  considered,  especially  as  regards 
freezing  techniques. 
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Metastatic  Breast  Cancer : 
A Point  of  View 

Peter  W.  Brown,  MD,  Richmond,  Virginia 


Fifty  Virginia  physicians,  responding  to  a hypothetical  case  of  metastatic 
breast  cancer,  offered  markedly  variable  treatment  approaches.  The  author 
describes  the  most  appropriate  therapy  regimes  for  this  complex  problem,  as 
determined  by  the  wide  experience  of  a university  team. 


DESPITE  the  increased  public  awareness  of 
breast  cancer  and  the  attempts  at  earlier  diag- 
nosis by  self-breast  examination  and  the  use  of  xero- 
mammography, approximately  50%  of  all  patients 
with  carcinoma  of  the  breast  will  at  some  time  have 
the  need  for  treatment  of  metastatic  disease.  Depend- 
ing on  the  age,  menopausal  status,  sites  of  metastasis, 
and  general  condition  of  the  patient,  the  clinician 
may  have  a choice  between  chemotherapy,  additive 
hormone  manipulation,  ablative  hormone  manipula- 
tion, or  radiotherapy.  The  relatively  recent  develop- 
ment of  the  estrogen  receptor  protein  (ERP)  has 
helped  to  further  define  which  patient  may  well  in- 
deed have  a hormone  dependent  tumor  vs.  those 
patients  who  would  clearly  not  benefit  from  any  type 
of  hormone  manipulation.  However,  despite  ad- 
vances, such  as  the  determination  of  ERP  and  other 
receptors,  the  treatment  of  metastatic  breast  cancer 
continues  to  be  complex  if  not  confusing. 

From  the  Division  of  Surgical  Oncology  (Department  of 
Surgery),  Medical  College  of  Virginia,  and  the  MCV/VCU 
Cancer  Center.  Address  Dr.  Brown  at  5855  Bremo  Road, 
Richmond  VA  23226. 
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Survey  of  Virginia  Physicians. 

Patients  presenting  with  metastatic  breast  cancer 
may  be  treated  in  a variety  of  fashions  and  there  is 
often  little  agreement  as  to  which  modality  of  therapy 
is  to  be  performed  first.  In  an  effort  to  illustrate  the 
complexity  of  this  problem  and  the  variability  in 
recommended  treatment  modalities,  a survey  of  phy- 
sicians was  taken  by  the  Division  of  Surgical  On- 
cology at  the  Medical  College  of  Virginia  to  assess 
how  many  different  modalities  of  therapy  would  be 
recommended  for  a hypothetical  case.  Fifty  physi- 
cians (surgeons,  radiotherapists  and  chemothera- 
pists)  throughout  the  State  of  Virginia  were  sent  the 
following  hypothetical  case  and  asked  to  recommend 
their  first  preference  of  treatment  for  this  patient. 

Hypothetical  Case  History 

A 52-year-old  female  presented  with  a 5 cm  right 
breast  mass  and  a 3 cm  clinically  positive  right  axillary 
node.  The  patient  was  two  years  postmenopausal.  Lab- 
oratory data  revealed  normal  liver  function  studies, 
normal  carcinoembryonic  antigen  and  normal  serum 
calcium.  Chest  X-ray  and  skeletal  survey  were  normal. 
A bone  scan  was  compatible  with  metastases  to  T-8  and 
the  left  iliac  bone.  Bone  biopsy  of  the  ilium  was  positive 
for  metastatic  cancer.  Incisional  biopsy  of  the  breast 
tumor  revealed  infiltrating  duct  carcinoma.  Estrogen 
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receptor  protein  tumor  assay  on  the  tissue  was  “posi- 
tive. ” 

Of  the  50  solicited  physicians,  43  responded  to  the 
questionnaire.  Table  1 reveals  a breakdown  of  the  22 
different  modalities  of  treatment  which  were  recom- 
mended, alone  or  in  combination.  A further  break- 
down of  this  list  is  illustrated  in  Table  2 and  shows 
that  25  of  43  physicians  recommended  local  treat- 
ment of  the  disease  in  the  breast  by  either  surgery, 
radiation  therapy  or  a combination  of  both.  Forty- 
two  of  the  43  physicians  expressed  a need  for  some 
form  of  systemic  therapy  for  this  patient  whether 
local  treatment  was  chosen  or  not. 

As  the  survey  illustrates,  the  recommended  treat- 
ment plans  vary  considerably  among  physicians 
treating  the  disease  and  there  is  no  consensus  regard- 
ing the  correct  way  to  treat  metastatic  breast  cancer. 

Table  1.  Responses  to  Questionnaire  by  Treatment  Choice. 


1.  Oophorectomy  4 

2.  Adrenalectomy  8 

3.  Estrogens  I 

4.  Chemotherapy  2 

5.  Radical  or  modified  mastectomy  & adrenalectomy  6 

6.  Estrogen  & radiation  castration  1 

7.  Tamoxifen  1 

8.  Radiation  of  breast  & oophorectomy  1 

9.  Modified  mastectomy  & oophorectomy  1 

10.  Simple  mastectomy  & oophorectomy  & chemotherapy  2 

11.  Simple  mastectomy  & adrenalectomy  1 

12.  Modified  mastectomy  & radiation  to  chest  & 1 

chemotherapy 

13.  Lumpectomy  & oophorectomy  & chemotherapy  1 

14.  Radiation  to  breast  & estrogens  1 

15.  Modified  mastectomy  & estrogens  1 

16.  Modified  mastectomy  & chest  radiation  & 1 

adrenalectomy 

17.  Modified  mastectomy  & radiation  to  bone  1 

18.  Modified  mastectomy  & chemotherapy  I 

19.  Modified  mastectomy  & radiation  to  metastasis  & 1 

androgens 

20.  Simple  mastectomy  & chest  radiation  & oophorectomy  2 

21.  Radiation  to  breast  & chemotherapy  1 

22.  Oophorectomy  & chemotherapy  2 

Total  responders  43 


Table  2.  Responses  to  Questionnaire  by  Category. 


Local  treatment 

Surgery 

17 

Radiation 

4 

Surgery  & radiation 

4 

Total 

25  of  43 

Systemic  management 

Oophorectomy  alone 

10 

Oophorectomy  & chemotherapy 

5 

Adrenalectomy  & oophorectomy 

16 

Estrogen  alone 

4 

Androgens  alone 

I 

Chemotherapy  alone 

5 

Tamoxifen 

1 

Total 

42  of  43 

Approximately  half  of  the  physicians  polled  would 
treat  the  soft  tissue  breast  mass  with  local  therapy  by 
either  surgery  or  radiotherapy.  As  far  as  the  systemic 
approach  to  therapy  was  concerned,  virtually  all 
thought  this  was  necessary,  but  there  was  a diverg- 
ence of  opinion  as  to  whether  hormone  manipulation 
should  be  attempted  initially  or  whether  chemother- 
apy should  be  the  first  modality  of  treatment. 

Discussion 

The  following  will  attempt  to  give  the  basis  for 
what  the  physicians  of  the  Division  of  Surgical  On- 
cology at  the  Medical  College  of  Virginia  believe  to 
be  a logical  approach  to  the  clinical  proglem. 

Local  Treatment  in  Primary  Incurable  Breast  Cancer. 

Patients  presenting  with  primary  incurable  breast 
cancer  comprise  only  approximately  10%  of  all  pa- 
tients seen.1  It  has  been  well  established  by  Haagen- 
son2  and  others  that  operative  removal  of  the  breast 
or  radiation  treatment  to  the  breast,  in  the  face  of 
metastatic  disease,  does  not  increase  survival.  Never- 
theless, the  aggressive  treatment  of  the  regional  dis- 
ease when  there  is  evidence  of  metastatic  disease  is 
commonplace.  Many  physicians  perform  "toilet” 
mastectomy  on  this  type  of  patients  in  hopes  of  re- 
ducing the  total  tumor  burden  or  eliminating  a poten- 
tial source  of  an  ulcerating  or  fungating  lesion.  The 
percentage  of  breast  cancer  patients  who  have  pri- 
mary inoperable  lesions  and  who  develop  problems 
due  to  local  ulceration  of  the  untreated  breast  ac- 
tually is  unknown,  but  there  is  little  evidence  that 
mastectomy  in  such  patients  prevents  local  problems. 
The  rationale  for  debulking  the  palpable  breast  can- 
cer has  some  theoretical  basis,  but  it  has  not  been 
proven  to  be  of  advantage  in  the  pateints  with  ad- 
vanced breast  cancer.  This  is  probably  due  to  the  fact 
that  mastectomy  does  not  produce  an  exponential 
decrease  in  the  total  mass  of  cancer  in  patients  with 
proven  metastatic  disease.  On  the  other  hand,  mea- 
surable soft  tissue  disease  is  one  of  our  best  indices 
for  measuring  how  a patient  is  responding  to  pallia- 
tive systemic  therapy.  It  is  a much  more  sensitive 
indicator  than  the  use  of  the  bone  scan  for  determin- 
ing response  to  therapy.  The  abnormal  “hot  spot”  on 
the  scan  indicating  metastatic  bone  disease  usually 
will  remain  abnormal  in  the  face  of  either  progression 
or  remission  of  disease. 

For  these  reasons  it  has  become  increasingly  ap- 
parent that  local  treatment  of  the  breast  cancer  in 
patients  with  established  metastatic  disease  is  not 
warranted  in  most  instances.  If  systemic  therapy, 
whether  it  be  endocrine  or  chemotherapeutic,  does 
not  cause  regression  of  the  soft  tissue  disease  in  the 
breast  and  a local  problem  does  develop,  this  can  be 


VOLUME  106 


VIRGINIA  MEDICAL/FEBRUARY.  1979 


137 


dealt  with  at  a later  time  by  either  operation  or,  more 
prefereably,  by  radiation  therapy. 

Systemic  Therapy. 

The  choice  of  systemic  therapy  for  advanced  breast 
cancer  must  be  individualized  for  each  patient.  Un- 
fortunately, all  such  patients  with  metastatic  cancer 
are  going  to  die  eventually  of  their  cancer  and  the 
therapy  most  likely  to  be  effective  should  be  used 
first.  It  has  been  well  established  that  patients  demon- 
strating an  objective  response  to  hormonal  therapy 
have  an  increase  in  the  total  time  between  recurrence 
and  death  when  compared  with  patients  who  have 
hormonally  non-responsive  tumors.3-5  Patients  with 
hormonally  dependent  tumors  may  be  expected  to 
live  two  to  three  times  longer  than  patients  with 
nonhormonal  dependent  tumors.  There  is  also  a pop- 
ulation of  patients  that  are  not  responsive  to  hor- 
monal measures  but  will  respond  to  chemotherapeu- 
tic regimes.  In  the  past,  the  choice  of  whether  a 
patient  was  a more  suitable  candidate  for  hormonal 
manipulation  or  chemotherapy  was  usually  deter- 
mined on  clinical  grounds.  The  age,  menopausal 
status,  sites  of  metastases,  disease-free  interval  and 
prior  response  to  endocrine  therapy  were  all  factors 
that  played  a role  in  selecting  patients  who  might  be 
suitable  candidates  for  either  additive  or  ablative  hor- 
monal manipulation  as  their  first  form  of  palliative 
treatment.4 

The  use  of  the  estrogen  receptor  protein  assay  for 
determining  potential  for  response  to  endocrine  ma- 
nipulation is  now  widespread,  and  its  clinical  worth  is 
well  proven.  Metastatic  breast  cancer  tissue  in  which 

For  more  on  receptor  assays,  see  pages  135  and  143. 

estrogen  receptor.20  Allegra  et  al  have  reported,  in  a 
amounts  will  have  a hormonally  responsive  tumor  in 
55-60%  of  the  cases.  On  the  other  hand,  a tumor  that 
does  not  contain  estrogen  receptor  will  be  hormo- 
nally responsive  in  less  than  5%  of  the  cases.6  These 
latter  patients  should  probably  be  treated  by  chemo- 
therapy as  the  initial  treatment  and  not  by  hormonal 
manipulation.  What  type  of  hormone  manipulation 
is  best  for  a specific  patients  is  often  a complex  deci- 
sion problem  in  that  one  has  a choice  of  surgical 
ablation  in  the  form  of  oophorectomy,  adrenal- 
ectomy, hypophysectomy  or  by  the  administration  of 
exogenous  estrogen,  androgen,  progesterone,  or  the 
anti-estrogen  tamoxifen  (Nolvadex®). 

As  demonstrated  in  Table  2,  some  form  of  hor- 
monal manipulation  was  recommended  by  37  of  the 
43  physicians  responding.  The  specific  type  of  manip- 
ulation is  often  questioned.  An  easy  form  of  manipu- 
lation with  minimal  morbidity  and  mortality  is  the 
use  of  surgical  oophorectomy.  However,  the  use  of 


oophorectomy  as  palliative  treatment  in  a post- 
menopsusal  patient  such  as  this  hypothetical  case  is 
unlikely  to  be  successful.  Fracchia  and  co-workers7 
reported  only  a 7.1%  objective  remission  rate  in  pa- 
tients less  than  one  year  postmenopausal  and  a zero 
response  in  patients  who  were  more  than  one  year 
postmenopausal.  In  this  hypothetical  case  the  pa- 
tients was  two  years  postmenopausal  and  bilateral 
oophorectomy  would  probably  have  produced  mini- 
mal or  no  benefit. 

The  palliative  benefits  of  combined  surgical  adre- 
nalectomy and  oophorectomy  in  perimenopausal  pa- 
tients and  those  under  ten  years  post-menopausal  has 
been  well  established.4  However,  there  has  been  con- 
siderable concern  by  many  physicians  regarding  the 
recommendation  of  major  ablative  surgery  for  this 
group  of  patients  with  advanced  disease.  The  clinical 
predictors  such  as  age,  sites  of  metastases  and  prior 
response  to  oophorectomy  in  these  post-menopausal 
patients  have  been  helpful  in  determining  which  pa- 
tients would  benefit  from  surgical  adrenalectomy. 
With  the  use  only  of  these  established  clinical  criteria, 
however,  many  patients  have  undergone  unsuccessful 
ablative  procedures.  The  measurement  of  estrogen 
receptor  protein  has  increased  our  confidence  in  the 
selection  of  hormonally  dependent  patients  but  it  is 
far  from  absolute.  Patients  with  negative  estrogen 
receptors  clearly  should  be  treated  initially  by  chemo- 
therapy while,  on  the  other  hand,  a positive  estrogen 
receptor  increases  the  possibility  of  response  to  endo- 
crine manipulation. 

In  spite  of  these  clinical  and  laboratory  factors,  the 
predictability  of  hormone  dependence  is  not  100%.  A 
therapeutic  trial  of  an  endocrine  approach  is  neces- 
sary to  determine  this,  but  the  uncertainty  of  re- 
sponse makes  a surgical  procedure  of  the  magnitude 
of  adrenalectomy  less  appealing  than  non-operative 
approaches.  In  the  past  a form  of  “chemical  adrenal- 
ectomy” has  been  tried  as  an  alternative  by  the  use  of 
high  doses  of  steriods,  in  hopes  of  suppressing  adre- 
nal steriod  metabolism.8  Unfortunately,  there  was  a 
high  degree  of  Cushingoid  effect,  with  only  a 10% 
response  rate  and  no  guarantee  that  the  adrenal  sex 
steroids  were  suppressed.  More  recently,  a combina- 
tion of  aminoglutethimide  and  dexamethasone  has 
been  shown  to  stop  all  steriod  synthesis  in  the  adrenal 
gland.9  As  shown  in  Fig.  1,  aminoglutethimide  stops 
this  steriod  synthesis  at  the  conversion  level  of  choles- 
terol to  delta  5 pregnenolone.  The  dexamethasone  is 
used  both  as  steroid  replacement  and  as  a suppres- 
sant of  ACTH  that  would  otherwise  override  the 
adrenal  block. 

For  the  last  three  years  the  Division  has  used  this 
combination  of  drugs  as  a form  of  chemical  adrenal- 
ectomy to  predict  hormone  dependence  for  meta- 


138 


VIRGINIA  MEDICAL/FEBRUARY,  1979 


VOLUME  106 


static  breast  cancer  patients  who  are  candidates  for 
surgical  adrenalectomy.  In  the  original  phase  of  the 
study  all  patients  placed  on  the  chemical  adrenal- 
ectomy regime  were  subjected  to  surgical  adrenal- 
ectomy after  adequate  drug  trial  whether  they  had  an 
objective  remission  of  the  tumor  or  not.  After  the 
initial  studies  on  14  patients,  it  became  apparent  that 
all  six  patients  who  failed  to  show  objective  remission 
of  tumor  on  chemical  adrenalectomy  had  continued 
progression  of  their  disease  following  surgical  adre- 
nalectomy. For  that  reason,  patients  now  placed  on 
chemical  adrenalectomy  who  have  progression  of  dis- 
ease do  not  undergo  surgical  adrenalectomy  but  are 
then  treated  by  chemotherapy.  On  the  other  hand,  all 
eight  patients  who  had  objective  remission  of  their 
cancer  over  a three-month  period  had  continued  ob- 
jective remission  of  tumor  following  subsequent  sur- 
gical adrenalectomy.10 

To  date,  22  patients  have  undergone  a trial  of 
chemical  adrenalectomy  followed  by  surgical  adre- 
nalectomy. Sixteen  patients  had  objective  remission 
of  tumor  over  a 3-month  period;  they  then  underwent 
adrenalectomy  and  all  had  continued  remission.  Six 
patients  had  no  objective  response  to  chemical  adre- 
nalectomy but  were  subjected  to  surgical  adrenal- 
ectomy; none  of  these  patients  responded  to  either 
medical  or  surgical  adrenalectomy.  To  date,  the  pre- 
dictability of  this  drug  regime  has  been  100%  and 
hopefully  the  trend  will  continue. 

Recommendation  for  Treatment. 

Our  approach  to  treatment  of  the  hypothetical  pa- 
tient presented  here  is  based  on  the  considerations 
discussed  above.  Chemical  adrenalectomy  with 
aminoglutethimide  and  dexamethasone  (or  corti- 
sone) would  be  our  initial  choice  of  therapy  since  the 
pattern  of  metastasic  disease,  the  menstrual  status 
(postmenopausal),  and  the  estrogen  receptor  assays 
all  favor  adrenal  ablation  as  the  most  effective  choice. 
No  local  therapy  will  be  employed  and  the  response 
of  the  breast  lesion  would  serve  as  an  indicator  of 
response  to  therapy.  After  three  months  of  this  some- 
what demanding  regime,  surgical  adrenalectomy 


Fig.  1. 


might  be  employed  if  objective  remission  occurred 
and  was  maintained,  and  if  the  patient  preferred  the 
less  rigid  postoperative  maintenance  schedule  with 
cortisone.  If,  instead,  no  remission  occurred  with 
chemical  adrenalectomy,  combination  chemotherapy 
would  then  be  employed  since  the  aminoglutethimide 
trial  demonstrated  a lack  of  hormone  dependence  of 
the  cancer  in  his  patient.  Progression  of  local  disease 
might  be  an  indication  also  for  radiation  therapy  to 
the  breast  at  a later  date. 

Summary 

The  management  of  patients  with  metastatic  breast 
cancer  is  becoming  increasingly  complex.  It  is  imper- 
ative to  remember  that  all  patients  in  this  stage  of 
disease  will  die  ultimately  of  their  disease.  The  strat- 
egy of  systemic  therapy  must  focus  therefore  upon 
the  relief  of  symptoms  and  the  “quality  of  life,”  and 
the  systemic  method  most  likely  to  be  successful 
should  be  the  first  one  used.  A hypothetical  case  was 
circulated  to  50  physicians  in  the  State  of  Virginia, 
and  the  response  from  43  revealed  the  marked  varia- 
bility in  treatment  approaches  for  this  morbid  dis- 
ease. The  use  of  chemical  adrenalectomy  as  a predic- 
tor of  response  to  adrenal  ablation  in 
postmenopausal  patients  has  revealed  this  regime  to 
be  100%  predictive  of  subsequent  response  to  surgical 
ablation. 
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Psychological  Aspects 
of  Breast  Cancer  and 
Reconstructive  Surgery 

Joel  J.  Silverman,  MD,  and  I.  Kelman  Cohen,  MD 
Richmond,  Virginia 


The  impact  of  diagnosis  is  but  the  first  in  a difficult  emotional  sequence 
confronting  patients  with  breast  cancer.  The  authors  explain  elements  in  this 
sequence  and  discuss  their  effective  management. 


BREAST  CANCER,  the  most  common  malig- 
nancy in  American  women,  can  result  in  severe 
emotional  as  well  as  physical  trauma.  The  surgeon, 
family  practitioner,  or  oncologist  should  be  aware  of 
practical  psychological  knowledge  about  breast  can- 
cer and  the  potential  psychological  effects  of  surgical 
breast  reconstruction  after  mastectomy. 

Impact  of  Diagnosis 

The  initial  awareness  that  “I  could  have  cancer!”  is 
a shock  which  destroys  the  normal  concept  of  seeing 
oneself  as  healthy  and  protected  from  disease.  This 
shock  usually  elicits  feelings  of  fear,  anxiety  and  sad- 
ness accompanied  by  mild  anorexia,  insomnia  and 
tearfulness. 

Simultaneously,  a natural  but  often  poorly  under- 
stood reaction  begins.  Patients  report  this  as  a 
“numbness”,  a “detachment”,  a sense  that  “it’s  not 
real,  not  happening  to  me”.  This  is  the  psychological 
defense  mechanism  of  denial  which  automatically 
sends  threatening  and  dangerous  feelings  out  of 
awareness.  There  are  potential  advantages  as  well  as 
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disadvantages  to  denial.  It  may  reduce  psychological 
stress  by  removing  some  feared  thoughts  and  uncom- 
fortable feelings  from  consciousness,  thereby  allow- 
ing the  patient  to  conserve  the  energy  needed  to  cope 
with  hospitalization,  surgery,  radiation  and  the  other 
aspects  of  recovery.  However,  the  apparent  emo- 
tional calm  conferred  by  denial  may  lead  the  patient, 
husband,  and  physician  into  a false  sense  that  the 
woman  is  dealing  easily  with  the  stress  of  mastec- 
tomy. Denial  can  also  be  destructive  by  decreasing 
the  appreciation  of  danger,  exemplified  by  the 
woman  who  feels  a lump  and  yet  delays  seeking  medi- 
cal evaluation.  In  this  case,  the  danger  is  so  feared 
that  denial  removes  it  from  consciousness,  unfortu- 
nately increasing  the  risk  for  the  patient. 

There  are  two  major  threats  to  the  breast  cancer 
patient  which  lead  to  denial.  The  first  is  the  fear  that 
the  cancer  will  kill  or,  perhaps  worse,  leave  the  pa- 
tient with  unmanagable  pain  or  the  inability  to  lead  a 
normal  life.  These  fears  are  often  exaggerated  since 
many  patients  still  have  grossly  inaccurate  ideas 
about  cancer  therapy  and  prognosis. 

The  second  threat  confronted  by  almost  all 
women,  regardless  of  age,  is  the  loss  of  normal  body 
image.  This  threat  results  from  the  loss  of  the  breast, 
and  the  resultant  scars.  Body  image  is  that  internal 
picture  of  the  body  which  has  been  proven  to  directly 
effect  self-image.1  For  most  women  the  breast  is  the 
major  external  visible  body  symbol  of  feminity,  sex- 
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uality,  attractiveness,  and  mothering.  When  this  body 
symbol  is  damaged,  the  self-image  may  be  damaged, 
leading  to  feelings  of  being  repulsive,  mutilated,  de- 
sexed,  and  worthless.2  The  greater  the  woman’s  pre- 
vious emphasis  on  her  breasts  as  a source  of  pride, 
the  greater  the  loss.  Many  are  fearful  that  their  hus- 
bands or  male  friends  will  be  repulsed  by  their  ap- 
pearance and  will  reject  them  personally  and  sex- 
ually. Women  may  avoid  sexuality  in  an  attempt  to 
delay  the  rejection  they  are  sure  is  imminent.  More- 
over, these  patients  are  reminded  of  their  altered 
body  image  by  their  repeated  difficulty  in  choosing 
and  using  an  external  removable  prosthesis,  as  well  as 
problems  selecting  swim  suits  and  other  clothing. 

Breakdown  of  Denial 

How  and  when  does  the  denial  recede,  allowing 
these  threats  to  become  conscious  problems  which 
are  real  in  the  life  of  the  patient?  Polivy3  studied 
denial,  body  image  and  self-image,  comparing  a 
group  of  mastectomy  patients  with  a matched  group 
of  women  who  had  non-malignant  breast  biopsies. 
The  mastectomy  patient's  self-image  did  not  change 
immediately  after  surgery.  Denial  remained  forceful 
for  6-11  months.  As  the  real  threats  of  surgery  re- 
ceded, the  denial  became  less  essential  and,  therefore, 
less  effective  in  protecting  the  patient  from  the  psy- 
chological implications  of  her  cancer  and  body  image 
loss.  While  not  yet  clearly  documented,  this  break- 
down of  denial  can  lead  to  depression,  with  its  anx- 
iety, irritability,  sadness,  multiple  aches  and  pains, 
insomnia,  and  anorexia.  Since  timing  of  this  depres- 
sion is  unexpected,  it  is  harder  to  diagnose  and  may 
therefore  go  untreated.  It  should  be  emphasized  that 
many  women  experience  significant  depression  very 
early  in  the  course  of  treatment.2  4 


Fig.  1.  Post  left  modified  radical  mastectomy. 


The  Male  Partner 

There  is  sparse  data  regarding  the  effect  of  female 
breast  cancer  on  the  emotions  and  life  adjustment  of 
the  male  partner  and  little  is  known  about  his  role  in 
the  psychological  healing  of  the  woman. 

Renneker  and  Cutler’s  article4  on  the  psychology 
of  mastectomy  patients  is  one  of  the  few  citations 
which  discusses  the  male  role  in  rehabilitation.  They 
suggest  that  the  husband  should  be  tender,  loving  and 
attentive  and  should  communicate  that  surgery  has 
not  decreased  his  love  for  his  wife.  They  encourage 
him  to  focus  the  woman’s  attention  to  the  “preserva- 
tion of  their  relationship  through  the  necessary  me- 
dium of  preserving  her  life  by  surgery”.  The  men 
were  advised  to  become  comfortable  with  the  scar 
and  with  their  own,  even  sometimes  negative  reac- 
tions. While  such  recommendations  are  constructive, 
they  are  difficult  to  achieve. 

In  preliminary  studies  underway  at  the  Med- 
ical College  of  Virginia,  we  have  noted  that  male 
partners  need  to  be  able  to  express  their  feelings. 
They  are  angry  that  someone  they  love  has  cancer 
and  they  fear  losing  the  person.  They  feel  helpless  and 
are  unsure  how  to  help  their  partner  deal  with  her 
fears  and  depression.  Most  men  handle  these  emo- 
tionally-charged issues  in  their  characteristic  ways  of 
handling  feelings.  A marriage  which  was  weak  before 
the  surgery  will  be  less  tolerant  of  this  stress.  There  is 
little  data  about  the  sexual  adjustment  of  mastectomy 
patients  and  their  partners. 

The  Prosthesis 

The  external  breast  prosthesis  is  probably  the  most 
common  remedy  prescribed  for  the  post-mastectomy 
patient.  Although  this  devise  may  help  women  feel 
and  look  better  when  clothed,  it  does  not  change  the 


Fig.  2.  Left  reconstructive  and  right  reduction  mammaplasty. 
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internal  deformed  body  image.  Since  the  form  feels 
false  and  is  frequently  removed,  the  patient  continues 
to  be  reminded  that  the  breast  is  absent.  It  is  reported 
that  at  least  20%  of  mastectomy  patients  are  moder- 
ately to  severely  displeased  with  their  external  pros- 
thesis.5 This  estimate  is  probably  quite  low. 

Reconstructive  Surgery 

Surgical  breast  reconstruction  has  been  performed 
for  decades.  The  early  reconstructions  were  lengthy 
and  had  limited  esthetic  results.  Interestingly,  the 
patients  were  extremely  pleased  with  even  modest 
improvement.6  In  the  past  few  years,  technical  prog- 
ress and  the  use  of  modified  ablative  surgery  has 
allowed  reconstructions  to  be  done  more  simply  and 
with  significantly  better  results  (Figs.  1,  2).  More- 
over, newer  reconstructive  techniques  allow  for  safe 
and  rapid  reconstruction  even  after  radical  mastec- 
tomy. Reconstruction  will  not  affect  recurrence  or 
mortality.  Some  procedures  can  be  done  in  out- 
patient surgery  units.  Even  many  radical  and  radiated 
patients  can  be  reconstructed  in  one  operation  by 
mobilizing  flaps.  A number  of  techniques  exist  for 
nipple  and  aerola  reconstruction. 

The  reconstruction  patient  feels  her  breasts  are  a 
part  of  her,  in  contrast  to  the  patient  who  wears  an 
external  prosthesis  but  retains  a greatly  altered  body 
image.  The  ability  to  choose  normal  clothing  helps 
the  reconstructed  patient  feel  normal.  As  her  body 
image  improves,  so  does  her  self-image. 

We  believe  that  the  general  surgeon  can  signifi- 
cantly help  many  patients  by  discussing  the  possi- 
bility of  reconstruction  during  preoperative  counsel- 
ing. In  cases  where  reconstructive  surgery  is 
considered,  the  plastic  surgeon  can  be  invited  to 
make  a preoperative  evaluation,  which  offers  the  pa- 
tient the  realistic  hopefulness  that  something  might 
be  done  to  help  restore  her  body.  Many  references  in 
the  literature  support  the  positive  implications  of  re- 
construction for  the  psychological  health  of  the  pa- 
tient.7-9 

When  the  general  and  plastic  surgeons  work  as  a 
team,  their  collaborative  effort  may  result  in  an  initial 
surgical  approach  which  protects  the  patient’s  prog- 
nosis while  facilitating  later  reconstruction.  Surgical 
planning  for  reconstruction  is  an  active  message  to 
the  patient  that  she  will  live  and  be  able  to  correct 
partially  her  body  image  loss.  We  hypothesize  that 
these  hopeful  efforts  will  reduce  the  need  for  denial 
and  will  decrease  the  liklihood  of  delayed  depression. 
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Current  Status  of  Hormone  Receptors 
in  Human  Breast  Cancer 
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In  an  effort  to  improve  the  response  rate  to  endocrine  manipulation  in 
patients  with  metastatic  breast  cancer,  there  has  been  vigorous  inquiry  into  the 
mechanism  of  action  of  steroid  hormones.  The  author  discusses  the  value  of 
receptor  assays,  specifically  recommending  the  measurement  of  the  estrogen 
receptor  status  of  every  breast  cancer. 


THE  RESPONSE  of  human  cancers  to  endocrine 
manipulation  was  first  reported  by  Beatson  in 
1896;1  bilateral  oophorectomy  produced  objective  re- 
sponses in  two  women  with  metastatic  breast  cancer. 
In  1952,  Huggins2  reported  the  efficacy  of  bilateral 
adrenalectomy  in  patients  with  metastatic  breast  car- 
cinoma. Since  that  time  numerous  publications  have 
described  the  efficacy  of  endocrine  manipulations  for 
advanced  breast  cancer. 

Clinical  criteria  have  been  used  to  select  those  pa- 
tients with  metastatic  breast  cancer  most  likely  to 
respond  to  hormonal  therapy  and  to  attempt  to  ex- 
clude those  with  little  likelihood  of  objective  response 
from  undergoing  this  therapy.  Nevertheless,  the  over- 
all response  rate  has  remained  disappointingly  low; 
patients  with  metastatic  breast  cancer  have  an  overall 
response  rate  to  endocrine  therapy  of  35-40%.  In  an 
attempt  to  improve  this  response  rate,  investigations 
into  the  mechanism  of  action  of  steroid  hormones 
have  been  vigorously  pursued  over  the  past  15  years. 
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Major  improvements  in  response  rates  have  been  cor- 
related with  selection  of  patients  based  on  an  im- 
proved understanding  of  steroid  hormone  action. 

It  appears  that  the  physiological  actions  of  all 
classes  of  steroid  hormones  result  from  relatively  sim- 
ilar biochemical  interactions  of  the  hormones  with 
their  target  tissues.3  The  cell  membrane  is  freely  per- 
meable to  the  steroid,  which  then  interacts  with  a 
cytoplasmic  macromolecule,  the  “receptor.”  The  re- 
ceptor has  been  characterized  as  heat  labile,  non- 
dialyzable,  and  sensitive  to  proteases  but  not  to  ri- 
bonuclease  or  deoxyribonuclease.  Thus,  the  receptor 
appears  to  be  a protein,  but  whether  it  is  a complex 
protein  with  lipid  or  carbohydrate  components  has 
not  yet  been  determined. 

The  steroid  hormone-receptor  complex  undergoes 
an  energy  dependent  activation  which  allows  trans- 
location to  the  nucleus.  The  steroid-receptor  complex 
then  interacts  with  the  chromatin,  resulting  in  an 
increased  rate  of  transcription  of  specific  DNA  seg- 
ments. The  newly  synthesized  mRNA  is  transported 
to  the  cytoplasm  and  is  translated  into  the  specific 
protein  products  which  produce  the  specific  response 
induced  by  the  steroid-cell  interaction. 

It  is  apparent,  therefore,  that  there  are  many  sites 
at  which  blocks  could  potentially  prevent  the  syn- 
thesis of  specific,  biologically  active  proteins  after 
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arrival  of  steroid  at  the  cell.  Although  the  presence  of 
a receptor  protein  does  not  necessarily  signify  hor- 
monal responsiveness,  its  absence  would  strongly 
suggest  lack  of  sensitivity  to  the  steroid  hormone. 
Assays  of  steroid  hormone  receptors  have  been  uti- 
lized to  attempt  to  select  those  patients  who  may 
respond  to  hormonal  therapy. 

Specimens  obtained  for  steroid  hormone  receptor 
analysis  must  be  cleared  of  all  surrounding  normal 
tissue  and  frozen  at  — 70°C  immediately,  unless  the 
assay  is  to  be  performed  at  that  time.  If  liquid  nitro- 
gen is  not  available,  Cryokwik  (a  fluorinated  hydro- 
carbon spray  available  to  all  pathologists)  may  be 
used  until  the  tumor  can  be  placed  in  an  appropriate 
freezer.4  Although  the  specimen  may  be  kept  at 
— 70°C  until  assay,  the  amount  of  receptor  present 
decays  with  time.  Therefore,  the  assay  should  be  per- 
formed as  quickly  as  possible. 

The  assay  for  specific  steroid  hormone  receptors  in 
normal  or  malignant  tissues  relies  on  the  ability  of  the 
receptor  to  form  complexes  with  3H-labelled  steroids. 
The  specifically  bound  steroid  can  be  measured  in  a 
scintillation  counter.  The  dextran-coated  charcoal 
and  the  sucrose  density  gradient  assays  are  the  most 
commonly  used  methods  for  differentiating  specifi- 
cally from  non-specifically  bound  steroid.  Each  assay 
has  its  own  inherent  advantages  and  disadvantages.5 

Carcinoma  of  the  female  breast  is  the  most  thor- 
oughly studied  human  cancer  and  certain  correla- 
tions have  begun  to  emerge  concerning  the  value  of 
steroid  hormone  receptors  in  the  management  of  this 
disease. 

Estrogen  receptor:  The  incidence  of  estrogen  recep- 
tor (ER)  in  breast  cancer  tissue  has  been  reported  to 
range  from  50  to  80%  (5-8);  most  investigators  report 
about  60%  of  patients  to  be  ER  positive.  The  rate  of 
ER  positivity  does  not  appear  to  differ  between  pri- 
mary and  metastatic  lesions  and  the  site  of  metastasis 
does  not  appear  to  affect  the  rate  of  ER  positivity.5 

ER  positivity  is  affected  significantly  by  men- 
opausal status.  Breast  cancers  in  premenopausal  pa- 
tients have  a significantly  lower  rate  of  ER  positivity 
than  postmenopausal  patients.5,7  Furthermore,  ER 
positive  postmenopausal  patients  have  higher  values 
than  ER  positive  premenopausal  patients.  This  latter 
difference  may  be  in  part  due  to  the  presence  of 
endogenous  estrogens  in  premenopausal  patients  oc- 
cupying receptor  sites,  making  them  unavailable  for 
identification  by  the  assay  procedure.  Interestingly, 
one  report  demonstrates  that  paramenopausal  pa- 
tients have  an  even  lower  rate  of  estrogen  receptor 
positivity  than  premenopausal  patients;7  the  signifi- 
cance of  this  is  not  yet  clear. 

There  is  no  evidence  that  clinical  stage  of  the  dis- 
ease is  related  to  the  presence  of  ER.  However,  as  the 


number  of  positive  axillary  nodes  increases,  the  pres- 
ence of  ER  in  the  primary  tumor  decreases.  The  size 
of  the  primary  tumor  is  negatively  correlated  with  the 
presence  of  ER.  This  may  be  due  to  central  necrosis 
in  the  larger  tumors. 

Initial  reports  suggested  that  the  presence  of  ER 
was  not  related  to  tumor  histology.  However,  with 
larger  series  being  reported,  several  trends  have  be- 
come evident.  Lobular  carcinoma  is  more  frequently 
ER  positive  than  infiltrating  ductal  carcinoma;9  Ro- 
sen reported  12  of  13  lobular  carcinomas  being  ER 
positive,  a significantly  higher  percentage  than  carci- 
nomas of  ductal  origin.  Well  differentiated  tumors 
have  a higher  rate  of  ER  positivity  when  compared  to 
poorly  differentiated  tumors,  suggesting  that  dedif- 
ferentiation of  breast  carcinoma  includes  the  highest 
proportion  of  tumors  unresponsive  to  hormonal  ther- 
apy.10 Lesions  with  a minimal  amount  of  lymphocytic 
infiltration  have  a significantly  higher  ER  positivity 
than  tumors  with  marked  lymphocytic  infiltration.9 
Other  histologic  criteria  investigated  have  not  dem- 
onstrated significant  correlations. 

The  absence  of  ER  appears  to  unfavorably  influ- 
ence the  disease  free  survival  following  primary  treat- 
ment.11 This  appears  unrelated  to  nodal  status,  tumor 
size,  or  age.  Patients  who  have  ER  positive  tumors 
tend  to  recur  in  a different  pattern  than  those  who 
have  ER  negative  tumors.  The  dominant  site  for  me- 
tastasis for  ER  positive  patients  appears  to  be  bone, 
whereas  the  site  of  first  recurrence  for  ER  negative 
patients  is  more  frequently  in  the  viscera.6  Soft  tissue 
recurrences  do  not  appear  significantly  different.  Pa- 
tients who  are  ER  negative  appear  to  have  a shorter 
survival  from  the  onset  of  their  tumor;6  this  may  be 
because  one  treatment  modality  (i.e.,  hormonal  ther- 
apy) is  ineffective  in  this  group  of  patients  and  be- 
cause their  tumors  are  more  undifferentiated. 

When  a patient  undergoes  resection  of  the  primary 
tumor,  a portion  of  that  tumor  should  always  be  sent 
for  estrogen  receptor  analysis.  Subsequent  recurrent 
tumor  may  not  be  accessible  for  biopsy  or,  as  in  the 
case  of  bony  metastases,  may  not  be  amenable  for 
assay.  When  a patient  develops  recurrent  disease 
biopsy  for  estrogen  receptor  should  be  performed 
even  if  data  from  the  initial  mastectomy  is  available. 
Several  investigators  have  reported  a 20-30%  differ- 
ence from  the  primary  tumor  to  subsequent  metas- 
tases;12 multiple  metastases  biopsied  simultaneously 
have  about  a 10%  difference  regarding  positive  and 
negative  determinations.7  Following  initial  successful 
hormonal  therapy  for  metastatic  disease  some  pa- 
tients have  been  shown  to  convert  from  ER  positive 
to  negative;12  this  may  be  due  to  elimination  of  the 
hormonally  sensitive  cells  which,  therefore,  leaves 
hormonally  resistant  and  ER  negative  cells.  Thus  it 
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appears  that  repeated  biopsies  for  receptor  assays  are 
useful  in  planning  the  continued  management  of  pa- 
tients with  disseminated  breast  cancer. 

Patients  who  are  ER  positive  have  a 55-60%  objec- 
tive response  rate  to  hormonal  therapy.5  (Objective 
response  may  be  defined  as  a 50%  reduction  in  mea- 
surable disease,  healing  of  bone  lesions  on  x-ray,  and 
neither  the  appearance  of  new  lesions  nor  the  pro- 
gression of  existent  lesions.)  Patients  who  are  ER 
negative  have  only  about  a 5%  objective  response  rate 
to  hormonal  therapy.  This  includes  both  ablative 
therapy  for  premenopausal  patients  and  additive 
therapy  for  postmenopausal  patients.  It  is  unclear 
currently  why  some  patients  respond  to  additive  and 
some  to  ablative  therapy.  It  has  recently  been  shown 
that  as  the  ER  value  increases  the  percentage  of  pa- 
tients responding  to  endocrine  therapy  also  in- 
creases.13 However,  the  length  of  the  response  to  en- 
docrine manipulation  does  not  appear  to  be  directly 
related  to  the  absolute  value  for  the  ER.  Also,  the  site 
of  the  metastatic  tumor  biopsied  does  not  appear  to 
influence  the  prognostic  significance  of  the  ER  value. 

Certain  biochemical  properties  of  breast  cancer 
and  ER  have  been  correlated  with  clinical  response  to 
endocrine  manipulation.  Patients  having  both  8S  and 
4S  ER  on  sucrose  density  gradients  or  8S  alone  ap- 
pear to  respond  to  endocrine  therapy  at  a higher  rate 
than  patients  having  4S  alone.  Savlov  reported  that  7 
out  10  patients  having  either  8S  + 4S  or  8S  alone 
responded  to  endocrine  therapy,  but  0 of  10  patients 
with  4S  alone  responded;14  further  studies  appear 
necessary  to  confirm  this  finding.  Steroid  sulfuryla- 
tion  has  been  investigated  in  assays  done  on  tumor 
tissues  that  were  assayed  for  ER;  steroid  sulfurylation 
did  not  appear  to  be  an  effective  method  to  select 
those  patients  who  would  respond  to  hormonal  ther- 
apy.15 

One  published  report  has  correlated  ER  status  with 
response  to  chemotherapy.  Lippman  et  al16  showed 
that  34  of  45  patients  with  ER  negative  tumors  re- 
sponded to  chemotherapy  but  only  3 of  25  patients 
with  ER  positive  tumors  responded,  a highly  signifi- 
cant difference.  Other  prognostic  variables  appeared 
similar  in  the  two  groups.  It  is  possible  that  these 
results  are  due  to  the  higher  labeling  index  and  mi- 
totic index  seen  in  ER  negative  patients.  Several  un- 
published studies  have  investigated  this  relationship 
with  conflicting  results.  Thus,  it  appears  that  chemo- 
therapy should  not  be  withheld  in  patients  who  are 
ER  positive. 

Progesterone  receptor:  Other  classes  of  steroid  hor- 
mone receptors  have  not  been  investigated  as  thor- 
oughly as  has  ER  with  respect  to  clinical  relation- 
ships. Progesterone  receptor  (PR)  can  also  be  divided 
into  two  macromolecules  via  sucrose  density  gradi- 


ents, migrating  at  about  8S  or  4S.  It  appears  that  PR 
is  detected  in  about  75%  of  ER  positive  tumors  but  in 
less  than  10%  of  ER  negative  tumors.17  Horwitz  and 
McGuire  have  shown  that  patients  who  are  both  ER 
and  PR  positive  have  about  a 70%  objective  response 
rate  (14  of  20),  but  patients  who  are  ER  positive  and 
PR  negative  have  only  a 37%  response  rate  (6  of  16) 
to  endocrine  therapy.17  Data  concerning  PR  and 
prognostic  variables,  values  in  metachronous  le- 
sions, correlations  with  other  receptors,  and  relation- 
ship to  chemotherapy  are  not  presently  available. 

Androgen  receptor:  Little  data  has  appeared  con- 
cerning the  incidence  of  androgen  receptor  (in  this 
review,  dihydrotestosterone,  DHT-R)  in  breast  can- 
cer. Trans  and  Maass  detected  DHT-R  in  22  of  116 
(19%)  primary  tumors  and  21  of  108  (19.5%)  meta- 
static lesions.18  The  presence  of  both  ER  and  DHT-R 
appeared  to  give  a higher  response  rate  than  ER 
alone.  In  a small  series  of  patients  Persijn  et  al  sug- 
gested that  measurement  of  the  DHT-R  may  give  a 
more  accurate  prediction  of  response  in  pre- 
menopausal patients  than  ER.19  These  data  have  not 
yet  been  confirmed. 

Glucocorticoid  receptor:  There  has  been  little  pub- 
lished data  on  the  incidence  of  glucocorticoid  recep- 
tor (GR)  in  breast  cancer;  correlations  with  endo- 
crine therapy  are  not  yet  clear.  One  report  does  state 
that  about  80%  of  GR  positive  patients  also  have 
estrogen  reception.20  Allegra  et  al  have  reported,  in  a 
small  series  of  patients,  that  90%  of  patients  contain- 
ing both  ER  and  GR  responded  to  hormonal  ther- 
apy.21 This  has  not  been  confirmed  in  their  larger,  as 
yet  unpublished  series. 

Male  breast  cancer  is  a tumor  that  is  responsive  to 
hormonal  therapy  in  about  two-thirds  of  patients.  Of 
a recently  collected  group  of  65  patients,  85%  had 
ER,  about  65%  had  PR,  and  a few  had  DHT-R  and 
GR.  Quantity  of  ER  tended  to  correlate  with  PR 
levels,  disease  free  interval,  and  response  duration. 
Among  the  13  patients  for  whom  response  data  were 
available,  only  five  had  objective  responses;  this  did 
not  correlate  with  ER  values.  The  current  data  ap- 
pear insufficient  to  base  hormonal  therapy  upon  in  a 
manner  similar  to  female  breast  cancer. 

Increased  amounts  of  data  concerning  the  in- 
cidence and  pattern  of  hormone  receptors  in  breast 
cancer  is  needed.  This  information  may  prove  impor- 
tant prognostically  and  it  may  prove  valuable  to  aid 
in  selecting  subsets  of  patients  who  have  endocrine 
responsibe  tumors.  These  analyses  may  also  prove 
valuable  in  sparing  patients  types  of  therapy  which 
have  little  likelihood  of  success.  Analysis  of  all  four 
classes  of  steroid  hormone  receptors  in  individual 
patient’s  tumors  may  ultimately  aid  in  refining  endo- 
crine therapy  in  breast  cancer. 
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TRENDS  COMMENT 


The  report  by  Dr.  James  P.  Neifeld  is  of  impor- 
tance to  all  physicians  who  take  care  of  patients  with 
carcinoma  of  the  breast.  A restatement  of  some  of  the 
points  follows: 

1 . The  estrogen  receptor  status  of  every  breast  can- 
cer should  be  measured. 

2.  The  measurement  requires  proper  handling  of 
the  breast  cancer  from  the  time  of  its  removal 
from  the  patient  until  the  laboratory  test  is  de- 
termined. 

3.  Cancers  lacking  the  estrogen  receptor  are  un- 
likely to  respond  to  any  form  of  hormonal  ma- 
nipulation. 

4.  The  levels  of  estrogen  receptor  are  much  lower 
in  premenopausal  than  in  post-menopausal  pa- 
tients. 

5.  The  incidence  of  the  receptor  may  be  lower  in 
metastases  than  in  the  primary  cancer. 

6.  At  this  time  the  use  of  chemotherapy  should  not 
depend  on  the  presence  or  absence  of  estrogen 
receptor. 

Additional  information  of  value  may  become  avail- 
able when  the  assay(s)  for  progesterone  receptor  be- 
comes standardized  and  routinely  available. 

The  full  value  of  determining  the  receptor  status  of 
breast  cancer  tissue  is  still  to  be  determined.  It  ap- 
pears as  though  the  prognosis  for  primary  cure  of 
breast  cancer  is  better  in  those  patients  whose  neo- 
plasm has  the  estrogen  receptor  than  in  those  patients 
whose  tumor  lacks  the  receptor. 

Finally,  the  influence  that  the  presence  of  estrogen 
receptor  will  have  upon  selection  of  patients  for  adju- 
vant therapy  needs  to  be  determined.  To  mention  the 
possible  influences  is  to  suggest  some  courses  of  ac- 
tion. At  the  present  time,  careful  studies  of  adjuvant 
therapies  is  required  for  patients  with  estrogen  recep- 
tor positive  breast  cancer. 

Gerald  Goldstein,  MD 
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Surgical  Oncology/Otolaryngology 


Papillary  C arcinoma 
in  the 

Hiyroglossal  Tract 

Francis  H.  McGovern,  MD,  and  Jose  M.  Estevez,  MD, 
Danville,  Virginia , and 

Harold  J.  Wanebo,  MD,  Charlottesville,  Virginia 


Despite  the  rarity  of  carcinoma  of  the  thyroglossal  tract,  it  is  prudent  to 
examine  by  frozen  section  each  thyroglossal  duct  cyst  removed  by  operation 
before  the  wound  is  closed,  keeping  in  mind  the  possibility  of  thyroid  tumor. 


THE  FIRST  intimation  of  a carcinoma  in  the 
thyroglossal  tract  usually  appears  on  pathogical 
examination  of  a recently  removed  midline  mass 
from  the  thyrohyoid  area.  The  preoperative  diagnosis 
of  thyroglossal  tract  cancer  is  seldom,  if  every  made. 
Occasionally  at  the  time  of  operation,  due  to  the 
firmness  of  the  lesion,  the  possibility  of  a malignancy 
may  be  considered.  The  lack  of  awareness  of  cancer 
in  this  region  is  due  to  the  rarity  of  thyroglossal  tract 
carcinoma:  less  than  100  cases  have  been  recorded  in 
the  literature  on  the  subject,  and  the  entity  is  men- 
tioned only  occasionally  in  the  standard  text  books  of 
cancer,  surgery  or  surgical  pathology. 

Case  Reports 

Case  1. 

A 25-year-old  man  presented  with  a large  non-tender, 
painless  mass  in  the  hyoid  area.  The  initial  diagnosis  was 
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thryoglossal  duct  cyst.  The  mass  was  surgically  removed 
using  the  Sistrunk  technique  and  the  patient  discharged  on 
the  second  postoperative  day. 

Pathological  Report'.  The  mass  was  cystic,  composed  of 
highly  vascular  connective  tissue  capsule  and  filled  with 
papillary  structures.  The  epithelial  lining  was  cuboidal  and 
the  papillary  axes  were  thin  and  vascular.  Psammoma  bod- 
ies were  present.  The  capsule  was  infiltrated  by  tumor  cells 
and  a few  foci  of  thyroid  tissue  were  present  around  the 
cyst.  It  was  diagnosed  as  papillary  carcinoma  of  the  thyro- 
glossal duct. 

Subsequent  studies  showed  a normal  thyroid  function; 
the  scan  and  radioactive  iodine  uptake  were  essentially 
normal.  A suprahyoid  neck  dissection  was  performed.  The 


Fig.  1,  Case  1.  Tumor  composed  of  papillary  projections  with 
cuboidal  lining  and  mild  anaplasia.  (H&E  X 40). 
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microscopic  examination  of  this  tissue  showed  no  tumor  in 
any  of  the  sections.  The  patient’s  progress  since  that  time 
has  been  highly  satisfactory;  there  has  been  no  evidence  of 
recurrence  in  nine  years. 

Case  2. 

A 76-year-old  woman  in  excellent  health  except  for  arte- 
riosclerotic cardiovascular  disease  requiring  the  daily  use  of 
digitalis  presented  with  the  complaint  of  a tender,  enlarging 
mass  in  the  hyoid  area  in  the  midline.  The  initial  diagnosis 
was  subacute  thyroiditis  in  an  aberrant  thyroid  gland.  She 
was  given  a short  course  of  prednisone.  The  mass  des- 
creased  in  size  and  became  less  tender  only  to  enlarge  again. 
Thyroid  scan  showed  a normal  gland  in  a normal  location; 
the  mass  in  the  hyoid  did  not  show  as  thyroid  tissue. 
Surgical  removal  was  advised  and  performed.  At  operation 
a mass  the  size  of  a plum  was  found  densely  adherent  to  the 
thyroid  cartilage  and  the  surrounding  fascia  and  muscle. 
The  mass  was  dissected  free  and  removed  intact. 

Pathological  Report'.  The  tumor  was  partially  encapsu- 
lated and  grew  predominantly  in  a papillary  fashion,  al- 
though a few  follicles  were  present.  A few  psammoma  were 
seen.  The  tumor  infiltrated  the  capsule  and  grew  into  the 
surrounding  skeletal  muscle.  Lymphocytic  invasion  was 
evident.  The  diagnosis  was  papillary  carcinoma  of  the  thy- 
roglossal  duct. 

The  patient  was  sent  to  the  surgical  oncology  section  of 
the  University  of  Virginia  for  consultation.  Thyroid 
workup  showed  a normal  function  and  normal  scan;  there 
was  no  evidence  of  accessory  thyroid  tissue.  The  metastatic 
workup  was  negative.  The  previously  operated  site  was  re- 
excised; an  isolated  area  of  tissue  over  the  hyoid  bone  was 
observed  and  excised,  including  the  central  portion  of  the 
hyoid  bone.  A nodular  mass  in  the  left  lobe  of  the  thyroid 
was  resected.  The  pathology  study  showed  no  residual  tu- 
mor in  the  hyoid  area,  but  some  residual  thyroid  tissue  was 
present.  The  thyroid  gland  showed  a benign  adenomatous 
cyst  but  no  tumor.  The  findings  were  felt  to  support  a 
diagnosis  of  papillary  carcinoma  of  the  thyroglossal  duct. 
There  was  no  evidence  of  thyroid  malignancy. 

The  patient’s  progress  has  been  entirely  satisfactory.  She 
was  placed  on  levothyroxine  sodium  (Synthroid®)  100  mg 
daily.  T3T4  studies  have  been  normal. 


Fig.  2,  Case  2.  Papillary  projections  similar  to  Case  1 but  a 
few  well-differentiated  follicles  also.  (H&E  X 100). 


Discussion 

A fistula  or  cyst  of  the  thyroglossal  tract  is  not  an 
uncommon  benign  neck  tumor  occurring  about  the 
midline,  mostly  any  place  between  the  foramen  cae- 
cum and  the  normally  placed  thyroid  follicles  along 
the  thyroglossal  tract  are  manifestations  of  embry- 
onic cells  that  persisted  and  matured  rather  than 
undergoing  regression.”5  The  papillary  carcinoma 
arises  from  the  thyroid  tissue  within  the  tract.  There- 
fore, the  new  growth  is  separate  but  essentially  identi- 
cal to  papillary  carcinoma  of  the  thyroid  gland.2 

Papillary  adenocarcinoma  of  the  thyroid  often 
manifests  itself  after  metastasis  to  the  cervical  lymph 
nodes  and  may  present  as  a cystic  mass  in  the  neck.3 
The  primary  tumor  in  the  thyroid  may  be  quite  small; 
not  infrequently  the  tumor  is  found  incidentally  at 
autopsy.  Papillary  carcinoma  of  the  thyroid  has  the 
most  favorable  prognosis  of  all  thyroid  malignancies. 

Over  50%  of  the  patients  with  thyroglossal  cysts 
give  a history  of  recurrent  neck  infections.  When 
spontaneous  rupture  of  the  cyst  occurs,  or,  if  incision 
and  drainage  are  necessary,  a sinus  tract  often  results. 
To  incise  a non-infected  cyst  is  distinctly  con- 
traindicated. The  highly  successful  Sistrunk  proce- 
dure, in  which  the  lesion  is  excised  along  with  the 
central  portion  of  the  hyoid  bone  and  a core  of  tissue 
to  the  foramen  caecum  is  advised.  The  entire  tract  is 
thereby  removed,  which,  if  a localized  carcinoma  is 
present,  may  be  all  that  is  necessary  to  cure  the  dis- 
ease. 

Over  75%  of  the  reported  thyroglossal  tract  tumors 
are  papillary  adenocarcinoma  and,  therefore,  offer  a 
favorable  prognosis.  Metastatic  disease,  usually  to 
the  regional  lymph  nodes,  is  said  to  occur  in  10%  of 
the  reported  cases.4  Other  histologic  types  reported 
included  squamous  cell  carcinoma,  mixed  follicular- 
papillary  carcinoma,  adenocarcinoma,  follicular  car- 
cinoma and  anaplastic  carcinoma.5 

A benign-appearing  midline  mass  of  varying  size  in 
the  hyoid  area,  usually  cystic  in  nature,  is  the  initial 
finding  in  thyroglossal  disease.6  It  is  virtually  impos- 
sible to  make  a diagnosis  of  carcinoma  at  this  stage. 
Malignant  thyroglossal  tumors  are  usually  slow 
growing  and  non-tender,  but,  in  the  presence  of  infec- 
tion or  fistula  formation,  the  lesion  may  become 
tender  to  palpation.  As  a rule,  pain,  dysphagia, 
otalgia,  or  hoarseness  are  absent.6 

Routine  tests  for  thyroid  function  and  scanning 
with  radioactive  iodine  are  helpful  in  ruling  out  aber- 
rant thyroid  tissue,  thyroid  cancer,  or  regional  metas- 
tasis.5 

Our  cases  conform  with  the  diagnostic  criteria  for 
carcinoma  of  the  thyroglossal  tract  as  outlined  by 
Widstrom,  et  al.7  Their  recommendations  are  as 
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follows:  1)  localization  of  the  carcinoma  to  a clearly 
demonstrable  thyroglossal  cyst  or  to  the  anterior 
midline  from  the  base  of  the  tongue  through  the 
hyoid  bone  to  the  thyroid  isthmus;  2)  no  carcinoma 
on  histopathological  examination  of  the  thyroid 
gland. 

In  spite  of  the  rarity  of  carcinoma  of  the  thyroglos- 
sal tract,  it  would  seem  prudent  to  examine  by  frozen 
section  each  thyroglossal  duct  cyst  removed  at  opera- 
tion before  the  operative  wound  is  closed.  At  that 
time,  the  thyroid  gland  and  the  entire  thyrohyoid 
area  can  be  thoroughly  inspected  and  palpated.  A 
suprahyoid  neck  dissection  may  be  indicated  if  carci- 
noma is  discovered.2  The  operative  permit  should  be 
worded  to  allow  for  this  unusual  contingency.  A 
screening  examination  at  the  time  of  operation  ap- 
pears wiser  than  the  expensive  routine  preoperative 
study  to  exclude  cancer  practiced  in  some  clinics  on 
all  cases  of  thyroglossal  duct  cysts.  A modified  neck 
dissection  should  be  performed  if  there  is  in- 
volvement of  the  cervical  nodes.5  Needle  biopsy  has 
been  advised  in  all  patients  with  thyroglossal  cysts.7 
The  risks  of  this  procedure,  as  well  as  the  very  small 
number  of  cases  with  thyroglossal  tract  carcinoma, 
would  seem  to  make  its  routine  use  unnecessary  ex- 
cept in  an  unusual  situation. 


In  both  cases  here  reported  thyroid  tissue  was  pres- 
ent in  the  thyroglossal  tract  and  there  was  no  evi- 
dence in  either  patient  of  tumor  involving  the  thy- 
roid gland. 
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Parotid  Cancer: 

Factors  Influencing  Survival 

Michael  E.  Johns,  MD,  Robert  A.  Jahrsdoerfer,  MD,  and 
Robert  W.  Cantrell,  MD,  Charlottesville,  Virginia 


An  analysis  of  experience  with  cancers  of  the  parotid  gland  yields  patterns  of 
survival  and  recommendations  for  successful  treatment  of  these  unusual  and 
poorly  understood  malignancies. 


THE  parotid  gland  is  an  unusual  site  of  malig- 
nancy in  the  head  and  neck.  The  incidence  of 
parotid  tumors  is  1.5  per  100.000  population  in  the 
United  States.  Parotid  cancers  are  responsible  for  650 
deaths  per  year.  Due  to  this  relative  rarity,  malignant 
parotid  tumors  are  still  poorly  understood.  Manage- 
ment of  these  cancers  is  complicated  by  their  intricate 
relationship  with  the  facial  nerve,  injury  to  which  is 
apparent  by  lack  of  facial  expression. 

Survival  in  these  tumors  does  not  follow  the  pat- 
tern seen  in  squamous  cell  cancers  of  the  head  and 
neck.  Survival  rates  in  terms  of  3 and  5 years  are 
inappropriate.  Many  of  these  lesions  have  survival 
rates  which  continue  to  fall  20  or  more  years  after  the 
initial  diagnosis. 

Successful  treatment  requires  a knowledge  and 
clear  understanding  of  those  factors  which  influence 
survival  and  must  be  considered  in  treatment  plan- 
ning. They  are  histopathologic  diagnosis,  lymph  node 
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metastasis,  facial  nerve  palsy,  skin  involvement,  size, 
recurrence,  pain,  deep  lobe,  and  distant  metastasis. 

To  a review  of  the  literature,  we  have  added  the 
experience  of  the  University  of  Virginia  to  compile 
numbers  larger  than  any  one  surgeon  usually  accrues, 
and  from  this  information  we  have  derived  treatment 
principles. 

Histopathology 

The  prereq ti isite  for  adequate  treatment  of  a paro- 
tid tumor  is  a correct  histologic  diagnosis.  Parotid 
cancers  have  a wide  variety  of  histologic  types,  each 
with  its  own  peculiar  biologic  behavior.  This  fact 
reduces  a surgeon’s  experience  with  many  malignant 
parotid  tumors  to  a very  small  experience  with  any 
one  type. 

These  tumors  can  be  classed  into  two  groups,  low 
grade  malignant  and  high  grade  malignant,  based  on 
the  histopathology  and  correlated  with  the  biologic 
behavior.  Low  grade  parotid  tumors  include  acinous 
cell  carcinoma,  low  grade  mucoepidermoid  carci- 
noma, and  well-dilTerentiated  adenocarcinoma.  High 
grade  parotid  cancers  include  adenoidcystic  carci- 
noma, high  grade  mucoepidermoid  carcinoma,  the 
malignant  mixed  tumor  (carcinoma  arising  in  a 
mixed  tumor),  squamous  cell  carcinoma,  undifferen- 
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tiated  carcinoma  and  poorly  differentiated  adeno- 
carcinoma. 

When  patients  with  these  tumors  are  followed  for 
long  periods  the  adenoid  cystic  carcinoma  and  malig- 
nant mixed  tumors  continue  to  have  falling  survival 
rates  (Table  1).  Eneroth  and  Hamberger1  reviewed 
the  parotid  cancers  they  had  followed  20  years  and 
found  that  the  only  tumor  types  for  which  the  5-year 
survival  predicted  long-term  survival  was  the  mu- 
coepidermoid and  squamous  cell  carcinomas.  Even 
acinous  cell  carcinomas,  low  grade  tumor,  fell  from 
80%  5-year  survival  to  60%  20-year  survival. 

Lymph  Node  Metastasis 

Metastasis  to  regional  lymph  nodes  implies  a poor 
prognosis  and  requires  surgical  management.  If  there 
is  a high  propensity  for  lymph  node  metastasis  with  a 
particular  tumor  type,  an  elective  neck  dissection  is 
indicated.  This  is  justified  by  the  presence  of  micro- 
scopic metastasis  which  cannot  be  detected  by  phys- 
ical examination  and  the  significant  error  rate  (up  to 
25%)  in  detecting  small  metastases  in  nodes  by  phys- 
ical examination.  In  the  past,  radical  neck  dissection 
has  been  proposed  as  an  integral  part  of  the  treat- 
ment of  many  salivary  gland  cancers.  A review  of  the 
data  available  from  the  literature  does  not  support 
this.  A summary  of  the  frequency  of  cervical  lymph 
node  metastasis  from  parotid  cancer  reported  by 
Spiro2,  Hollander3,  Conley6,  Rosenfeld7,  and  from 
the  University  of  Virginia  show  that  high  grade 
mucoepidermoid  cancer  with  a 44%  incidence  of  neck 
metastasis  and  squamous  cell  cancer  with  a 36%  in- 
cidence of  neck  metastasis  are  the  only  two  parotid 
cancers  which  warrant  a neck  dissection.  High  grade 
mucoepidermoid  and  squamous  cell  carcinoma  are 
the  only  two  parotid  cancers  which  warrant  a pro- 
phylactic neck  dissection.  For  example,  adenoid  cystic 
carcinoma  with  a 5%  incidence  of  neck  node  metas- 
tasis does  not  warrant  radical  neck  dissection. 

The  jugulo-digastric  lymph  node  chain  is  most 
commonly  involved  with  metastases  from  parotid 
cancers.  This  chain  also  lies  in  the  operative  field  at 
the  lower  edge  of  the  incision,  thus  allowing  the  sur- 
geon to  send  for  frozen  section  analysis  any  nodes 
discovered  which  were  not  palpated  preoperatively. 

Facial  Nerve  Paralysis 

Facial  nerve  paralysis  associated  with  a parotid 
mass  is  a criterion  of  malignancy  and  carries  an  ad- 
verse prognosis.  This  occurs  with  varying  frequencies 
depending  on  histologic  type.  In  the  combined  series 
of  parotid  cancers  reported  by  Eneroth8  and  con- 
ley9  of  637  parotid  cancers,  facial  nerve  paralysis 
was  found  in  24%  of  patients  with  undifferentiated 
cancer  19%  of  squamous  cell  cancers  and  17%  of 


Table  1.  Percent  5-  and  10-Year  Survival  by  Histology. 


U. 

Eneroth1 

Fu4 

Conley6 

Va. 

5 yr 

10  yr 

5 yr 

10  yr 

5 yr 

10  yr 

5 yr 

Mucoepidermoid 

LO 

HI 

85 

85 

96 

96 

94 

35 

94 

28 

63 

Acinous  Cell 

90 

80 

80 

80 

86 

90 

Adenoid  Cystic 

75 

60 

65 

29 

82 

77 

60 

Adenocarcinoma 

75 

60 

72 

62 

49 

41 

55 

Ex  Mixed 

50 

30 

— 

— 

77 

— 

5 

Squamous  Cell 

— 

— 

57 

57 

42 

— 

36 

Undifferentiated 

30 

25 

44 

22 

30 

— 

100 

adenoid  cystic  cancer.  The  incidence  is  least  in  aci- 
nous cell  carcinoma,  only  1%.  Eneroth8  found  no 
cases  of  facial  nerve  paralysis  in  a series  of  1,790  be- 
nign parotid  tumors,  but  in  378  malignant  parotid 
tumors,  he  found  46  patients  with  facial  paralysis.  In 
this  latter  group,  the  mortality  rate  was  100%  at  5 
years  and  the  average  survival  after  onset  of  paralysis 
was  2.7  years.  Conley9  reviewed  279  malignant  pa- 
rotid tumors  and  did  not  find  that  facial  nerve 
paralysis  was  quite  as  hopeless  a prognostic  indicator; 
nine  of  34  patients  were  free  of  disease  at  five  years 
and  four  of  34  patients  were  free  of  disease  at  10 
years.  Spiro2  found  a 14%  5-year  survival  in  43  pa- 
tients with  facial  nerve  paralysis.  Eneroth  and  Conley 
both  found  a high  incidence  of  cervical  lymph  node 
metastasis  in  patients  with  facial  paralysis.  Eneroth 
reported  a 77%  incidence  and  Conley  a 66%  incidence 
of  lymph  node  metastasis  in  these  patients. 

Facial  nerve  paralysis  occurring  in  the  presence  of 
a parotid  mass  indicates  both  malignancy  and  a poor 
prognosis. 

Skin  Involvement 

There  is  no  report  available  on  the  significance  of 
skin  involvement  by  parotid  tumors.  A rare  occur- 
rence, but  here,  as  in  cancer  elsewhere,  it  indicates 
malignancy  and  decreased  survival  time.  When  seen, 
it  is  usually  in  a massive  tumor  which  will  require 
wide  resection  and  replacement  of  the  resected  facial 
skin. 

Size 

The  American  Joint  Committee  for  Staging  of  sali- 
vary gland  cancers  considers  the  size  of  the  mass  is  a 
prominent  factor.  Size  is  the  major  difference  be- 
tween stage  1 (0-2  cm)  and  stage  2 (2-4  cm).  Spiro2 
found  85%  of  patients  with  parotid  cancers  3 cm  or 
smaller  survived  5 years  but  only  67%  of  those  with 
cancers  3.1-6  cm  in  diameter  surviving  5 years.  Fu  et 
al4  found  an  84%  5-year  and  a 68%  10-year  survival 
for  stage  1,  and  a 76%  5-year  and  64%  10-year  survival 
for  stage  2 disease.  This  data  suggests  that  the  size  of 
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the  lesion  may  play  a role  initially  in  survival  but  does 
not  affect  significantly  the  long-term  results. 

Recurrence 

Woods  et  al10  studied  the  recurrence  rates  in  228 
parotid  cancers.  He  found  these  to  be  frequent  in  all 
highly  malignant  tumors  but  the  survival  rate  of  pa- 
tients with  recurrent  cancers  was  not  stated.  Hanna  et 
al11  analyzed  survival  rates  for  recurrent  malignant 
parotid  tumors  and  found  a 37%  5-year  disease-free 
survival  rate.  This  can  be  compared  to  the  62%  5-year 
survival  figure  for  all  stages  of  primary  cancers  re- 
ported by  Spiro  et  al2.  Recurrence  is  a poor  prognos- 
tic sign  indicating  the  need  for  aggressive  manage- 
ment. 

Pain 

The  significance  of  pain  as  a presenting  complaint 
is  not  clear.  Eneroth,12  in  reviewing  802  parotid  tu- 
mors, found  pain  as  an  initial  symptom-  in  34  of  665 
(5.1%)  patients  with  benign  tumors  and  in  nine  of  137 
(6.5%)  with  malignant  tumors.  He  concluded  that 
pain  could  not  be  used  as  a criterion  of  malignancy. 
Spiro  et  al2  looked  at  the  significance  of  pain  in 
patients  with  malignant  parotid  tumors.  He  found 
the  5-year  survival  in  patients  complaining  of  pain  to 
be  35%  whereas  the  asymptomatic  patient  had  a 68% 
5-year  survival.  Mustard  and  Anderson13  reported  a 
similar  finding  of  66%  5-year  survival  in  74  asympto- 
matic patients  with  malignant  parotid  tumors  and  a 
33%  5-year  survival  for  those  presenting  with  pain. 

It  appears,  then,  that  pain  is  not  a criterion  of 
malignancy  but  when  it  does  occur  in  a patient  with  a 
malignant  tumor  it  is  a marker  of  poor  prognosis. 
Pain  is  most  likely  a sign  of  nerve  invasion  by  the 
tumor. 


Deep  Lobe 

The  parotid  gland  is  not  truly  divided  into  two 
lobes  anatomically.  Surgically,  however,  the  facial 
nerve  divides  the  gland  into  two  portions.  The  por- 
tion of  the  gland  deep  to  the  nerve  is  less  accessible 
surgically  and  one  could  conclude  that  a malignant 
tumor  of  the  deep  lobe  would  have  a poorer  progno- 
sis. Nigro  and  Spiro14  studied  36  patients  with  malig- 
nancies of  the  deep  lobe  and  found  no  difference  in 
survival  for  these  patients  when  compared  to  all  pa- 
tients with  carcinoma  of  the  parotid  gland.  The  5-, 
10-,  and  15-year  survival  rates  were  61,  52,  and  48% 
respectively.  This  compares  favorably  with  survival 
for  malignancies  in  all  sites  in  the  parotid.  They 
found  decreased  survival  if  the  mass  presented  in  the 
oral  cavity  via  the  parapharyngeal  space  as  compared 
to  those  presenting  externally  only. 

Distant  Metastasis 

This  sign  is  the  poorest  of  all  prognostic  factors. 
The  incidence  of  distant  metastases  in  parotid  cancer 
is  20%  overall  (Table  2),  and  this  is  higher  than  that 
seen  in  squamous  cell  carcinoma.  Patients  with  ade- 
noid cystic  carcinoma  may  develop  lung  metastasis 
and  live  for  long  periods  with  their  metastatic  disease. 

Treatment  Principles 

Table  3 outlines  treatment  principles.  The  use  of 
radiation  is  based  on  reports  of  improved  survival 
when  it  is  used  adjunctively  in  high  grade  cancers.16 
These  principles  are  not  meant  to  be  a rigid  method- 
ology but  rather  guidelines.  Proper  tumor  manage- 
ment must  be  based  on  a sound  understanding  of 
tumor  behavior.  In  addition,  sociological  factors  play 
a role  in  determining  the  treatment  plan. 

There  has  been  no  stratified,  randomized  study  to 


Table  2.  Distant  Metastasis. 


Spiro2 

Fu4 

Rafla15 

U.Va. 

Sub-Total 

% 

Mucoepidermoid 

12 

0 

0 

2 

14 

9% 

145 

~TT 

1 

3 

8 

1 

183 

1 

Acinous  Cell 

14% 

5 

9 

14 

Adenoid  Cystic 

7 

1 1 

2 

2 

22 

42% 

20 

22 

6 

5 

53 

Ex  Mixed 

3 

0 

3 

21% 

12 

2 

14 

Squamous  Cell 

0 

2 

2 

15% 

7 

6 

13 

Adenocarcinoma 

10 

7 

5 

3 

25 

27% 

28 

27 

27 

9 

91 

Undifferentiated 

7 

3 

0 

10 

36% 

12 

13 

3 

28 

Total 

78 

396 

20% 
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Table  3.  Treatment  Principles. 


I 

Tumor  Type 

II  III 

IV 

1.  Mucoepidermoid  low  grade 
CA 

2.  Acinous  cell  CA 

1.  Adenoid  cystic  CA 

2.  Adenocarcinoma 

3.  Undifferentiated  CA 
(VII  N not  involved) 

1.  Any  malignant  tumor 
involving  VII  nerve 

2.  Any  recurrent  malignant  tumor 

3.  Mucoepidermoid  high  grade 
CA 

4.  Malignant  mixed  tumor  (CA 
ex  mixed  tumor) 

1.  Any  group  II  or  III  tumor 
with  extension  out  of  the 
parotid  gland 

1.  Superficial  or  total  paroti- 
dectomy 

2.  Preserve  VII  nerve 

3.  No  neck  dissection  unless 
palpable  nodes 

4.  No  radiation 

1.  Total  parotidectomy 

2.  Resect  that  part  of  the  VII 
N.  in  proximity  to  tumor 

3.  No  neck  dissection  unless 
palpable  nodes 

4.  Post-op  radiation 

Treatment 

1.  Total  Parotidectomy 

2.  Sacrifice  VII  N. 

3.  Neck  dissection 

4.  Post-op  irradiation 

1.  Total  parotidectomy  with 
resection  of  mandible,  muscles 
mastoid  lip 

2.  Sacrifice  VII  N. 

3.  Neck  dissection 

4.  Post-op  irradiation 

tell  us  what  the  best  management  program  should  be. 
In  the  largest  series  of  cancers  of  the  parotid  gland, 
there  are  less  than  90  cases  of  the  most  common 
histologic  type  (mucoepidermoid  carcinoma)  and 
only  a handful  of  adenoid  cystic  carcinomas  which 
can  be  studied.  Cancers  of  the  other  salivary  glands 
are  even  more  unusual,  it  is  impossible  to  compare 
the  results  of  different  treatment  methods  used  at  the 
present  time.  A prospective  trial  on  a national  scale 
to  collect  sufficient  cases  for  statistical  analysis  is 
needed. 
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A full  range  of 
treatment... 


Air  Force.  A great  way  of  life 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff. 

In  addition  to  the  wide 
spectrum  of  clinicol  ex- 
perience you'll  gain,  you'll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload.  The  type  of 
medicine  you  will  practice 
is  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 

Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today's 
physicians 

For  complete  information 
contact: 


MSgt.  Ron  Hutton 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  VA  23225 
Call  collect: 

(804)  782-2127/29 
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Phone:  (703)  273-7400 
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Other  Antiepileptic  Drug  Assays  Available 

PHENYTOIN  CARBAMAZEPINE 

PRIMIDONE  ETHOSUXIMIDE 

PHENOBARBITAL 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory,  operated  and 
supervised  by  pathologists,  and  dedicated  to  providing  prompt  and  accurate  results. 


GENTLEMEN:  PLEASE  SEND  ME 


□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 


NAME 


ADDRESS 
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This  House  Remembers  Doctor  Tucker 


The  Tucker  House  (Late  18th  Century) 

THIS  pleasantly  propor- 
tioned house  in  Bucking- 
ham, Virginia,  still  carries  the 
name  of  the  physician  who 
once  lived  in  it,  the  late  Dr. 

Pitt  Edward  Tucker.  A native 
of  Nelson  County,  Virginia, 

Doctor  Tucker  was  the  third 
physician  to  register  in  Buck- 
ingham County  when  he  ap- 
plied to  practice  in  1897.  He 
bought  this  house  in  1917  and 
lived  in  it  until  his  death  in  the 
1930s.  The  structure  was  built 
originally,  in  the  late  18th  cen- 
tury, as  a tobacco  processing 
factory  and  warehouse;  today 
“The  T ucker  House”  is  part  of 
Buckingham  Courthouse  Vil- 
lage, sharing  the  area’s  historic 
landmark  designation,  and 
houses  professional  offices. 

Doctor  Tucker’s  wife,  the 
former  Mary  Cunningham  of 
Buena  Vista,  Virginia,  now 
also  deceased,  is  remembered 


saliently  for  her  support  of  the 
Bethlehem  Baptist  Church  in 
Buckingham.  She  not  only 
gave  the  church  its  organ  but 
led  the  drive  for  funds  to  build 
the  dignified  structure  shown 
here,  organizing  a committee 
of  women  whose  efforts  in- 
cluded lawn  parties  at  which 
baked  goods  were  sold.  One  of 
these  parties  was  memorable. 


it  is  related,1  because  Mr. 
Boonie  Sprouse  paid  $75  for  a 
cake  baked  by  Miss  Hattie 
Gough — and  those  were  the 
days  when  $75  loomed  very 
large  indeed.  Pen  and  ink  draw- 
ings by  M.  A.  Pennington,  M D. 

1.  Pennington  MA,  Scott  LS: 
“The  Courthouse  Burned — ”, 
Waynesboro,  Virginia,  Charles 
F.  McClung,  1977,  p 112 


Bethlehem  Baptist  Church  (1915) 
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Patient  Exposure  to  X Rays: 
Whose  Responsibility? 


THERE  is  a great  concern  these  days  among  the 
public  and  governmental  agencies  for  patient 
exposure  to  X rays.  According  to  Swartz  and  Reichl- 
ing,1  this  concern  leads  to  medically  unwise  decisions 
on  the  part  of  the  patient  and  sometimes  even  physi- 
cians. There  is  no  doubt  that  X rays  are  hazardous  in 
nature  and  are  to  be  used  only  when  the  benefits 
outweigh  the  risks.  Swartz  and  Reichling  further 
quote  that  “the  basic  recommendation  is  that,  almost 
without  exception,  if  there  is  a reasonable  medical 
indication  for  the  study,  the  benefits  outweigh  the 
risk.”  We  would  like  to  add:  The  benefits  outweigh 
the  risks  if  the  patient  is  exposed  to  the  smallest 
achievable  radiation.  The  risks  are  proportional  to 
the  dose  delivered;  an  X-ray  examination  with  2 rads 
may  outweigh  the  risks  involved,  but  the  same  exami- 
nation with  20  rads  may  have  less  benefit  than  the 
risks.  This  reduces  the  problem  to  one  of  reducing  the 
patient’s  exposure  to  X rays  for  a medical  examina- 
tion and,  secondly,  to  performing  the  study  only 
when  there  is  a reasonable  medical  indication.  Who  is 
responsible  for  controlling  these  aspects  of  the  use  of 
ionizing  radiation  in  medicine? 

The  handling  of  radioactive  materials  and  use  of 
radiation-producing  equipment  are  carefully  regu- 
lated and  controlled  by  the  Nuclear  Regulatory  Com- 
mission, the  Environmental  Protection  Agency,  Food 
and  Drug  Administration,  and  State  Department  of 
Health  in  manufacturing  plants,  commercial  nuclear 
power  facilities,  and  teaching  and  research  institu- 
tions. The  main  areas  of  control  are  training  of  per- 
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sonnel,  limits  on  occupational  exposures,  personnel 
and  area  monitoring,  and  restrictions  on  releases  of 
radioactive  material  to  the  environment.  These  con- 
trols are  meant  to  keep  occupational  exposures  to  a 
minimum.  However,  in  the  last  decade  the  emphasis 
has  shifted  from  minimizing  occupational  exposure 
to  minimizing  the  exposure  of  patients.  Besides  natu- 
ral background,  medical  exposure  has  been  a major 
contributor  to  the  genetically  significant  dose  (GSD) 
of  the  population,  according  to  the  Bureau  of  Radio- 
logical Health.  The  GSD  increased  from  16  mrem  in 
1964  to  20  mrem  in  1971.  This  increment  was  attrib- 
uted to  the  increase  in  the  number  of  persons  X-rayed 
and  in  the  number  of  examinations  per  person.  In 
reality,  there  was  a decrease  in  GSD  per  examination. 
This  decrease  was  attributed  to  the  effectiveness  of 
the  controls  by  government  agencies. 

Is  this  true?  Can  a further  decrease  in  GSD  per 
examination  be  achieved?  Let  us  analyze  the  prob- 
lem. What  is  necessary  for  reducing  patient  exposure? 
Is  it  the  proper  functioning  of  X-ray  machines  or  the 
proper  training  of  the  personnel,  technologists  and 
physicians  involved  in  the  use  of  radiation-producing 
equipment  and  radiation  safety  principles?  We  be- 
lieve that  both  of  these  play  a dominant  role  in  pa- 
tient exposure.  The  state  and  federal  agencies  have 
directed  their  controls  mostly  towards  the  machine 
and  rarely  towards  its  users.  There  is  no  such  require- 
ment that  the  owner  and  user  of  an  X-ray  machine  be 
trained  in  its  use  and  in  the  principles  of.radiation 
safety.  The  current  controls  towards  users  are  di- 
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rected  to  the  radiologists  attached  to  a hopsital  or  to 
a teaching  institution,  who  are  already  trained  in  the 
proper  use  of  the  equipment  and  radiation  safety. 
What  about  general  physicians,  dermatologists, 
chiropractors,  podiatrists,  etc.?  Inquiry  at  the  Vir- 
ginia State  Department  of  Health  revealed  that  of 
2,265  medical  X-ray  units  registered  with  them,  only 
900  are  in  hospitals.  The  rest  are  divided  as  follows: 


Physicians  and  Osteopaths 

700 

Dermatologists 

24 

Chiropractors 

85 

Veterinarians 

160 

Podiatrists 

96 

Urology  Clinics 

160 

Dermatologists  use  X-ray  machines  for  treating 
skin  lesions.  Only  93  out  of  2,265  medical  X-ray  units 
registered  were  inspected  by  the  State  Department  of 
Health  for  radiation  safety  in  1977.  Very  few  non- 
radiologists using  X-ray  machines  are  fully  aware  of 
the  hazards  of  exposure  to  the  patient  and  them- 
selves. Their  primary  job  is  not  the  interpretation  of 
the  radiographs  since  they  have  a broader  clinical 
responsibility  for  the  patient.  They  are  also  the  indi- 
viduals who  mostly  employ  untrained  persons  to 
work  as  X-ray  technologists.  In  the  state  of  Virginia, 
no  law  prohibits  untrained  and  non-certified  tech- 
nologists from  operating  X-ray  machines.  So  far, 
only  the  states  of  New  York,  New  Jersey,  and  Cali- 
fornia have  the  legislation  which  establishes  mini- 
mum standards  of  education  and  training  for  oper- 
ators of  medical  X-ray  machines. 

The  Department  of  Food  and  Drug  Administra- 
tion has  established  performance  standards  for  ioniz- 
ing radiation-emitting  products.  These  standards  ap- 
ply to  the  manufacturer  of  these  products.  Virginia 
promulgated  certain  rules  and  regulations  for  sources 
of  ionoizing  radiation  in  1972.  This  regulatory  pro- 
gram is  designed  to  provide  a reasonable  compatibil- 
ity with  the  standards  and  regulartory  programs  of 
the  federal  government.  However,  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  requires  regular 
survey  of  all  diagnostic  fluoroscopic  radiographic 
units  and  requires  radiation  safety  education  pro- 
grams for  operators  of  X-ray  machines.  Since  the  X- 
ray  machines  outside  the  hospital  are  not  controlled 
by  this  guideline,  they  are  rarely  surveyed.  Similarly, 
no  one  is  concerned  about  radiation  safety  contin- 
uing education  for  the  operators  of  these  machines. 


The  intent  of  this  article  is  not  to  condemn  all  the 
X-ray  units  outside  the  hospital  or  to  advise  dismissal 
of  all  non-trained  operators.  It  is  to  assert  that  a 
uniform  radiation  safety  and  quality  control  program 
is  essential.  The  University  of  Virginia  Radiation 
Safety  Committee  has  established  categories  of  radia- 
tion-producing equipment  users — restricted,  quali- 
fied, and  authorized  user  categories.  It  requires  that 
no  one  other  than  those  who  are  cleared  for  admis- 
sion in  these  categories  will  operate  an  X-ray  ma- 
chine. To  qualify  for  one  of  the  categories,  it  is  essen- 
tial for  the  candidate  to  attend  and  successfully 
complete  a radiation  safety  course  offered  by  the 
Radiological  Physics  Division  of  the  Department  of 
Radiology  or  the  Radiation  Safety  Office  of  the  Uni- 
versity of  Virginia.  These  courses  vary  from  10  to  20 
hours  and  are  offered  a minimum  of  four  times  a 
year.  It  would  seem  appropriate  for  Virginia  to 
establish  similar  minimum  standards  of  education 
and  training  for  operators  of  medical  X-ray  ma- 
chines. To  reduce  radiation  exposure  to  the  public, 
the  Nuclear  Regulatory  Commission  expects  com- 
mercial power  plant  operators  to  pay  $1000  per  man- 
rem.2  even  a fraction  of  that  sum  used  for  education 
would  reduce  considerable  exposure  to  the  public  at 
the  hands  of  non-trained  personnel.  It  is  a paradox 
that  on  one  hand  the  government,  in  its  efforts  to 
reduce  radiation  exposure,  has  placed  many  re- 
straints on  the  power  companies,  even  to  the  point  of 
closing  them,  and  on  the  other  hand  has  directed  so 
little  effort  to  protecting  patients  who  are  receiving 
unnecessary  exposure  by  those  who  are  not  governed 
by  any  rules  and  regulations  and  who  are  not  prop- 
erly informed  about  radiation  hazards  and  methods 
of  reducing  this  exposure.  It  is  our  opinion  that  these 
recommendations  deserve  serious  consideration  by 
officials  of  federal  and  state  agencies  who  are  charged 
with  the  responsibility  of  protecting  the  public  from 
unnecessary  radiation  exposure. 

Suresh  K.  Agarwal,  PhD 
Theodore  E.  Keats,  MD 
University  of  Virginia  School  of  Medicine 
Charlottesville  VA  22908 

1.  Swartz  HM,  Reichling  BA:  The  safety  of  X-ray  exami- 
nation or  radioisotope  scan.  JAMA  239:2031-2032, 
1978 

2.  US  Regulatory  Commission  Issuances,  Report  NCRI- 
75/4,  April  1975,  pp  227-345 
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W.  Linwood  Ball,  MD 

Dr.  William  Linwood  Ball,  Richmond,  past  vice 
president  of  the  American  Medical  Association,  died 
December  5 in  a Richmond  hospital  after  a long 
illness.  He  was  76. 

A graduate  of  the  University  of  Richmond  and  the 
Medical  College  of  Virginia,  Dr.  Ball  practiced  gen- 
eral medicine  in  Richmond  for  many  years  before  he 
retired  in  1972.  He  was  a lieutenant  colonel  in  the 
Army  during  World  War  II,  stationed  in  the  Pacific 
theater,  and  retired  from  the  Virginia  Army  National 
Guard  as  a brigadier  general  in  1962. 

He  was  repeatedly  elected  to  high  office  by  his 
peers  and  had  been  president  of  the  Richmond  Acad- 
emy of  Medicine,  the  Richmond  Academy  of  Family 
Practice,  the  Virginia  Academy  of  Family  Practice, 
the  Virginia  Council  of  Health  and  Medical  Care, 
and  the  Virginia  Academy  of  General  Practice,  which 
he  helped  to  establish.  Prior  to  becoming  vice  presi- 
dent, he  had  been  an  AMA  trustee. 

Dr.  Ball  had  been  a member  of  The  Medical 
Society  of  Virginia  for  37  years  and  belonged  to  many 
other  medical  organizations,  including  the  World 
Medical  Association,  the  American  Geriatric  Associ- 
ation, the  Military  Surgeons  Association,  the  US 
Aerospace  Surgeons,  and  the  Virginia  Diabetes  Asso- 
ciation. 


R.  D.  Butterworth,  MD 

Dr.  Reynoldson  D.  Butterworth,  Richmond  ortho- 
pedic surgeon  since  1934,  died  December  29  at  his 
Richmond  home.  He  was  73  years  old. 

A Dinwiddie  native,  Dr.  Butterworth  received  his 
bachelor’s  degree  from  Randolph-Macon  College  in 
1928,  then  graduated  from  the  Medical  College  of 
Virginia.  He  interned  at  Johnston-Willis  Hospital, 
Richmond,  and  then  practiced  for  two  years  in  Balti- 
more’s Mercy  Hospital. 

Dr.  Butterworth  was  a member  of  the  Johnston- 
Willis  Hospital  board  and  the  West  End  Orthopedic 


Clinic,  Richmond.  He  had  been  elected  to  Randolph- 
M aeon’s  honorary  leadership  society,  ODK,  and 
belonged  to  many  medical  organizations,  including 
The  Medical  Society  of  Virginia,  which  he  joined  in 
1935,  the  American  College  of  Surgeons,  the  South- 
ern Medical  Association,  the  Virginia  Orthopedic- 
Society,  the  American  Academy  of  Orthopedic  Sur- 
geons and  the  Orthopedic  Guild. 


W.  C.  Williamson,  Jr.,  MD 

Dr.  William  Charles  Williamson,  Jr.,  36  years  old, 
died  in  a Norfolk  hospital  on  January  8 after  a short 
illness.  He  had  been  in  private  practice  in  Norfolk 
with  his  wife,  Dr.  Betty  Yeh. 

Dr.  Williamson  received  a BS  degree  in  biology 
from  Virginia  Military  Institute  in  1964  and  was 
graduated  in  1969  from  the  Medical  College  of  Vir- 
ginia, where  he  served  his  internship  and  residency  in 
internal  medicine.  Following  his  residency,  he  was 
granted  a year’s  fellowship  at  MCV  in  allergy  and  im- 
munology. In  addition  to  his  private  practice,  he 
worked  with  the  Colonial  Virginia  Foundation  for 
Medical  Care,  a professional  standards  review  or- 
ganization. During  the  Vietnam  War  he  served  as  a 
flight  surgeon  with  the  Air  Force,  attaining  the  rank 
of  captain. 

In  addition  to  The  Medical  Society  of  Virginia, 
Dr.  Williamson  belonged  to  the  Virginia  Beach 
Medical  Society,  the  American  and  Southern  Medi- 
cal Associations,  American  Society  of  Internal  Medi- 
cine, American  College  of  Physicians,  and  the  Flying 
Physicians  and  American  Aerospace  Medical  Asso- 
ciations. 

Ronnie  R.  Ray,  MD 

Dr.  Ronnie  Reginald  Ray,  Springfield,  Virginia, 
died  October  4,  1978,  at  the  age  of  45.  Dr.  Ray  was  a 
graduate  of  the  Baylor  College  of  Medicine,  Hous- 
ton, Texas.  His  specialty  was  ophthalmology. 


VOLUME  106 


VIRGINIA  MEDICAL/FEBRUARY.  1979 


163 


WHO’S 

WHO 

INVIRGINIAMEDICINE 

New  officers  of  the  Northern  Vir- 
ginia Medical  Society  are  Dr.  C.  M. 
Huber,  Front  Royal,  president;  Dr. 
William  B.  Kingree,  Woodstock,  vice 
president,  and  Dr.  Herbert  A.  Wood, 
Winchester,  secretary-treasurer. 

For  “outstanding  volunteer  medi- 
cal service  to  the  Northern  Neck 
community”,  Dr.  Frank  Bacon,  Kil- 
marnock, was  designated  “Man  of 
the  Year”  by  the  Rehoboth  Church 
Ruritan  Club  and  presented  with  a 
plaque  to  commemorate  the  recog- 
nition. Dr.  Bacon  retired  from  pri- 
vate practice  in  1971,  but  he  is  not 
exactly  taking  things  easy:  He  has 
been  president  of  the  Northern 
Neck  Medical  Association  and  is  a 
member  of  the  area's  HSA,  consul- 
tant to  the  staff  of  the  Rappahan- 
nock General  Hospital,  a director  of 
the  Mental  Health  and  Mental  Re- 
tardation Services  Board,  and  a 
mainstay  in  the  operation  of  the 
area’s  bloodmobile. 

Dr.  Bacon’s  award  was  endorsed 
with  praise  by  members  of  the 
Northern  Neck  Medical  Association 
at  their  autumnal  meeting,  which 
was  the  occasion  also  for  the  elec- 
tion of  these  new  officers:  Dr.  Robert 
E.  Hoyt,  Fort  Belvoir,  president;  Dr. 
Charles  D.  Price  III,  Fort  Belvoir, 
president  elect;  Dr.  Alexander  D. 
Crosett,  Jr.,  Kilmarnock,  vice  presi- 
dent; and  Dr.  N.  R.  Tingle,  Lively, 
secretary-treasurer. 

Dr.  Hannibal  E.  Howell,  Hamp- 
ton, has  been  elected  president  of  the 
Virginia  affiliate  of  the  American 


Heart  Association.  Dr.  Robert  M. 
Carey,  Charlottesville,  is  the  new 
president  elect. 

Dr.  M.  Pinson  Neal,  Jr.,  Rich- 
mond, was  elected  vice  chairman  of 
the  Council  of  the  Southern  Medical 
Association  at  its  recent  annual  sci- 
entific assembly  in  Atlanta.  Profes- 
sor in  the  department  of  radiology 
at  the  Medical  College  of  Virginia/ 
VCU,  Dr.  Neal  has  held  many  posts 
in  the  Association,  notably  member- 
ship in  the  Council’s  executive  com- 
mittee. 

New  fellows  of  the  American  Col- 
lege of  Surgeons  are  Dr.  Douglas  M. 
Rampona,  Martinsville,  and  Dr. 
James  A.  Smith  III,  Lynchburg. 

Dr.  Robert  W.  Iden,  Warrenton, 
and  Dr.  Kenneth  W.  Lucas,  Rocky 
Mount,  have  been  named  fellows  of 
the  American  Academy  of  Family- 
Physicians. 

The  self-standing  display  card  on 
health  care  costs  that  was  inserted 
in  the  July  1978  issue  of  Virginia 
Medical  and  is  shown  on  this  page 
has  brought  a lot  of  praise  from  over 
the  country.  Societies  in  Texas, 
Michigan,  Minnesota  and  Connecti- 
cut have  written  to  ask  about  pub- 


lishing replicas  of  it  for  their  mem- 
bers, spokesmen  for  the  AMA’s 
Department  of  Federation  Com- 
munications and  for  an  allied  health 
organization  in  Virginia  asked  for 
multiple  copies  to  distribute,  and  at 
a national  editors'  conference,  the 
display  card  was  held  up  as  a model 
of  genre.  The  unusual  tent  shape  of 
the  piece,  making  it  instantly  serv- 
iceable, is  particularly  admired. 

The  card  was  designed  by  your 
journal  staff  at  the  request  of  Robert 
I.  Howard,  MSV  Executive  Vice 
President,  who  felt  the  need  for  such 
a message.  Many  members  have 
asked  for  additional  copies  for  their 
offices;  there  is  still  a small  supply, 
and  the  Managing  Editor  would  be 
happy  to  fill  your  order  at,  of 
course,  no  charge. 

Dr.  Anas  M.  El-Mahdi,  Norfolk , 
is  a new  editor  of  the  Cancer  Trends 
department  that  appears  elsewhere 
in  this  issue,  joining  Dr.  J.  Shelton 
Horsley  III,  Richmond , and  Dr.  Ger- 
ald Goldstein,  Jr.,  Charlottesville. 
Dr.  El-Mahdi,  chairman  of  the  de- 
partment of  radiation  oncology  and 
biophysics  at  Eastern  Virginia  Med- 
ical School,  replaces  Dr.  Francis  E. 
Rosato,  who  left  EVMS  last  year 
for  Jefferson  Medical  College  at 


Your  Doctor  Is  Worried,  Too. 

The  problem  of  holding  down  medical  care  costs  is  a 
complicated  one,  with  neither  single  cause  nor  simple 
solution.  We  all  have  to  work  at  it— physicians,  patients, 
government,  insurance  companies,  industry,  labor. 

Your  doctor  is  constantly  aware  of  both  cost  and 
quality  in  diagnosis  and  care.  He  looks  carefully  at  how 
your  health  care  dollars  are  spent  and  strives  to  give  you 

"YSfcK#  bTU  * » ■fcsszz 

Si!  dollars  aXS  rSrces  arenot  unlimited;  we 


For  this  Va  Med  original,  national  applause.  Photo  by  Joseph  Colognori. 
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Thomas  Jefferson  University,  Phila- 
delphia. 

The  Robert  H.  Ivy  Society  Award 
of  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons  was 
given  to  Dr.  John  B.  McCraw,  Nor- 
folk, during  the  group’s  recent  an- 
nual meeting.  Dr.  McCraw,  who  is 
associate  professor  of  plastic  surgery 
at  Eastern  Virginia  Medical  School, 
was  recognized  for  presenting  the 
best  paper  during  the  Society’s  1977 
convention;  its  title,  “Repair  of 
Massive  Defects  of  the  Chest,  Spine 
and  Shoulder  Using  the  Latissimus 
Dorsi  Myocutaneous  Flap.” 

The  Editor  of  Forum  on  Medicine, 
a publication  of  the  American  Col- 
lege of  Physicians,  saw  the  illus- 
trated feature  story  in  Virginia 
Medical’s  July,  1978,  issue  describ- 
ing the  big  job  done  by  Dr.  Duncan 
S.  Owen,  Jr.,  Richmond,  in  getting 
together  the  television  show,  “Your 
Health,”  and  wrote  to  Dr.  Owen 
asking  him  to  write  an  article  for 
them  about  his  experiences  as  a TV 
“producer”.  Dr.  Owen  obliged,  and 
his  manuscript  is  scheduled  for  early 
publication.  In  it.  Dr.  Owen  con- 
cludes; “We  physicians  are  certainly 
getting  more  than  our  share  of  criti- 


cism these  days.  There  are  ways  to 
help  alleviate  criticism  and  put  us  in 
a better  light.  The  “Your  Health” 
television  series  pleasantly  surprised 
us  as  being  an  excellent  method  not 
only  for  public  medical  education 
but  for  public  relations  as  well.”  The 
show  was  immensely  popular  with 
the  viewing  audience  of  WCVE-TV, 
Richmond’s  Public  Broadcasting 
Station,  and  on  conclusion  of  its  26 
segments  was  promptly  scheduled 
for  re-broadcast. 

The  Virginia  Wildlife  Federation, 
at  a recent  meeting  in  Alexandria, 
conferred  on  Dr.  Allan  A.  Hoffman, 
Danville,  an  award  for  outstanding 
contribution  to  conservation. 

A physician.  Dr.  W.  Larry  Har- 
rell. has  bought  the  historic  Sears 
House  in  Staunton,  Virginia;  this  is 
the  charming  house  built  by  one  of 
Robert  E.  Lee’s  physicians.  Dr. 
Robert  Lewis  Madison,  and  de- 
scribed in  an  article  on  page  501  of 
Virginia  Medical’s  July  issue  with 
the  picture  shown  again  on  this 
page.  The  seller  was  the  Historic 
Staunton  Foundation,  whose  mem- 
bers, with  borrowed  funds,  retrieved 
the  landmark  from  severe  deteriora- 
tion and  restored  it  to  the  splendid 
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condition  here  photographed.  Dr. 
Harrell  formerly  practiced  in  Au- 
gusta, Georgia;  he  moved  to  Staun- 
ton recently  with  his  wife  to  join  the 
emergency  room  staff  of  King’s 
Daughters’  Hospital. 

“The  Good  Life  of  Dr.  Doug”  is 
the  title  of  an  illustrated  feature 
story  in  a recent  issue  of  the  Sperry 
Univac  News,  Bristol  edition,  which 
pays  tribute  to  Dr.  Douglas  D. 
Vance,  Bristol.  The  article  relates 
not  only  Dr.  Vance's  professional 
career  (UVa  School  of  Medicine;  50 
years  of  general  practice  in  his  na- 
tive Bristol;  20  years  as  plant  physi- 
cian for  Sperry  Univac)  but  his  ex- 
tracurricular accomplishments  as 
well.  As  a gardener,  for  instance; 
There  are  five  gardens  behind  Dr. 
Vance’s  home,  the  article  relates, 
plus  a wide  variety  of  fruit  and  nut 
trees,  and  Dr.  Vance  nurtures  them 
all.  He  is  also  an  enthusiastic  poet 
and  author:  The  News  quotes  from 
one  of  his  poems,  which  appear  fre- 
quently in  publications  of  the  area, 
and  reproduces  the  cover  of  his 
book.  Doctor,  Is  My  End  in  Sight,  a 
humorous  collection  of  medical  an- 
ecdotes and  folkways  that  was  re- 
viewed in  Virginia  Medical  for 
January,  1978.  It  is,  altogether,  a 
portrait  of  a life  rich  in  good  will. 

Dr.  Charles  M.  Caravati,  Sr., 

Richmond,  has  been  re-elected  a 
trustee  of  Elk  Hill  Farm,  Inc.,  a 
non-profit  treatment  facility  in 
Goochland  County  for  delinquent 
boys. 


For  this  Virginia  landmark,  a new  physician-owner.  Photo  by  Rick  C hittum. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  I0<t  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road.  Richmond  VA  23221. 


WANTED — Staff  physicians,  generalists  or  family  practice 
preferred,  for  the  new  country-wide  outpatient  clinic  in  beau- 
tiful mountains  of  Southwest  Virginia.  Excellent  salaries 
based  on  qualifications  and  experience.  Physicians  must  be 
eligible  for  Virginia  license  and  the  National  Health  Service 
Corps.  Apply  Administrator,  Bland  County  Medical  Center, 
PO  Box  247,  Bland  VA  24315,  telephone  (703)  688-4251. 


PHYSICIANS  WANTED,  Richmond  Environs:  Need  phy- 
sician to  work  four  or  five  hours,  one  or  two  evenings  per 
week;  licensed  hospital  resident  acceptable;  also  full  time 
internist  or  generalist  and  a semi-retired  physician.  JCAH 
hospital  nearby.  Salary  first  year  with  bonus,  then  partner- 
ship. Retiring  in  1981.  Send  curriculum  vitae  to  Virginia 
MEDICAL  Box  20,  4205  Dover  Road.  Richmond  VA  23221. 


HAVE  YOU  sent  in  your  MSV  dues?  Repeat  billing  is  a 
costly  procedure.  You  can  eliminate  it  by  mailing  your  check 
without  delay. 


Virginia  is  for  doctors. 

Looking  for  a great  place  to  locate? 

Want  to  make  a change?  Need  an  associate? 

Write  or  call  the  physician  referral  service  of  the 
Virginia  Council  on  Health  and  Medical  Care. 

Post  Office  Box  12363,  Richmond,  VA  23241,  804  649-0323. 

The  Council  is  supported  in  part  by  The  Medical  Society  of  Virginia. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  coverage. 
Eor  full  details  and  rates  contact  Daniel  R.  Hoffman, 
Sales  Manager. 

OGDEN  CREDIT  CORPORATION 

160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


ATTENTION  PSYCHIATRISTS 

Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  replace- 
ment cost  of  $508,000.  Very  good  return  in  profits  and 
fees.  This  is  a fine  opportunity  for  a doctor  wanting  a 
guaranteed  income  plus  time  and  facilities  for  a private 
practice.  Eor  further  information  phone:  (703)  942- 
0505  Waynesboro,  VA 


DEAR  DOCTOR: 

Ready  for  a normal  week? 

Tired  of  the  hassle? 
Malpractice  a worry? 

Have  you  had  it? 

Call  or  write 

NAVY  PLACEMENT  OFFICE 
8545  Mayland  Drive,  Richmond  VA  23229 
Va  toll  free  1-800/552-9947 
or  804/270-9553 


MENTAL  HEALTH  PHYSICIAN 

Internal  Medicine — immediate  vacancy  for  physician 
as  Head  of  Internal  Medicine.  Modern  100-bed  acute 
medical-surgical  hospital.  Malpractice  coverage  plus 
other  liberal  state  benefits.  Annual  salary  range 
$32,000 — $49,500.  Current  license  to  practice  medi- 
cine in  Virginia  and  minimum  of  three  (3)  years  experi- 
ence in  Internal  Medicine.  Contact: 

G.  W.  Link,  M.D.,  Chief  of  Staff, 

Hiram  W.  Davis  Medical  Center 
PO  Box  4030,  Petersburg  VA  23803 
Phone:  (804)  861-7112 

An  Equal  Opportunity  Employer 
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Dr.  Davis  Sees  Need 
For  “Frank  Appraisal” 

ELSEWHERE  in  this  journal,  there  is  a pertinent, 
most  timely  letter  from  Dr.  Richard  M.  Senfield 
of  Harrisonburg.  He  raised  valid  questions  (as  have 
many  others)  relative  to  the  relationship  between  the 
Medical  Society  of  Virginia  and  its  two  consultant 
agencies.  The  major  thrust  of  this  letter  concerned 
consultant  remunerations,  particularly  with  reference 
to  their  impact  on  our  dues  structure.  Additionally, 
he  would  like  tangible  evidence  of  their  effectiveness. 

It  should  be  reassuring  to  the  membership  to  learn 
that  your  President  has  also  been  concerned  about 
this  matter.  Indeed,  the  top-priority  item  on  the 
agenda  of  the  Executive  Committee  meeting  late  in 
January  related  to  this  very  matter.  A copy  of  Doctor 
Senfield’s  letter  had  been  hand-delivered  to  me  prior 
to  that  meeting.  Although  I superficially  scanned  it 
then,  I had  no  opportunity  to  give  it  adequate  study 
until  after  I returned  home  the  following  day.  De- 
tailed perusal  then  revealed  his  thoughtful  letter  to 
contain  many  items  which  deserve  explanation. 
Those  pertaining  to  evaluation  of  results  defy  precise 
answers  at  this  time. 

Some  background  discussion  is  necessary  and  ap- 
propriate. Both  of  our  consultant  agencies  came 
aboard  in  times  of  great  stress.  Our  initial  relation- 
ship with  them  was  precipitated  by  crisis — the  mal- 
practice maelstrom  in  the  first  instance,  and  the  al- 
most equally  frightening  advent  of  the  Health 
System  Agencies  with  the  second.  We  suddenly 
found  ourselves  in  desperate  need  of  expertise  and 
guidance  in  these  areas  where  doctors  rarely  venture. 
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It  is  obvious  to  your  officers  that  the  help  rendered  to 
the  Society  by  both  of  these  agencies  has  been  incal- 
culable. Both  of  our  excellent,  most  recent  Presidents 
(and  they  have  had  the  closest  relationship)  are  to- 
tally dedicated  to  the  concept  that  our  professional 
survival  is  dependent  upon  continuing  help  from 
such  knowledgeable  authorities  in  these  fields.  Al- 
though I am  in  accord  with  these  sentiments,  I also 
feel  that  the  time  is  at  hand  for  a frank  appraisal  and 
assessment  of  certain  aspects  of  these  associations. 
We  have  had  to  come  so  far,  so  fast,  that  there  has 
not  been  time  to  establish  appropriate  and  workable 
policies.  Guidelines  have  not  been  formulated. 
Proven  protocol  as  well  as  sound  business  principles 
have  often  appeared  to  be  sacrificed.  These  latter 
principles  have  proven  invaluable  over  the  years  to 
our  Society. 

It  is  quite  obvious  that  the  cost  of  an  uncontrolled 
consulting  program  is  astronomical.  The  most  simple 
and  basic  business  requirements  dictate  that  we  need 
to  establish  a reasonable  and  equitable  method  of  re- 
muneration for  these  services.  Some  such  method 
employing  a “fee  for  service”  philosophy  seems  de- 
sirable, although  some  programs  do  not  readily  lend 
themselves  to  such  methods. 

Doctor  Senfield’s  questions  relevant  to  the  findings 
of  other  state  societies  as  well  as  the  AMA  are  unan- 
swerable. It  is  readily  apparent,  however,  that  neither 
of  these  modalities  have  shown  the  slightest  signifi- 
cant effect. 

Further,  we  need  to  develop  greater  coordination 


between  our  committees  and  our  consultants.  We 
rely  on  the  “Committee  Principle”  in  this  organiza- 
tion despite  the  misgivings  I have  expressed  in  this 
journal  about  committees.1  They  do  insure  broader 
participation  and  I believe  should  be  utilized  where 
possible. 

A good  example  has  to  do  with  public  relations, 
now  frequently  a key  factor  in  projection  of  the  med- 
ical image.  The  Public  Relations  Committee  needs  to 
study  ELECTIVE  matters  with  our  consultants,  and 
then  bring  recommendations  to  Council  through  the 
offices  of  the  Executive  Vice-President.  Emergency 
help,  on  the  other  hand,  is  often  needed  and  open 


Dr.  Senfield’s  letter  is  on  page  172. 


lines  of  direct  communication  with  the  President  or 
Mr.  Howard  mandatory.  When  possible,  however, 
our  well-established  and  sensible  lines  of  protocol 
should  be  followed. 

Your  President  and  staff,  after  extensive  consulta- 
tion with  the  Executive  Committee,  are  in  the  process 
of  clarification.  By  the  time  this  column  has  reached 
your  desk,  I hope  that  significant  progress  will  have 
been  made  along  these  lines  and  some  of  the  ambi- 
guity eliminated. 

Charles  E.  Davis,  Jr.,  MD, 
President,  The  Medical  Society  of  Virginia. 

1.  Davis  CEjr:  Dr.  Davis  examines  the  MSV  backbone.  Va 
Med  106:2-4,  1979 
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LETTERS 

TOTHE 

EDITOR 


Admires  Vanguard’s  Goals 
But  Questions  Its  Finances 

The  Vanguard  program  has  progressed  from 
brainchild  to  permanent  MSV  committee  in  just  over 
one  year.  At  its  appointment  by  the  immediate  Past 
President,  it  was  originally  approved  by  Council 
(minutes  of  November  1977),  without  consultation 
with  the  House  of  Delegates  or  the  full  membership. 
First  funded  by  a special  assessment  of  $50.00  per 
member,  its  work  has  resulted  in  an  annual  dues  in- 
crease of  $45.00  (or  at  least  a major  fraction  thereof). 

No  one  can  argue  with  the  aims  of  the  Vanguard 
movement.  It  is  a necessity,  now,  that  the  medical 
profession  unite  to  give  well-reasoned  direction  to 
the  changing  and  developing  pattern  of  health  care. 
But  the  Vanguard  Committee  cannot  yet  be  seen,  in 
my  opinion,  to  be  an  effective  force  toward  that  goal, 
much  less  a cost-effective  force.  Both  its  scanty  news- 
letter and  the  frequent  description  of  its  activities  in 
MSV  communications  and  committee  proceedings 
have  been  largely  self-congratulatory. 

It  is  time  for  a more  thorough  accounting  of  its  ex- 
penditures and  results  to  be  given.  Assuming  6,000 
MSV  members,  the  total  financing  of  Vanguard  for 
the  two  years  1978-1979  is  approximately  $570,000,  a 
figure  of  which  any  HSA  might  be  proud.  Perhaps 
the  report  of  the  Vanguard  Committee  to  Reference 
Committee  No.  1 of  the  House  of  Delegates  gave 
some  breakdown  of  expenditures  and  justification  of 
such  generous  funding,  but  this  report  was  not 
printed  in  Virginia  Medical.  Was  it,  in  fact,  avail- 
able to  the  full  House,  or  only  to  the  Reference  Com- 
mittee? 

The  only  other  mention  of  Vanguard  expenses  in 
the  January  1979  issue  lies  in  the  budget  summary  of 
Reference  Committee  No.  3 for  fiscal  1978-79,  where 
$86,600.00  is  devoted  to  Vanguard  consultant  serv- 
ices. Presumably  other  expenditures  are  included  un- 
der other  categories,  such  as  salaries.  More  informa- 
tion may  have  been  presented  to  those  fortunate 
enough  to  attend  the  convention.  We,  the  constitu- 
ents, can’t  tell. 

Now  that  the  Vanguard  Committee  has  been  voted 
permanence  and  a resolution  has  been  passed  by  the 
House  empowering  continuing  financial  support 
from  all  members  of  MSV,  it  is  important  that  an- 
swers be  given  to  such  questions  as  why  two  consult- 
ing agencies  are  necessary  to  give  advice  where  one 
might  suffice,  and  why  it  is  necessary  for  state  so- 
cieties to  replicate  each  other’s  work  and  that  of 
AMA  by  monitoring  and  attempting  to  influence  fed- 
eral programs  on  the  national  level.  With  roughly 
$250,000  per  annum  at  its  disposal,  the  Vanguard 
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Committee  must  have  more  to  show  for  its  work  than 
some  slides  and  PR  publications. 

Let  me  state  again  that  I support  the  concept  and 
purpose  of  the  Vanguard  program.  I am  concerned, 
however,  that  it  has  been  expanded  so  rapidly  and 
has  become  so  expensive  so  quickly.  What  is  neces- 
sary now  is  a critical  and  searching  appraisal  of  the 
activities  of  Vanguard,  to  insure  and  to  demonstrate 
conclusively  to  the  membership  that  there  is  good 
value  for  money  spent.  So  far,  my  impression  is  to 
the  contrary. 

Richard  M.  Senfield,  MD 

725  South  Mason  Street 
Harrisonburg  VA  22801 

Editor’s  Note:  The  Editors  refer  Doctor  Senfield  and 
readers  of  his  letter  to  the  related  comments  of  MSV 
President  Charles  E.  Davis,  Jr.,  MD,  in  the  pages  im- 
mediately preceding  this  department. 

On  Doctor  Senfield’s  questions  about  finances,  the 
Editors  offer  the  following  information.  All  sums  of 
money  have  been  rounded  off  for  easier  reading. 

First,  although  The  Medical  Society  of  Virginia 
does  have  about  6,000  members,  only  about  5,100  of 
these  members  are  registered  in  dues-paying  cate- 
gories. Exempt  from  the  payment  of  dues  are  mem- 
bers who  are  over  70,  courtesy  members,  honorary 
active  members,  and  medical  students.  Con- 
sequently, the  $45  increase  in  dues  will  bring  the  So- 
ciety an  additional  $229,000  each  year. 

Not  all  of  this  increase  will  be  used  for  the  Van- 
guard program.  For  example,  the  Society’s  contin- 
uing medical  education  program  will  require  in- 
creased funding  from  this  point  on,  and  the  cost  of 
other  projects  will  undoubtedly  rise.  The  primary  ob- 
jective in  the  dues  increase  is  to  maintain  the  So- 
ciety’s cash  reserves  and  make  sure  the  Society  con- 
tinues to  operate  in  accordance  with  sound  business 
principles. 

The  special  assessment  for  the  fiscal  year  1977- 
1978  applied  only  to  the  active,  dues-paying  mem- 
bers, as  described  above,  and  brought  in  a total  of 
$200,000.  Of  this  sum,  $135,000  was  expended  for  the 
Vanguard  program  in  that  fiscal  year  1977-1978. 

For  the  current  fiscal  year  1978-1979,  the  Van- 
guard program  is  slated  for  the  following  ex- 
penditures. 

• To  Medical  Service  Consultants,  Arlington,  Vir- 
ginia, for  a variety  of  services,  an  estimated  $86,600. 

• To  Edward  DeBolt  & Associates,  Arlington,  Vir- 
ginia, for  services  of  a public  relations  nature,  an 
amount  not  to  exceed  $55,000.  The  services  of  this 
firm  will  be  applied  to  other  elements  of  the  Society’s 
activity  as  well  as  the  Vanguard  program. 


• To  one  full-time  staff  member  working  on  the 
Vanguard  program  at  MSV  headquarters  and  some 
part-time  staff  help,  total  salaries  of  $25,000.  Travel 
expenses  for  the  full-time  staff  member  and  expenses 
of  Vanguard  Committee  meetings  will  require 
$2,500. 

• The  total  of  the  foregoing  entries  for  the  fiscal 
year  1978-1979  is  $168,500. 

Drug-Abuse  Article 
Strikes  a Chord 

It  was  with  particular  interest  that  I read 
Dr.  Duane  A.  Lawrence’s  article  on  drug-abusing  pa- 
tients.' I am  writing  to  add  that  this  is  not  just  a prob- 
lem in  the  resort  areas  of  the  state. 

During  my  residency  program  at  Virginia  Beach  I 
became  acquainted  with  this  type  of  patient  and  ap- 
propriate procedures  for  recognition  and  manage- 
ment were  discussed  at  teaching  conferences.  In  spite 
of  this,  I was  surprised  by  the  numbers  of  patients  re- 
questing prescriptions  for  controlled  drugs  when  I 
entered  practice  in  Southwest  Virginia. 

Because  this  is  a common  occurrence  we  have 
made  two  changes  in  our  routine  which  other  physi- 
cians may  find  helpful.  First,  we  have  adopted  a pol- 
icy of  absolutely  no  phone-in  prescriptions  for  con- 
trolled drugs.  Once  the  word  got  around  that  this  was 
our  policy  there  was  a marked  diminution  in  the 
number  of  after-hours  calls.  The  second  change  I 
made  was  to  have  a high  index  of  suspicion  for  drug 
abuse  and  to  confront  the  patient  about  this.  I have 
found  that  few  patients  are  ready  to  seek  help  for 
their  drug  problems,  but  at  least  I’m  not  participating 
in  the  continuation  of  the  problem. 

Thanks  to  Doctor  Lawrence  and  VIRGINIA  MEDI- 
CAL for  this  very  timely  and  interesting  article. 

Henry  R.  Ivey,  MD 

204  South  Maple  Street 
Vinton  VA  24179 

1.  Lawrence  DA:  How  I keep  from  being  conned  by  drug 

abusers.  Va  Med  105:780-783,  1978 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Specialist 

IN  VIRGINIA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Ed  Harlow 

Beltone  Hearing  Aid  Service 
10360  Warwick  Blvd. 

Newport  News,  Virginia  23601 
(804)  596-1689 

Arnim  & Adrian  Mayes 
Beltone  Hearing  Aid  Service 
114  North  Third  Street 
Richmond,  Virginia  23219 
(804)  643-7218 

Beltone  Hearing  Aid  Service 
9 Franklin  Street 
Petersburg,  Virginia  23860 
(804)  733-8360 

Carl  McCurdy 
Beltone  Hearing  Aid  Center 
Medical  Arts  Building 
26  Franklin  Road,  S.W. 
Roanoke,  Virginia  24011 
(703)  343-5567 

Beltone  Hearing  Aid  Center 
213  Eighth  Street 
Lynchburg,  Virginia  24504 
(804)  846-1385 


Roy  & Stephanie  Miller 
Beltone  Hearing  Aid  Service 
2438  Valley  Avenue 
Winchester,  Virginia  22601 
(703)  667-6222 

Beltone  Hearing  Aid  Service 
7820  Sudley  Road 
Suite  T-2 

Manassas,  Virginia  22110 
(703)  369-6977 

Sidney  Rabinowitz 
Beltone  Hearing  Aid  Center 
401  Granby  Street 
Norfolk,  Virginia  23510 
(804)  622-5403 

Beltone  Hearing  Aid  Center 
Suite  208  - Pembroke  One 
281  Independence  Blvd. 
Virginia  Beach,  Virginia  23462 
(804)  499-9844 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  ■ Chicago,  Illinois  60646 
An  American  Company 


contains  no  aspirin 

tablets 

Darvocet-N  KX>  © 


lOO  mg.  Darvon-N'  (propoxyphene  napsytate) 

650  mg.  acetaminophen 


Additional  information  available 
to  the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 
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MEETINGS 

ABOUT 

MEDICINE 


March  24 

Office  Management  of  Sexual  Dysfunction  (Fairfax  Fam- 
ily Practice  Center/Marital-Sexual  Therapy  Institute/ 
VCU),  Fairfax  City  Holiday  Inn.  Marital-Sexual  Therapy 
Institute,  (703)  591-3831. 

April  2-7 

Pediatric  Trends  (Johns  Hopkins  University),  Baltimore. 
45  credits  AMA  Category  I.  Edward  M.  Sills,  MD,  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

April  6-7 

Stoneburner  Lecture:  New  Concepts  in  Outpatient  Man- 
agement of  Chronic  Obstructive  Pulmonary  Disease  and 
Asthma,  by  James  P.  Baker,  MD,  Norfolk  (MCV/VCU), 
Baruch  Auditorium,  Richmond.  9 34  credits  (AMA,  MSV, 
AAFP),  9.5  units  (VCU).  Miss  Glenda  Snow,  (804)  786- 
0494. 

April  17-20 

Practical  Advances  in  Diagnostic  Radiology  and  Nuclear 
Medicine  (Johns  Hopkins  Medical  Institutions),  Baltimore. 
32  hrs  Category  I AMA  credit.  Program  Coordinator,  (301) 
955-5880. 

April  19 

10th  Annual  Symposium  on  Medicine  and  Religion  (Pas- 
toral Care  Service  of  Portsmouth  Naval  Hospital  and  The 
Medical  College  of  Virginia),  Portsmouth  Naval  Hospital 
Auditorium.  Robert  R.  Mitchell,  LCDR,  CHC,  USNR, 
(804)  397-6541. 

April  20-22 

Annual  Pediatric-Sutton  Day  Conference  (VCU/Medical 
College  of  Virginia),  the  Homestead,  Hot  springs.  Nancy 
B.  McWilliams,  MD,  (804)  786-9605. 

April  21 

Anesthesia  and  Common  Diseases,  16th  Annual  Scientific 
Meeting,  Virginia  Society  of  Anesthesiologists,  Hyatt 
House,  Richmond.  7 hours  AMA/AAFP  Category  I.  John 
A.  Hinckley,  (804)  353-9529. 

April  21 

Contact  Lens  Fitting  for  Ophthalmologists  by  Ophthalmol- 
ogists (Medicornea  Eastern  and  Gill  Memorial  Hospital 
Foundation),  Roanoke.  Junius  E.  Crowgey,  MD,  (703) 
344-2071. 


April  21-26 

American  Academy  of  Pediatrics  Annual  Spring  Meeting, 
Sheraton  Centre  Hotel,  Toronto,  Canada.  (312)  869-4255. 

April  24 

Ninth  Annual  Charles  W.  Thomas  Lecture  on  Rheumatol- 
ogy (Medical  College  of  Virginia),  by  Dr.  Gene  G.  Hun- 
der,  Rochester,  Minnesota,  George  Ben  Johnston  Audito- 
rium, Richmond.  Dr.  Shaun  Ruddy,  (804)  786-9685. 

April  25-27 

Ethical  Issues  in  Decision-Making  in  the  Care  of  the 
Handicapped  Child  (UVa  Children’s  Rehabilitation  Cen- 
ter), Charlottesville.  Anne  Raynor,  (804)  924-5161. 

April  26-29 

American  Society  of  Internal  Medicine  Annual  Meeting, 
New  Orleans.  ASIM,  (415)  777-1000. 

April  27-28 

Emergency  Medicine  for  the  Primary  Care  Physician 
(MCV/VCU),  Hotel  Roanoke,  Roanoke.  12/2  credits 
(AMA,  MSV,  AAFP),  1.2  units  (VCU).  Miss  Glenda 
Snow,  (804)  786-0494. 

May  2-5 

60th  Annual  Meeting  of  the  Virginia  Society  of  Ophthal- 
mology/Otolaryngology, Boar’s  Head  Inn,  Charlottesville. 
Dr.  Richard  E.  Gardner,  (703)  886-8398. 

May  4-6 

Cardiac  Symptoms,  Arrhythmias  and  Holter  Monitoring 

(International  Medical  Education  Crop.),  Hospitality 
House,  Williamsburg.  13  hrs  Category  I AMA  credit,  13 
hrs  AAFP  prescribed  credit.  IMEC,  (800)  525-8646  toll 
free. 

May  5-6 

Reading  Retreat  (American  College  of  Physicians  and 
MCV),  Williamsburg.  Mrs.  Erma  Blanchard,  (804)  786- 
0496. 

May  6-10 

2nd  International  Symposium  on  Adolescent  Medicine  (So- 
ciety of  Adolescent  Medicine,  Institute  for  Continuing 
Education,  with  International  Pediatric  Association  and 
American  Academy  of  Pediatrics),  Mayflower  Hotel, 
Washington,  DC.  ISAM  Secretariat,  (804)  353-9529. 
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May  9-12 

A Clinical  Update:  1st  Annual  Chesapeake  Bay  Area  Anes- 
thesia Conference  (George  Washington,  Georgetown, 
Howard,  and  Johns  Hopkins  Universities/National  Naval 
Medical  Center/University  of  Maryland/Walter  Reed 
Army  Medical  Center/Washington  Childrens’  Hospital) 
Annapolis  Hilton  Inn,  Annapolis,  Maryland.  17  AMA  Cat- 
egory I credits.  (301)  955-5880. 

May  10-11 

Hand  Symposium:  Special  Emphasis  on  Emergency  and 
Common  Office  Problems  (Georgetown  University),  Inter- 
national Inn,  Washington  DC.  Dr.  Norman  J.  Cowen, 
(202)  829-1000. 

May  10-12 

Decision-Making  in  Clinical  Practice  (American  College 
of  Physicians),  Washington  Hospital  Center,  Washington 
Hilton,  Washington,  DC.  Registrar,  4200  Pine  St.,  Phila- 
delphia PA  19104. 

May  24 

Genetics  Update  (Children’s  Rehabilitation  Center,  UVa), 
Charlottesville.  Anne  Raynor,  (804)  924-5161. 

May  30-June  1 

6th  Annual  Symposium  on  Recent  Advances  and  Common 
Problems  in  Pediatrics:  A Small  Group  Approach  (Chil- 
drens’ Hospital  National  Medical  Center  and  American 


Academy  of  Pediatrics),  Washington  DC.  Mrs.  Susan 
Weiss,  (202)  745-3000. 

June  3-8 

10th  Family  Medicine  Review,  Session  1 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Frank  R.  Lemon,  (606)  233- 
5161. 

June  14-16 

Rehabilitation  of  the  Traumatic  Brain-Injured  Adult  (Med- 
ical College  of  Virginia),  Fort  Magruder  Conference  Cen- 
ter, Williamsburg.  Miss  Glenda  Snow,  (804)  786-0494. 

June  21-23 

Dermatology  Days  (University  of  Maryland  School  of 
Medicine),  Sheraton  Fontainbleu,  Ocean  City,  Maryland. 
(301)  528-3956. 

June  24-29 

10th  Family  Medicine  Review,  Session  2 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Lemon,  (606)  233-5161. 

July  26-29 

Review  of  New  Developments  in  the  Neurosciences  (Medi- 
cal College  of  Virginia),  Sheraton  Beach  Inn,  Virginia 
Beach.  16Vi  AMA  and  MSV  Category  I credits.  Miss 
Glenda  Snow,  (804)  786-0494. 


REHABILITATION  OF  PATIENTS 
WITH 

STROKE  OR  HIP  FRACTURE 

Presented  by 
University  of  Maryland 
School  of  Medicine 

# 

This  course  is  designed  for  physicians  who 
care  for  disabled  patients  in  the  home,  in  a 
nursing  home,  or  in  an  extended  care  facility. 
It  will  feature  discussions  and  clinical  presen- 
tations which  are  relevant  to  the  current 
medical  and  surgical  management  of  stroke 
and  of  various  kinds  of  hip  fractures.  The 
clinical  presentations  will  feature  “live  pa- 
tients” undergoing  active  rehabilitation. 

DATES:  May  11-12,  1979 

LOCATION:  John  L.  Deaton  Medical  Center 
Baltimore,  Maryland 

For  additional  information: 

CONTACT : Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  S.  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


PROBLEMS  IN  EMBRYONIC 
& 

EARLY  FETAL  DEVELOPMENT 
Presented  by 

The  University  of  Maryland 
School  of  Medicine 

Department  of  Obstetrics  & Gynecology 
and 

^Program  of  Continuing  Education 

This  course  will  review  some  important  principles  of  early 
fetal  development.  Recent  developments  in  the  methods  of 
diagnosis  and  management  of  problems  affecting  the  fetus 
during  this  early  stage  will  be  presented  so  that  clinicians  will 
be  able  to  recognize  common  problems  that  may  affect  the 
fetus,  understand  their  pathophysiology,  and  plan  an  organi- 
zed approach  to  the  management  of  such  conditions. 

DATES:  May  18  and  19.  1979 

LOCATION:  The  Baltimore  Hilton  Inn 
Baltimore,  Maryland 

For  additional  information: 

CONTACT : Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  S.  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim*  (allopurinol)  is  intended  tor 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy, 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  PurinethoP  (mercapto- 
purine)  or  Imuran**  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  tunction,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported 
Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim* 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 

U.S  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


This  is  Peoples 
Drug  Stores 
Generic  Policy 


When  it  comes  to  generics  and  brands,  we 
leave  the  choice  up  to  you  and  your  patient. 

We  back  up  that  policy  with  what  we  believe 
is  the  widest  stock  of  both  brands  and  generics  in 
each  of  our  pharmacies. 

You  know  what’s  best.  And  at  Peoples,  we 
follow  your  judgment  to  the  letter.  If  your  patient 
asks  us  to  substitute,  we  first  obtain  your 
permission  by  phone. 

And  as  a physician,  you  know  that  many 
generic  drugs  are  just  as  effective  as  their  brand 
name  counterparts.  Yet  the  price  is  considerably 
less.  So,  whenever  you  can  prescribe  generics, 
Peoples  Drug  Stores  can  save  your  patients  up  to 
50  percent  on  their  prescriptions. 

It’s  still  your  decision.  You  make  the  choice. 
You  and  your  patient.  That’s  the  generic  policy 
at  Peoples  Drug  Stores. 
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MEMBERS 


Alexandria  Medical  Society 

David  T.  Schwartz,  MD,  Urology,  5252  Dawes  Ave.,  Alex- 
andria VA  223 1 1 

Arlington  County  Medical  Society 

Gustavo  A.  Rossi,  MD,  Obstetrics/Gynecology,  2946 
Sleepy  Hollow  Rd.,  Falls  Church  VA  22044 

Norfolk  A cademy  of  Medicine 

Howard  Wilbur  Jones,  Jr.,  MD,  Obstetrics/Gynecology, 
603  Medical  Tower,  Norfolk  VA  23507 

Georgeanna  Seegar  Jones,  MD,  Obstetrics/Gynecology, 
603  Medical  Tower,  Norfolk  VA  23507 

Patrick  Henry  Medical  Society 

Pat  Barrow  Wallace,  MD,  Internal  Medicine,  1 100  Spruce 
St.,  Martinsville  VA  24112 

George  Lamar  Wallace,  MD,  Internal  Medicine,  1100 
Spruce  St.,  Martinsville  VA  24112 

Portsmouth  Academy  of  Medicine 

Albert  G.  Loew,  MD,  Neurosurgery,  3500  Queen  Street, 
Portsmouth  VA  23707 

Richmond  Academy  of  Medicine 

Harry  Thomas,  Jr.,  MD,  Obstetrics/Gynecology,  901 
Hioaks  Rd.,  Richmond  VA  23225 

Raymond  Charles  Sweet,  MD,  Neurosurgery,  7601  Forest 
Ave.,  Richmond  VA  23229 

John  Colman  Feore,  MD,  Obstetrics/Gynecology,  901 
Hioaks  Rd.,  Richmond  VA  23225 

Erika  M.  Blanton,  MD,  Obstetrics/Gynecology,  901 
Hioaks  Rd.,  Richmond  VA  23225 

Rockingham  County  Medical  Society 

Richard  H.  Smith,  Jr.,  MD,  Emergency  Medicine,  505  S. 
Mason  St.,  Harrisonburg  VA  22801 

Southside  Medical  Society 

Warren  C.  Daniels,  MD,  Internal  Medicine,  PO  Box  831, 
Hopewell  VA  23860 

Ming  Sung  Chiu,  MD,  Internal  Medicine,  102  Oakwood 
Dr.,  Hopewell  VA  23860 

Williamsburg- James  City  County  Medical  Society 

Richard  John  Stilz,  MD,  Anesthesiology,  101  Southpoint 
Dr.,  Williamsburg  VA  23185 
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Tenuate  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan’ 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  o(  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect ; rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
lor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headacne:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis.  erythema  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panicstates  Fatigueand  depression  usually 
follow  the  central  stimulation  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamme  (Regitine " ) has  been  suggested  on  pharmacologic 
grounds  lor  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  ot  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References:  1. Citations  available  on  reguest- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M 7 
O'Dillon.  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion  Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 
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What  the  Internist  Needs  to  Know 

about 

Permanent  Pacemakers 

Andrea  Hastillo,  MD,  Richmond,  Virginia 


The  increasing  use  of  permanent  pacemakers  makes  it  important  for  the 
primary  care  physician  to  be  able  to  recognize  the  common  problems  they 
present.  The  author  discusses  the  frequently  used  demand  ventricular  pace- 
maker, giving  guidelines  to  determine  function. 


THIS  discussion  addresses  the  following  ques- 
tions frequently  encountered  by  the  primary 
care  physician  who  is  caring  for  a patient  with  an 
implanted  permanent  pacemaker: 

• What  type  of  pacemaker  generators  are  being 
implanted? 

• What  type  of  pacemaker  should  one  recommend 
for  a particular  patient? 

• What  are  common  problems  with  permanent 
pacemakers? 

• How  does  one  determine  if  a pacemaker  is  func- 
tioning properly? 

• How  often  should  one  evaluate  the  patient’s 
pacemaker? 

• When  is  it  appropriate  to  refer  the  patient  for  a 
pacemaker  generator  change? 

From  the  Coronary  Intensive  Care  Unit,  Medical  Col- 
lege of  Virginia/VCU.  Address  the  author  at  Box  83,  MCV 
Station,  Richmond  VA  23298. 

Originally  submitted  5-10-78;  revised  7-25-78. 


Generators. 

Most  permanent  pacemaker  generators  use  for 
their  power  source  either  zinc-mercuric  oxide  bat- 
teries or,  more  recently,  lithium  batteries. 

The  mercury-zinc  generator  has  been  the  mainstay 
of  permanent  pacemakers  for  a number  of  years.  A 
major  concern  with  this  generator  has  been  sudden 
failure.  Although  it  maintains  a relatively  constant 
voltage  over  90%  of  its  lifetime,  once  battery  cell 
depletion  occurs  the  generator  may  fail  within  a 7-10 
day  period,  requiring  more  frequent  followup. 

The  lithium  generator,  however,  does  not  fail  sud- 
denly. Once  the  physician  notes  that  the  pacing  rate  is 
slowing,  the  generator  can  be  replaced  in  a few 
months  electively. 

The  longevity  of  the  generator  is  also  influenced  by 
the  frequency  of  pacing  and  the  catheter  electrode  tip 
size.  The  less  frequently  the  pacemaker  fires  and  the 
smaller  the  electrode  tip,  the  greater  the  longevity. 
Therefore,  in  order  to  predict  the  longevity  of  the 
patient’s  generator,  one  must  know  the  type  of  gener- 
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ator  and  the  type  of  electrode  tip  as  well  as  the 
frequency  of  pacing. 

Pacemaker  Systems. 

The  pacemaker  “system”  includes  pulse  generator 
mode,  type  of  electrode  system,  location  of  pacing 
and  mode  of  insertion. 

There  are  many  types  of  pacemaker  systems  avail- 
able; at  the  Medical  College  of  Virginia  the  majority 
of  permanent  pacemakers  are  bipolar,  transvenous, 
demand,  ventricular  pacemakers. 

The  transvenous  route  is  preferred  because  it  is  a 
relatively  safe  procedure  which  requires  neither  gen- 
eral anaesthesia  nor  thoracotomy.  The  generator  is 
usually  placed  in  a subcutaneous  pocket  in  the  upper 
chest;  the  catheter  is  placed  via  the  cephalic  or  jugular 
system  with  the  tip  of  the  catheter  positioned  in  the 
right  ventricular  apex. 

A ventricular  pacemaker  stimulates  the  ventricle 
directly,  without  any  relationship  to  atrial  depolariz- 
ation and  contraction.  Although  not  as  physiologic 
as  atrial-triggered  ventricular  or  sequential  atrio-ven- 
tricular  pacemakers,  a ventricular  pacemaker  has  a 
longer  life  than  atrio-ventricular  pacemakers  and 
placement  is  easier. 

Ventricular  pacing  may  be  synchronous  (demand 
pacemakers)  or  may  be  independent  of  inherent  ven- 
tricular activity  and  thus  be  asynchronous  (fixed  rate 
pacemakers).  Fixed  rate  pacemakers  fire  repetitively 
at  a predetermined  rate.  Because  they  do  not  sense 
inherent  ventricular  activity,  they  may  discharge  dur- 
ing the  vulnerable  phase  of  the  patient’s  native  beat 
and  theoretically  precipitate  ventricular  arrhythmias. 
In  the  normal  heart  this  does  not  appear  to  be  a 
problem;  when  ischemia  or  electrolyte  imbalance  is 
present,  however,  this  may  be  a serious  problem. 

The  demand  pacemaker  senses  the  patient’s  native 
QRS  and  will  either  discharge  during  the  sensed  QRS 
(R-triggered ) or  be  suppressed  when  a QRS  is  sensed 
(R-inhibited).  If  no  QRS  is  sensed,  both  will  dis- 
charge at  a predetermined  time  after  the  last  sensed 
QRS  (on  demand).  Properly  functioning  demand 


pacemakers  will  prevent  competition  with  the  pa- 
tient’s inherent  rhythm  and  risk  of  pacer-induced 
ventricular  arrhythmias.  If  the  patient  is  in  sinus 
rhythm  with  normal  atrio-ventricular  conduction  at  a 
rate  faster  than  the  present  pacing  rate,  the  pacema- 
ker will  allow  the  patient  to  function  at  optimum  with 
his  own  cardiac  mechanism. 

Most  of  the  demand  pacemakers  implanted  at 
MCV  are  R-inhibited.  That  is,  when  the  native  QRS 
complex  is  sensed,  the  pacemaker  will  be  inhibited 
and  reset  itself  without  producing  an  ECG  pacing 
artifact.  After  resetting  it  will  start  another  cycle  with 
slow  decay  toward  threshold,  at  which  it  will  dis- 
charge to  produce  depolarization  of  the  ventricle 
(Figure  1 ).  The  pacemaker  is  preset  at  a demand 
pacing  rate,  usually  72  beats  a minute  (although  this 
can  be  varied),  and  if  the  patient’s  inherent  ventricu- 
lar rate  falls  below  this  preset  rate,  the  pacemaker  will 
reach  the  threshold  to  discharge  and  produce  ven- 
tricular depolarization  (capture  the  ventricle).  There 
is  a slight  delay  after  an  inherent  QRS  is  sensed 
before  the  pacemaker  is  recycled.  In  some  models  it 
may  take  35  milliseconds  before  a sensed  QRS  will 
recycle  the  pacemaker.  When  the  QRS  is  sensed  late 
in  the  pacemaker  cycle,  there  is  not  enough  time  for 
recycling  to  occur  before  firing  and  the  pacemaker 
may  discharge  in  some  portion  of  the  patient’s  native 
QRS  complex  (Figure  1).  This  is  termed  pseudo- 
fusion and  does  not  indicate  malfunction.1 

Bipolar  and  unipolar  pacemakers  refer  to  the  loca- 
tion of  the  anode  and  cathode  of  the  electrode.  A 
bipolar  pacemaker's  anode  and  cathode  are  closely 
positioned  at  the  end  of  the  catheter,  and  this  gener- 
ates a small  pacemaker  spike  artifact.  The  unipolar 
pacemaker’s  cathode  is  at  the  tip  of  the  catheter, 
whereas  the  anode  is  usually  outside  of  the  heart 
located  at  the  generator.  (The  case  of  the  generator 
serves  as  the  anode.)  Unipolar  spike  artifacts  are 
large  and  have  a “tail”  which  slurs  the  beginning  of 
the  QRS.  Although  unipolar  pacemakers  are  more 
sensitive  to  intracardiac  signals  than  bipolar  pace- 
makers, they  are  also  more  sensitive  to  extracardiac 


Fig.  1.  Schematic  representation  of  R-inhibited  demand  pacemaker.  Broken  horizontal  line  represents  threshold  for  pace- 
maker discharge.  Beats  #4  and  #5  are  paced  because  inherent  rhythm  slowed  and  did  not  reset  (inhibit)  the  pacemaker. 
Beat  #8  is  PVC  which  occurred  during  sensing  refractory  period  of  pacemaker  and  therefore  did  not  reset  pacemaker. 

PF  = pseudofusion  beat. 
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electrical  activity  and  may  sense  muscle  artifact  and 
be  inhibited,  leading  to  asystole.2  For  this  reason, 
many  cardiologists  prefer  bipolar  pacemakers. 

The  transvenous  pacemaker,  with  its  catheter  tip 
located  in  the  right  ventricular  apex,  produces  a char- 
acteristic ECG  (Figure  2).  Typical  paced  beats  dem- 
onstrate a left  bundle  branch  pattern  with  a superior 
frontal  plane  axis.  On  chest  X ray  the  electrode  tip  is 
usually  left  of  the  spine  and  on  the  lateral  view  is  in 
an  anterior  position  behind  the  sternum.  Both  an 
ECG  and  a PA  and  lateral  chest  X ray  should  be 
baseline  data  for  patient  followup. 

Problems. 

Common  problems  with  permanent  pacemakers 
usually  fall  into  categories  of: 

1.  Infection, 

2.  Dislodgement  of  the  catheter, 

3.  Pain  around  the  generator  or  catheter  sites, 

4.  Malfunction — failure  to  capture  and/or  sense 
properly. 

Infection  of  the  pacemaker  may  occur  as  either  an 
early  or  late  complication.  Usually  less  than  5%  of 
patients  will  develop  infections.  Patients  may  present 
with  local  infection  of  the  generator  site,  or  with  a 
bacteremia.  Infective  endocarditis  only  rarely  devel- 
ops due  to  infection  of  permanent  pacemakers.  Many 
of  the  infections  can  be  treated  conservatively  with 


antibiotics;  others  may  require  removal  of  the  gener- 
ator in  addition  to  antibiotics.  Removal  of  the  cath- 
eter may  be  quite  difficult  if  it  has  been  in  place  a long 
time  but  is  usually  not  necessary  to  cure  the  infection. 
If  infection  of  the  pacemaker  develops,  the  patient 
should  be  followed  concommitantly  with  the  sur- 
geons who  implanted  the  generator.3"8 

Dislodgement  of  the  pacing  catheter  is  a frequent 
problem  which  usually  develops  within  the  first  6 
weeks  after  implantation  of  the  catheter.  After  6 
weeks  the  catheter  is  usually  fixed  to  the  ventricular 
endocardium  by  fibrosis  and  will  not  dislodge.  Dis- 
lodgement of  the  catheter  may  be  detected  by  failure 
of  the  pacemaker  to  sense  and/or  capture,  abnormal 
position  of  the  catheter  by  X ray,  abnormal  QRS 
complex  of  paced  beats,  patient  complaints  of  dia- 
phragmatic or  chest  wall  pacing,  development  of  a 
pericardial  effusion  or  rub  (ventricular  wall  per- 
foration) or  a new  murmur  (septal  perforation).  Dis- 
placement through  the  interventricular  septum  or 
ventricular  wall  may  produce  a right  bundle  branch 
block  pattern  of  the  paced  beats  (abnormal  for  right 
ventricular  endocardial  pacing).  The  pacemaker  may 
also  move  into  the  pulmonary  outflow  tract  or  may 
be  ejected  into  the  right  atrium. 

An  unusual  problem — the  “twiddler’s  syn- 
drome”— is  produced  by  a curious  patient  who  repet- 
itively manipulates  the  generator,  often  twisting  and 


Fig.  2.  Bipolar  ventricular  pacemaker  capturing  1 : 1.  “Left  bundle  branch  block  pattern"  and  superior  frontal  plane  axis 

are  present 
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gently  retracting  the  catheter  into  the  right  atrium.  A 
similar  problem  may  develop  when  the  generator 
pocket  has  become  too  large  and  allows  the  generator 
to  move  around9;  occasionally  the  generator  is  not 
well  supported  by  weak  subcutaneous  tissue  in  thin 
or  older  people  and  it  slowly  migrates  downward  and 
outward  pulling  the  catheter  out  of  position. 

Pain  around  the  generator  site  or  along  the  route  of 
the  catheter  is  an  infrequent  problem  but  may  be  very 
difficult  to  alleviate.  When  it  is  due  to  infection  it  is 
treated  as  such.  Pain  is  sometimes  due  to  local  nerve 
entrapment  by  scar  tissue  or  by  suture  material.  Only 
infrequently  is  removal  of  the  generator  required  to 
relieve  significant  pain. 

Patient’s  Role. 

It  is  important  to  have  the  patient  participate  in  the 
surveillance  of  the  pacemaker’s  function.  Each  pa- 
tient who  receives  a permanent  pacemaker  should 
take  a daily  pulse  and  should  be  told  to  alert  the 
physician  immediately  if  the  pulse  falls  a few  beats 
below  the  preset  pacing  rate.  The  patient  should  be 
told  not  to  utilize  the  carotid  pulse  for  this  purpose  as 
inadvertant  carotid  sinus  massage,  which  may  slow 
the  inherent  rhythm  or  even  precipitate  asystole, 
could  be  disastrous  if  the  pacemaker  had  failed. 

Physician  Evaluation  of  Function. 

Most  physicians  will  have  the  simple  tools  neces- 
sary for  basic  evaluation  of  demand  pacemaker  func- 
tion: a magnet,  an  electrocardiogram  machine  and 
easy  access  to  X ray  facilities. 

In  followup,  the  patient  should  always  have  an 
ECG,  either  a rhythm  strip  or  a full  12-lead  ECG.  If 
the  pacemaker  is  capturing,  one  should  immediately 
note  whether  the  QRS  axis  is  “normal”  for  that  par- 
ticular patient’s  paced  beats  to  indicate  position  and 
rule  out  dislodgement  of  the  catheter. 

As  this  discussion  is  limited  to  demand  R-inhibited 
ventricular  pacemakers,  there  are  normally  only  3 
ECG  patterns  seen  in  patient  followup:  1 ) pacemaker 
fires  continuously  with  no  native  ventricular  activity 


present;  2)  no  pacemaker  activity  seen;  and  3)  inter- 
mittent pacemaker  and  native  activity  present. 

Pacemaker  Firing  Continuously.  If  the  pacemaker  is 
firing  continuously  and  no  inherent  ventricular  activ- 
ity is  seen,  then  one  should  determine  the  pace- 
maker’s rate  by  observing  the  pacemaker  induced 
spike.  If  a QRS  is  not  present  for  each  spike  (failure 
to  capture)  or  if  the  spike  rate  is  slower  than  the 
preset  rate,  one  must  assume  that  the  pacemaker  is 
not  functioning  normally.  There  is  no  easy  way  in  a 
routine  office  to  evaluate  for  sensing  capabilities 
when  no  inherent  ventricular  activity  is  present. 

No  Pacemaker  Activity.  If  there  is  no  pacemaker 
activity  noted  on  the  baseline  ECG,  one  must  first 
determine  the  inherent  ventricular  rate.  If  the  inher- 
ent ventricular  rate  is  slower  than  the  preset  demand 
pacemaker  rate,  one  must  assume  that  something  is 
wrong  with  the  pacemaker.  If  the  inherent  ventricular 
rate  is  faster  than  the  preset  rate,  one  must  first  check 
the  capture  function  of  the  pacemaker.  This  is  done 
by  placing  a magnet  directly  over  the  generator  which 
turns  off  the  sensing  capabilities  of  the  demand  pace- 
maker; thus  the  pacemaker  becomes  a fixed  rate  or 
asynchronous  pacemaker  and  pacemaker  spikes 
should  appear  (Figure  3).  If  spikes  do  not  appear, 
one  should  assume  that  the  pacemaker  is  not  func- 
tioning properly.  If  the  spikes  do  appear,  they  should 
be  at  the  preset  pacing  rate  (b8  2 beats  in  recent 
pacemakers).  If  not  at  this  rate,  then  pacemaker  mal- 
function should  be  assumed.  When  the  spikes  appear 
at  the  preset  rate,  then  one  should  note  whether  the 
pacemaker  spikes  capture  when  they  should.  When 
the  spike  artifact  falls  within  the  refractory  period  of 
the  native  beats  the  pacemaker  cannot  capture.  How- 
ever, when  the  spikes  fall  outside  the  refractory  pe- 
riod (usually  after  the  T wave),  they  should  then 
capture.  When  they  capture,  the  QRS  of  the  paced 
beats  should  be  studied  for  the  expected  pattern. 
After  it  has  been  determined  that  the  pacemaker  can 
capture,  the  magnet  may  be  removed  and  one  can 
safely  perform  carotid  sinus  massage  to  slow  down 


Fig.  3.  With  magnet  placed  over  pacemaker  generator,  demand  pacemaker  becomes  fixed  rate  pacemaker.  Pacing  spikes 
indicated  by  arrows.  Asterisked  spikes  do  not  capture  as  they  occur  during  “refractory  period”  of  native  beats. 
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the  patient's  inherent  ventricular  rate  to  check  the 
sensing  ability  of  the  pacemaker.  When  the  patient’s 
inherent  rate  falls  below  the  preset  pacing  rate,  the 
pacemaker  should  discharge  and  capture. 

Intermittent  Pacing.  Finally,  there  are  patients  who 
intermittently  pace.  The  questions  in  evaluating  these 
patients  are:  1)  Is  each  inherent  beat  sensed?  2)  Are 
paced  QRS  complexes  those  expected?  3)  Is  the  pac- 
ing rate  normal?  As  shown  in  Figure  4,  a sensed  beat 
will  interrupt  the  regular  spike  to  spike  intervals.  Late 
native  beats  may  not  have  enough  time  to  reset  the 
pacemaker,  and  pseudofusion  beats  may  be  inscribed 
as  previously  described.  When  there  is  intermittent 
pacemaker  activity  seen  on  the  ECG,  one  can  expect 
to  see  more  than  completely  paced  beats  and 
“purely”  native  beats.  On  occasion,  both  the  pace- 
maker as  well  as  the  patient's  own  focus  may  cause 
depolarization,  resulting  in  a fusion  beat,  which  has 
characteristics  of  both  types  of  QRS.  On  some  occa- 
sions, if  the  paced  beat’s  voltage  and  the  inherent 
beat’s  voltage  are  predominantly  in  opposite  direc- 
tions, these  two  vectors’  forces  may  be  cancelled  to 
the  extent  that  a nearly  isoelectric  line  follows  the 
spike  (Figure  4,  single  arrow).  Again,  if  the  pace- 
maker is  intermittently  firing  and  capturing,  the  pac- 
ing rate  must  be  checked. 

These  are  the  more  common  electrocardiographic 
patterns  one  will  see  when  evaluating  a patient  for 
pacemaker  function.  Characteristics  of  the  pace- 
makers vary  among  manufacturers  and  models. 
There  are  other  complex  electrocardiographic  pat- 
terns which  appear  to  be  true  pacemaker  failure  but 
are  not.  Whenever  there  is  any  question  about  pace- 
maker function,  the  patient  should  be  reviewed  by  a 
cardiologist. 


Pacemaker  Followup. 

There  are  various  formulae  for  following  the  pa- 
tient who  has  a permanent  pacemaker,  depending 
primarily  on  the  generator.  Clearly,  if  the  patient  is 
totally  pacemaker  dependent  for  cardiac  electrical 
activity,  he  should  be  seen  more  frequently  than  a 
patient  who  does  not  develop  life-threatening  ar- 
rhythmias or  symptoms  when  the  pacemaker  fails. 
But  how  frequent  is  this?  In  general,  patients  with  a 
permanent  pacemaker  will  be  seen  one  month  post 
implant  and  then  every  6 months  during  the  first  year 
for  mercury  zinc  batteries.  They  are  then  seen  every  3 
months  for  the  next  half  year  and  then  every  month 
for  approximately  6 months.  Weekly  visits  are  then 
suggested.  Often  this  is  not  feasible  and  thus  ECG 
transmission  units  have  been  designed  so  that  the 
patient  can  send  his  ECG  to  the  physician’s  office.  As 
this  equipment  may  not  be  available  to  the  physician 
in  the  community,  many  of  the  patients  with  per- 
manent pacemakers  have  both  their  own  primary 
care  physician  and  a consultant  cardiologist  with  tele- 
phone receiving  equipment. 

Lithium  generators  demand  less  frequent  visits. 

Other  Points. 

When  a patient  with  a permanently  implanted 
pacemaker  requires  cardioversion  or  defibrillation, 
one  should  try  to  minimize  the  voltage  to  the  gener- 
ator. The  paddles  should  be  at  least  5-6  inches  away 
from  the  generator  site.  After  the  patient  is  stabilized, 
recheck  the  pacemaker  to  make  sure  it  is  functioning 
properly. 

Electromagnetic  interference  (EMI)  may  produce 
problems  with  demand  pacemakers.  In  the  hospital 
setting  the  most  common  problem  is  with  inter- 
mittent electrocautery,  which  may  turn  the  pace- 


Fig.  4.  Non-continuous  rhythm  strip  showing  bipolar  demand  R-inhibited  pacemaker.  P = paced,  F = fusion,  PS  = pseudo- 
fusion, I = inherent. 
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maker  off  (inhibit).  One  should  monitor  patients  who 
are  undergoing  such  surgery;  if  the  pacemaker  is  in- 
hibited one  can  place  a magnet  over  the  generator  to 
convert  it  to  fixed  rate  mode.  The  electrocautery 
ground  plate  should  always  be  as  far  away  from  the 
generator  and  electrode  as  possible.  Diathermy  may 
cause  similar  problems. 

As  an  outpatient,  the  patient’s  generator  could  be 
inhibited  if  the  patient  were  close  to  some  of  the  older 
microwave  ovens,  to  ignition  systems  in  automobiles, 
or  radar  installations.  These  patients  should  be  told 
to  approach  such  areas  cautiously  in  order  to  deter- 
mine what  their  pacemakers  will  do.  If  the  patient’s 
pulse  does  not  fall  below  the  preset  level,  the  patient 
can  continue  to  work  in  such  areas.  However,  if  the 
patient  becomes  symptomatic  and  the  pulse  falls  be- 
low the  preset  level,  then  the  patient  shoujd  not  reen- 
ter such  dangerous  areas.  These  problems  are  un- 
usual. 

Finally,  the  lithium  generator  brings  a new  role  for 
the  physician  with  the  demise  of  the  patient.  On 
exposure  to  intense  heat  as  might  occur  during  cre- 
mation or  on  exposure  to  water,  lithium  batteries 
may  explode,  with  possible  release  of  toxic  gases. 
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able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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The  increasing  use  of  permanent  pacemakers  makes  it  important  for  the 
primary  care  physician  to  be  able  to  recognize  the  common  problems  they 
present.  The  author  discusses  the  frequently  used  demand  ventricular  pace- 
maker, giving  guidelines  to  determine  function. 


THIS  discussion  addresses  the  following  ques- 
tions frequently  encountered  by  the  primary 
care  physician  who  is  caring  for  a patient  with  an 
implanted  permanent  pacemaker: 

• What  type  of  pacemaker  generators  are  being 
implanted? 

• What  type  of  pacemaker  should  one  recommend 
for  a particular  patient? 

• What  are  common  problems  with  permanent 
pacemakers? 

• How  does  one  determine  if  a pacemaker  is  func- 
tioning properly? 

• How  often  should  one  evaluate  the  patient's 
pacemaker? 

• When  is  it  appropriate  to  refer  the  patient  for  a 
pacemaker  generator  change? 

From  the  Coronary  Intensive  Care  Unit,  Medical  Col- 
lege of  Virginia/VCU.  Address  the  author  at  Box  83.  MCV 
Station,  Richmond  VA  23298. 

Originally  submitted  5-10-78;  revised  7-25-78. 


Generators. 

Most  permanent  pacemaker  generators  use  for 
their  power  source  either  zinc-mercuric  oxide  bat- 
teries or,  more  recently,  lithium  batteries. 

The  mercury-zinc  generator  has  been  the  mainstay 
of  permanent  pacemakers  for  a number  of  years.  A 
major  concern  with  this  generator  has  been  sudden 
failure.  Although  it  maintains  a relatively  constant 
voltage  over  90%  of  its  lifetime,  once  battery  cell 
depletion  occurs  the  generator  may  fail  within  a 7-10 
day  period,  requiring  more  frequent  followup. 

The  lithium  generator,  however,  does  not  fail  sud- 
denly. Once  the  physician  notes  that  the  pacing  rate  is 
slowing,  the  generator  can  be  replaced  in  a few 
months  electively. 

The  longevity  of  the  generator  is  also  influenced  by 
the  frequency  of  pacing  and  the  catheter  electrode  tip 
size.  The  less  frequently  the  pacemaker  fires  and  the 
smaller  the  electrode  tip,  the  greater  the  longevity. 
Therefore,  in  order  to  predict  the  longevity  of  the 
patient’s  generator,  one  must  know  the  type  of  gener- 
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ator  and  the  type  of  electrode  tip  as  well  as  the 
frequency  of  pacing. 

Pacemaker  Systems. 

The  pacemaker  “system”  includes  pulse  generator 
mode,  type  of  electrode  system,  location  of  pacing 
and  mode  of  insertion. 

There  are  many  types  of  pacemaker  systems  avail- 
able; at  the  Medical  College  of  Virginia  the  majority 
of  permanent  pacemakers  are  bipolar,  transvenous, 
demand,  ventricular  pacemakers. 

The  transvenous  route  is  preferred  because  it  is  a 
relatively  safe  procedure  which  requires  neither  gen- 
eral anaesthesia  nor  thoracotomy.  The  generator  is 
usually  placed  in  a subcutaneous  pocket  in  the  upper 
chest;  the  catheter  is  placed  via  the  cephalic  or  jugular 
system  with  the  tip  of  the  catheter  positioned  in  the 
right  ventricular  apex. 

A ventricular  pacemaker  stimulates  the  ventricle 
directly,  without  any  relationship  to  atrial  depolariz- 
ation and  contraction.  Although  not  as  physiologic 
as  atrial-triggered  ventricular  or  sequential  atrio-ven- 
tricular  pacemakers,  a ventricular  pacemaker  has  a 
longer  life  than  atrio-ventricular  pacemakers  and 
placement  is  easier. 

Ventricular  pacing  may  be  synchronous  (demand 
pacemakers)  or  may  be  independent  of  inherent  ven- 
tricular activity  and  thus  be  asynchronous  (fixed  rate 
pacemakers).  Fixed  rate  pacemakers  fire  repetitively 
at  a predetermined  rate.  Because  they  do  not  sense 
inherent  ventricular  activity,  they  may  discharge  dur- 
ing the  vulnerable  phase  of  the  patient’s  native  beat 
and  theoretically  precipitate  ventricular  arrhythmias. 
In  the  normal  heart  this  does  not  appear  to  be  a 
problem;  when  ischemia  or  electrolyte  imbalance  is 
present,  however,  this  may  be  a serious  problem. 

The  demand  pacemaker  senses  the  patient’s  native 
QRS  and  will  either  discharge  during  the  sensed  QRS 
(R-triggered)  or  be  suppressed  when  a QRS  is  sensed 
(R-inhibited).  If  no  QRS  is  sensed,  both  will  dis- 
charge at  a predetermined  time  after  the  last  sensed 
QRS  (on  demand).  Properly  functioning  demand 


pacemakers  will  prevent  competition  with  the  pa- 
tient’s inherent  rhythm  and  risk  of  pacer-induced 
ventricular  arrhythmias.  If  the  patient  is  in  sinus 
rhythm  with  normal  atrio-ventricular  conduction  at  a 
rate  faster  than  the  present  pacing  rate,  the  pacema- 
ker will  allow  the  patient  to  function  at  optimum  with 
his  own  cardiac  mechanism. 

Most  of  the  demand  pacemakers  implanted  at 
MCV  are  R-inhibited.  That  is,  when  the  native  QRS 
complex  is  sensed,  the  pacemaker  will  be  inhibited 
and  reset  itself  without  producing  an  ECG  pacing 
artifact.  After  resetting  it  will  start  another  cycle  with 
slow  decay  toward  threshold,  at  which  it  will  dis- 
charge to  produce  depolarization  of  the  ventricle 
(Figure  1).  The  pacemaker  is  preset  at  a demand 
pacing  rate,  usually  72  beats  a minute  (although  this 
can  be  varied),  and  if  the  patient’s  inherent  ventricu- 
lar rate  falls  below  this  preset  rate,  the  pacemaker  will 
reach  the  threshold  to  discharge  and  produce  ven- 
tricular depolarization  (capture  the  ventricle).  There 
is  a slight  delay  after  an  inherent  QRS  is  sensed 
before  the  pacemaker  is  recycled.  In  some  models  it 
may  take  35  milliseconds  before  a sensed  QRS  will 
recycle  the  pacemaker.  When  the  QRS  is  sensed  late 
in  the  pacemaker  cycle,  there  is  not  enough  time  for 
recycling  to  occur  before  firing  and  the  pacemaker 
may  discharge  in  some  portion  of  the  patient’s  native 
QRS  complex  (Figure  1).  This  is  termed  pseudo- 
fusion and  does  not  indicate  malfunction.1 

Bipolar  and  unipolar  pacemakers  refer  to  the  loca- 
tion of  the  anode  and  cathode  of  the  electrode.  A 
bipolar  pacemaker’s  anode  and  cathode  are  closely 
positioned  at  the  end  of  the  catheter,  and  this  gener- 
ates a small  pacemaker  spike  artifact.  The  unipolar 
pacemaker’s  cathode  is  at  the  tip  of  the  catheter, 
whereas  the  anode  is  usually  outside  of  the  heart 
located  at  the  generator.  (The  case  of  the  generator 
serves  as  the  anode.)  Unipolar  spike  artifacts  are 
large  and  have  a “tail”  which  slurs  the  beginning  of 
the  QRS.  Although  unipolar  pacemakers  are  more 
sensitive  to  intracardiac  signals  than  bipolar  pace- 
makers, they  are  also  more  sensitive  to  extracardiac 


Fig.  1.  Schematic  representation  of  R-inhibited  demand  pacemaker.  Broken  horizontal  line  represents  threshold  for  pace- 
maker discharge.  Beats  #4  and  #5  are  paced  because  inherent  rhythm  slowed  and  did  not  reset  (inhibit)  the  pacemaker. 
Beat  #8  is  PVC  which  occurred  during  sensing  refractory  period  of  pacemaker  and  therefore  did  not  reset  pacemaker. 

PF  = pseudofusion  beat. 
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electrical  activity  and  may  sense  muscle  artifact  and 
be  inhibited,  leading  to  asystole.2  For  this  reason, 
many  cardiologists  prefer  bipolar  pacemakers. 

The  transvenous  pacemaker,  with  its  catheter  tip 
located  in  the  right  ventricular  apex,  produces  a char- 
acteristic ECG  (Figure  2).  Typical  paced  beats  dem- 
onstrate a left  bundle  branch  pattern  with  a superior 
frontal  plane  axis.  On  chest  X ray  the  electrode  tip  is 
usually  left  of  the  spine  and  on  the  lateral  view  is  in 
an  anterior  position  behind  the  sternum.  Both  an 
ECG  and  a PA  and  lateral  chest  X ray  should  be 
baseline  data  for  patient  followup. 

Problems. 

Common  problems  with  permanent  pacemakers 
usually  fall  into  categories  of: 

1.  Infection, 

2.  Dislodgement  of  the  catheter, 

3.  Pain  around  the  generator  or  catheter  sites, 

4.  Malfunction — failure  to  capture  and/or  sense 
properly. 

Infection  of  the  pacemaker  may  occur  as  either  an 
early  or  late  complication.  Usually  less  than  5%  of 
patients  will  develop  infections.  Patients  may  present 
with  local  infection  of  the  generator  site,  or  with  a 
bacteremia.  Infective  endocarditis  only  rarely  devel- 
ops due  to  infection  of  permanent  pacemakers.  Many 
of  the  infections  can  be  treated  conservatively  with 


antibiotics;  others  may  require  removal  of  the  gener- 
ator in  addition  to  antibiotics.  Removal  of  the  cath- 
eter may  be  quite  difficult  if  it  has  been  in  place  a long 
time  but  is  usually  not  necessary  to  cure  the  infection. 
If  infection  of  the  pacemaker  develops,  the  patient 
should  be  followed  concommitantly  with  the  sur- 
geons who  implanted  the  generator.3-8 

Dislodgement  of  the  pacing  catheter  is  a frequent 
problem  which  usually  develops  within  the  first  6 
weeks  after  implantation  of  the  catheter.  After  6 
weeks  the  catheter  is  usually  fixed  to  the  ventricular 
endocardium  by  fibrosis  and  will  not  dislodge.  Dis- 
lodgement of  the  catheter  may  be  detected  by  failure 
of  the  pacemaker  to  sense  and/or  capture,  abnormal 
position  of  the  catheter  by  X ray,  abnormal  QRS 
complex  of  paced  beats,  patient  complaints  of  dia- 
phragmatic or  chest  wall  pacing,  development  of  a 
pericardial  effusion  or  rub  (ventricular  wall  per- 
foration) or  a new  murmur  (septal  perforation).  Dis- 
placement through  the  interventricular  septum  or 
ventricular  wall  may  produce  a right  bundle  branch 
block  pattern  of  the  paced  beats  (abnormal  for  right 
ventricular  endocardial  pacing).  The  pacemaker  may 
also  move  into  the  pulmonary  outflow  tract  or  may 
be  ejected  into  the  right  atrium. 

An  unusual  problem — the  “twiddler’s  syn- 
drome”— is  produced  by  a curious  patient  who  repet- 
itively manipulates  the  generator,  often  twisting  and 


Fig.  2.  Bipolar  ventricular  pacemaker  capturing  1 : I.  “Left  bundle  branch  block  pattern”  and  superior  frontal  plane  axis 

are  present 
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gently  retracting  the  catheter  into  the  right  atrium.  A 
similar  problem  may  develop  when  the  generator 
pocket  has  become  too  large  and  allows  the  generator 
to  move  around9;  occasionally  the  generator  is  not 
well  supported  by  weak  subcutaneous  tissue  in  thin 
or  older  people  and  it  slowly  migrates  downward  and 
outward  pulling  the  catheter  out  of  position. 

Pain  around  the  generator  site  or  along  the  route  of 
the  catheter  is  an  infrequent  problem  but  may  be  very 
difficult  to  alleviate.  When  it  is  due  to  infection  it  is 
treated  as  such.  Pain  is  sometimes  due  to  local  nerve 
entrapment  by  scar  tissue  or  by  suture  material.  Only 
infrequently  is  removal  of  the  generator  required  to 
relieve  significant  pain. 

Patient’s  Role. 

It  is  important  to  have  the  patient  participate  in  the 
surveillance  of  the  pacemaker's  function.  Each  pa- 
tient who  receives  a permanent  pacemaker  should 
take  a daily  pulse  and  should  be  told  to  alert  the 
physician  immediately  if  the  pulse  falls  a few  beats 
below  the  preset  pacing  rate.  The  patient  should  be 
told  not  to  utilize  the  carotid  pulse  for  this  purpose  as 
inadvertant  carotid  sinus  massage,  which  may  slow 
the  inherent  rhythm  or  even  precipitate  asystole, 
could  be  disastrous  if  the  pacemaker  had  failed. 

Physician  Evaluation  of  Function. 

Most  physicians  will  have  the  simple  tools  neces- 
sary for  basic  evaluation  of  demand  pacemaker  func- 
tion: a magnet,  an  electrocardiogram  machine  and 
easy  access  to  X ray  facilities. 

In  followup,  the  patient  should  always  have  an 
ECG,  either  a rhythm  strip  or  a full  12-lead  ECG.  If 
the  pacemaker  is  capturing,  one  should  immediately 
note  whether  the  QRS  axis  is  “normal”  for  that  par- 
ticular patient’s  paced  beats  to  indicate  position  and 
rule  out  dislodgement  of  the  catheter. 

As  this  discussion  is  limited  to  demand  R-inhibited 
ventricular  pacemakers,  there  are  normally  only  3 
ECG  patterns  seen  in  patient  followup:  1 ) pacemaker 
fires  continuously  with  no  native  ventricular  activity 


present;  2)  no  pacemaker  activity  seen;  and  3)  inter- 
mittent pacemaker  and  native  activity  present. 

Pacemaker  Firing  Continuously.  If  the  pacemaker  is 
firing  continuously  and  no  inherent  ventricular  activ- 
ity is  seen,  then  one  should  determine  the  pace- 
maker’s rate  by  observing  the  pacemaker  induced 
spike.  If  a QRS  is  not  present  for  each  spike  (failure 
to  capture)  or  if  the  spike  rate  is  slower  than  the 
preset  rate,  one  must  assume  that  the  pacemaker  is 
not  functioning  normally.  There  is  no  easy  way  in  a 
routine  office  to  evaluate  for  sensing  capabilities 
when  no  inherent  ventricular  activity  is  present. 

No  Pacemaker  Activity.  If  there  is  no  pacemaker 
activity  noted  on  the  baseline  ECG,  one  must  first 
determine  the  inherent  ventricular  rate.  If  the  inher- 
ent ventricular  rate  is  slower  than  the  preset  demand 
pacemaker  rate,  one  must  assume  that  something  is 
wrong  with  the  pacemaker.  If  the  inherent  ventricular 
rate  is  faster  than  the  preset  rate,  one  must  first  check 
the  capture  function  of  the  pacemaker.  This  is  done 
by  placing  a magnet  directly  over  the  generator  which 
turns  off  the  sensing  capabilities  of  the  demand  pace- 
maker; thus  the  pacemaker  becomes  a fixed  rate  or 
asynchronous  pacemaker  and  pacemaker  spikes 
should  appear  (Figure  3).  If  spikes  do  not  appear, 
one  should  assume  that  the  pacemaker  is  not  func- 
tioning properly.  If  the  spikes  do  appear,  they  should 
be  at  the  preset  pacing  rate  (08  2 beats  in  recent 
pacemakers).  If  not  at  this  rate,  then  pacemaker  mal- 
function should  be  assumed.  When  the  spikes  appear 
at  the  preset  rate,  then  one  should  note  whether  the 
pacemaker  spikes  capture  when  they  should.  When 
the  spike  artifact  falls  within  the  refractory  period  of 
the  native  beats  the  pacemaker  cannot  capture.  How- 
ever, when  the  spikes  fall  outside  the  refractory  pe- 
riod (usually  after  the  T wave),  they  should  then 
capture.  When  they  capture,  the  QRS  of  the  paced 
beats  should  be  studied  for  the  expected  pattern. 
After  it  has  been  determined  that  the  pacemaker  can 
capture,  the  magnet  may  be  removed  and  one  can 
safely  perform  carotid  sinus  massage  to  slow  down 


Fig.  3.  With  magnet  placed  over  pacemaker  generator,  demand  pacemaker  becomes  fixed  rate  pacemaker.  Pacing  spikes 
indicated  by  arrows.  Asterisked  spikes  do  not  capture  as  they  occur  during  “refractory  period”  of  native  beats. 
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the  patient’s  inherent  ventricular  rate  to  check  the 
sensing  ability  of  the  pacemaker.  When  the  patient’s 
inherent  rate  falls  below  the  preset  pacing  rate,  the 
pacemaker  should  discharge  and  capture. 

Intermittent  Pacing.  Finally,  there  are  patients  who 
intermittently  pace.  The  questions  in  evaluating  these 
patients  are:  1)  Is  each  inherent  beat  sensed?  2)  Are 
paced  QRS  complexes  those  expected?  3)  Is  the  pac- 
ing rate  normal?  As  shown  in  Figure  4,  a sensed  beat 
will  interrupt  the  regular  spike  to  spike  intervals.  Late 
native  beats  may  not  have  enough  time  to  reset  the 
pacemaker,  and  pseudofusion  beats  may  be  inscribed 
as  previously  described.  When  there  is  intermittent 
pacemaker  activity  seen  on  the  ECG,  one  can  expect 
to  see  more  than  completely  paced  beats  and 
“purely”  native  beats.  On  occasion,  both  the  pace- 
maker as  well  as  the  patient’s  own  focus  may  cause 
depolarization,  resulting  in  a fusion  beat,  which  has 
characteristics  of  both  types  of  QRS.  On  some  occa- 
sions, if  the  paced  beat’s  voltage  and  the  inherent 
beat’s  voltage  are  predominantly  in  opposite  direc- 
tions, these  two  vectors’  forces  may  be  cancelled  to 
the  extent  that  a nearly  isoelectric  line  follows  the 
spike  (Figure  4,  single  arrow).  Again,  if  the  pace- 
maker is  intermittently  firing  and  capturing,  the  pac- 
ing rate  must  be  checked. 

These  are  the  more  common  electrocardiographic 
patterns  one  will  see  when  evaluating  a patient  for 
pacemaker  function.  Characteristics  of  the  pace- 
makers vary  among  manufacturers  and  models. 
There  are  other  complex  electrocardiographic  pat- 
terns which  appear  to  be  true  pacemaker  failure  but 
are  not.  Whenever  there  is  any  question  about  pace- 
maker function,  the  patient  should  be  reviewed  by  a 
cardiologist. 


Pacemaker  Followup. 

There  are  various  formulae  for  following  the  pa- 
tient who  has  a permanent  pacemaker,  depending 
primarily  on  the  generator.  Clearly,  if  the  patient  is 
totally  pacemaker  dependent  for  cardiac  electrical 
activity,  he  should  be  seen  more  frequently  than  a 
patient  who  does  not  develop  life-threatening  ar- 
rhythmias or  symptoms  when  the  pacemaker  fails. 
But  how  frequent  is  this?  In  general,  patients  with  a 
permanent  pacemaker  will  be  seen  one  month  post 
implant  and  then  every  6 months  during  the  first  year 
for  mercury  zinc  batteries.  They  are  then  seen  every  3 
months  for  the  next  half  year  and  then  every  month 
for  approximately  6 months.  Weekly  visits  are  then 
suggested.  Often  this  is  not  feasible  and  thus  ECG 
transmission  units  have  been  designed  so  that  the 
patient  can  send  his  ECG  to  the  physician’s  office.  As 
this  equipment  may  not  be  available  to  the  physician 
in  the  community,  many  of  the  patients  with  per- 
manent pacemakers  have  both  their  own  primary 
care  physician  and  a consultant  cardiologist  with  tele- 
phone receiving  equipment. 

Lithium  generators  demand  less  frequent  visits. 

Other  Points. 

When  a patient  with  a permanently  implanted 
pacemaker  requires  cardioversion  or  defibrillation, 
one  should  try  to  minimize  the  voltage  to  the  gener- 
ator. The  paddles  should  be  at  least  5-6  inches  away 
from  the  generator  site.  After  the  patient  is  stabilized, 
recheck  the  pacemaker  to  make  sure  it  is  functioning 
properly. 

Electromagnetic  interference  (EMI)  may  produce 
problems  with  demand  pacemakers.  In  the  hospital 
setting  the  most  common  problem  is  with  inter- 
mittent electrocautery,  which  may  turn  the  pace- 


Fig.  4.  Non-continuous  rhythm  strip  showing  bipolar  demand  R-inhibited  pacemaker.  P = paced,  F = fusion,  PS  = pseudo- 
fusion, I = inherent. 
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maker  off  (inhibit).  One  should  monitor  patients  who 
are  undergoing  such  surgery;  if  the  pacemaker  is  in- 
hibited one  can  place  a magnet  over  the  generator  to 
convert  it  to  fixed  rate  mode.  The  electrocautery 
ground  plate  should  always  be  as  far  away  from  the 
generator  and  electrode  as  possible.  Diathermy  may 
cause  similar  problems. 

As  an  outpatient,  the  patient’s  generator  could  be 
inhibited  if  the  patient  were  close  to  some  of  the  older 
microwave  ovens,  to  ignition  systems  in  automobiles, 
or  radar  installations.  These  patients  should  be  told 
to  approach  such  areas  cautiously  in  order  to  deter- 
mine what  their  pacemakers  will  do.  If  the  patient’s 
pulse  does  not  fall  below  the  preset  level,  the  patient 
can  continue  to  work  in  such  areas.  However,  if  the 
patient  becomes  symptomatic  and  the  pulse  falls  be- 
low the  preset  level,  then  the  patient  should  not  reen- 
ter such  dangerous  areas.  These  problems  are  un- 
usual. 

Finally,  the  lithium  generator  brings  a new  role  for 
the  physician  with  the  demise  of  the  patient.  On 
exposure  to  intense  heat  as  might  occur  during  cre- 
mation or  on  exposure  to  water,  lithium  batteries 
may  explode,  with  possible  release  of  toxic  gases. 
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impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
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surance.  Their  channels  were  also  lower  than  the 
Iowa-Mayo  pool. 

The  influence  of  genetics15-19,  race20'21,12,  sex  11,12,7, 
10,  cholesterol  levels8,9,11,  sexual  maturity22  and  obe- 
sjty8,9, 11,12  on  hypertension  have  been  studied  by  oth- 
ers. The  chief  correlation  we  demonstrated  was  with 
obesity. 

Tracking 

Does  blood  pressure  “track”  or  follow  the  same 
channel  with  growth?  This  is  the  key  question  for 
investigators  of  blood  pressure  in  youth.  Height  and 
weight  increase  in  the  same  channel  with  a correla- 
tion coefficient  of  .94.  If  an  adolescent  can  be  identi- 
fied above  the  90th  percentile  of  blood  pressure  at  age 
18  and  shown  to  continue  in  this  channel  for  ten 
years,  therapy  is  clearly  warranted.  Tracking  has 
been  studied  in  young  adults  in  Evans  County,  Geor- 
gia,2,23 in  Canadian  aviators24,  in  college  students25,  in 
Scandanavia26  and  in  Czechoslovakia27  (Table  11). 
Harlan28  found  the  blood  pressure  at  54  years  of  age 


more  related  to  the  blood  pressure  at  36  than  at  age 
24.  The  effect  of  tracking  in  children  has  been  ob- 
served briefly  as  reported  by  Zinner29,  VonBehren30, 
Buck31,  Londe32  and  Loggie33.  These  studies  over  a 
few  years  indicate  that  a significant  percentage  of 
patients  with  a blood  pressure  greater  than  the  95th 
percentile  persist  in  this  channel,  and  the  pattern  is 
more  striking  if  the  patient  has  a positive  family 
history  of  hypertension  or  is  obese.  Tracking  has 
recently  been  detected  by  Levine34  in  infants  after  six 
months  of  age.  Only  a large  group  of  patients  over  a 
much  longer  period  of  time  will  answer  this  impor- 
tant question. 

Meanwhile  a careful  measurement  of  blood  pres- 
sure annually  and  charting  at  each  age  should  be  part 
of  a routine  appraisal  by  the  physician  responsible  for 
children  beginning  at  two  years  of  age. 
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Table  11.  Blood  Pressure  Tracking  Correlations. 


Author 

Year 

Published 

Initial 
Age  (Yrs) 

BP  Level 

Patient  Total 

No.  With 

HBP 

Duration 

Followup 

(Yrs) 

Conclusion 

Heyden2 

1969 

1 5-25 

140/90 

435 

30 

7 

2 died 

16  | BP  (4  with  complications) 
12  normal 

Sneiderman  & 
Heyden23 

1976 

15-24 

D>90 

163 

26% 

17 

Same  group  as  above  “T racking — 
is  of  great  magnitude" 

Blacks  > whites 

Oberman24 

1967 

24 

S > 1 40 

1056 

134 

24 

r = S.  4,  1951;. 6 in  1958;  .7  in 
1964,  40%  remain  f for  24  yrs. 
Correlation  increased  with  F.H. 
or  obesity 

Julius26 

1964 

20 

139/89 

208 

27 

20 

26%  139/89  —>149/89  but  regres- 
sion toward  mean  also 

Lund-Johansen26 

1976 

17-29 

1 50/92 

100 

19 

10 

Minimum  change  in  BPbutCI), 
SI  | at  rest  & exercise  TSVR  [ 

Widimsky27 

1952 

14-19 

170/1 10 

256 

96 

20 

72%  re-exam 
36%  Normal  BP 
43%  HBP  stable 
20%  worse 

Zinner29 

1974 

6-18 

!>1  S.D. 

609 

88 

2-14 

(4)m 

r = .24  S,  .14  D 

65%  > 1 SDU  above  mean  remain) 
70%  < 1 SDU  normal  at  follow-up 

Lauer30 

1977 

6-18 

140/90 

1953 

— 

5 

r = S .36 
r = D .21 

Buck31 

1973 

5 

S & D 
> 1 S.D. 

569 

33 

7 

If  HBP  age  5 > 90° 
Significant-HBP  age  12 
Cf  control 

Londe32 

1971 

4-18 

130/85 

1593 

46 

3-8 

(3'/2)m 

65%  HBP  persisted  F.H.  & obesity 
significant 

Loggie33 

1975 

12-20 

D>90 

45 

3 

HBP  definite  15.5% 
Borderline  49% 
Normal  35.5% 

Levine34 

1978 

6 mos. 

— 

60 

— 

6 mos. 

r = S .38 
r = D .34 

McCue 

1978 

14-18 

140/90 

2594 

902  followed 

125 

3/2 

Total  S .385  D .305 
HBP  students  S .201  D .214 

HBP,  High  blood  pressure;  S,  Systolic;  D,  Diastolic;  F.H.,  Family  History;  Cl,  Cardiac  index;  ST,  Stroke  index;  TSVR,  Total  systemic 
vascular  resistance;  r = Correlation  coefficient;  ()m,  mean. 
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will  be  paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who 
have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine 
provides  wide-ranging  opportunities  for  the  student, 


the  resident,  and  the  practicing  physician  alike. 
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Immunology 


Grand  Rounds: 

Diagnostic  Use  of  Autoantibodies 
in  Connective  Tissue  Diseases 

From  the  Division  of  Immunology  and  Connective  Tissue  Diseases, 
Medical  College  of  Virginia,  Virginia  Commonwealth  University,  Richmond. 

Discussed  by  Marion  V.  Waller,  PhD. 


Presentation  of  Case 

Nicholas  Joyce-Clark,  MB:  Mr.  F.  G.  is  a 33- 
year-old  black  male.  In  1969,  he  presented  with  a 
scaly  pruritic  rash  about  the  arms  and  legs  and  had  a 
right-sided  facial  palsy.  Chest  radiograph  showed  the 
features  of  bilateral  hilar  lymphadenopathy  and  in- 
terstitial changes.  Skin  biopsy  was  performed  and 
non-caseating  granulomas  were  seen.  The  diagnosis 
of  sarcoidosis  was  thought  probable. 

The  patient  was  treated  with  prednisone  therapy 
and  the  manifestations  of  his  disease  disappeared. 

In  1973,  he  developed  recurrent  attacks  of  urethri- 
tis, the  precise  etiology  of  which  was  unknown.  It  was 
suspected  that  this  was  of  venereal  etiology,  as  he 
apparently  was  given  intramuscular  antibiotics. 

In  1975,  he  developed  joint  pains  of  the  shoulders, 


elbows,  wrists  and  fingers.  Clinical  examination 
showed  the  signs  of  arthritis  of  the  previously  men- 
tioned joints;  however,  radiographs  of  these  joints 
were  normal.  He  was  treated  with  indomethacin  and 
aspirin. 

By  1976,  his  arthritis  had  become  progressively 
worse.  Examination  showed  the  features  of  a general- 
ized symmetrical  arthritis. 

Investigations  showed:  Rheumatoid  factor  tests — 
latex  test  positive,  sensitized  human  cell  positive  with 
a titer  of  1 : 320,  sensitized  sheep  cells  positive  with  a 
titer  of  1:160.  Fluorescent  anti-nuclear  antibody  test 
was  positive  in  a titer  of  1 :400  and  showed  a diffuse 
nuclear  pattern. 

Histologic  studies  of  synovial  biopsy  of  the  left 
wrist  showed  nonspecific  chronic  inflammatory 
changes,  but  no  granuloma  were  seen. 

By  February,  1977,  the  patient  complained  of  ar- 
thritis of  the  lower  extremities,  mainly  the  knees  and 
ankle  joints.  Radiographs  of  sacro-iliac  joints  were 
normal.  HLA-B27  histocompatibility  antigen  test 
was  positive.  He  was  given  indomethacin  and  ibupro- 
fen,  and  improved. 

In  September,  1977,  he  began  to  complain  of  effort 
dyspnea,  left-sided  pleuritic-like  pain,  fatigue,  and 
generalized  weakness.  Examination  showed  the  signs 
of  a left-sided  pleural  effusion,  mild  hepatomegaly 
and  arthritis  of  his  knees,  ankles  and  left  wrist. 

Investigation:  HGB  16.9  g/dl,  WBC  6,900  cells/ 
mm3,  rheumatoid  factors-latex  positive,  sensitized 
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human  cell  1:320,  sensitized  sheep  cells  1:40.  Chest 
radiograph  showed  a small  left  pleural  effusion. 
Thoracentesis  revealed  a sero  sanguinous  fluid.  Cells: 
RBC  8,120  cells/mm3,  WBC  1,780  cells/mm3.  Chem- 
istry-protein 6.2  g/dl,  glucose  95  mgm/dl,  amylase  80 
units,  LDH  994  units.  Complement  levels:  C'4  in 
pleural  fluid  was  4 per  cent  of  standard  compared 
with  144  in  blood.  The  C'3  levels  were  14%  and  106% 
respectively.  Smears  for  acid  fast  bacilli  were  nega- 
tive. Cytology  for  malignant  cells  was  negative. 

Pleural  biopsy  showed  fragments  of  fibrous  tissue 
and  adipose  tissue,  infiltrated  with  numerous  mono- 
nuclear cells.  There  were  no  granulomata  or  malig- 
nant cells  found. 

The  etiology  of  this  patient’s  pleural  effusion  was 
unexplained  but  the  symptoms  of  pleuritic  chest  pain 
and  dyspnea  subsided  without  the  administration  of 
any  specific  therapy. 

In  October,  1977,  he  was  still  complaining  of  pain 
and  stiffness  of  his  knees,  ankles  and  feet  and  also  low 
back  pain.  Examination  revealed  bilateral  tender 
swelling  with  effusion  of-  both  knees.  There  was 
tenderness  and  limitation  of  movement  of  the  ankles, 
mid  tarsal  and  MTP  joints.  Spinal  movements  were 
noted  to  be  limited  and  painful.  At  this  time  it  was 
thought  that  he  was  suffering  from  Reiter’s  syn- 
drome. He  was  treated  with  indomethacin. 

In  November,  1977,  prednisone  at  the  dosage  of  15 
mg/day  was  added;  however,  the  patient’s  symptoms 
were  not  relieved  by  these  drugs. 

By  January,  1978,  he  was  still  complaining  of  se- 
vere pain  in  both  knees  and  there  was  arthritis  with 
effusion.  There  was  tenderness  of  his  ankle  joints. 
Chest  radiograph  showed  bilateral  hilar  lymphade- 
nopathy  and  increased  interstitial  markings.  Radio- 
graphs of  the  lumbar  spine  and  sacro-iliac  joints  were 
normal.  Knee  radiographs  showed  narrowing  of  the 
joint  spaces  and  degenerative  changes.  Rheumatoid 
factor  tests:  latex  test  positive,  sensitized  human  cell 
1 : 1280,  and  sensitized  sheep  cell  1 : 160.  Antinuclear 
antibody  test  was  positive  in  a titer  of  1 :20. 

Conclusions. 

It  is  impossible  to  make  a precise  diagnosis  in  this 
patient.  One  can  only  offer  a differential  diagnosis  of 
the  following  conditions: 

1.  Atypical  rheumatoid  arthritis. 

2.  Reiter’s  syndrome. 

3.  Sarcoidosis. 

4.  Combination  of  1 and  2. 

Discussion 

Dr.  Charles  L.  Cooke:  Thus  we  see  that  this 
unfortunate  man  has  had  a “shifting  sands”  clinical 


and  laboratory  picture.  Early  during  his  disease(s)  he 
was  thought  to  have  sarcoidosis.  Later,  rheumatoid 
arthritis  was  the  best  diagnosis  but  he  had  some 
features  of  systemic  lupus.  Finally,  there  appeared 
features  of  Reiter’s  syndrome. 

Dr.  Waller,  can  you  help  us  understand  this  array 
of  positive  lab  studies  in  this  man?  What  do  they  all 
mean?  Are  they  the  cause  of  the  disease  or  the  result 
of  it?  Can  we  get  much  diagnostic  help  from  them? 
Does  the  degree  of  positivity  reflect  the  activity  of  the 
disease? 

Dr.  Waller:  There  is  probably  no  event  in  mod- 
ern humoral  immunology  which  has  aroused  as  much 
interest  and  imaginative  theory  in  both  clinicians  and 
investigators  as  the  demonstration  of  autoantibodies. 
We  proceeded  from  the  concept  that  it  was  impos- 
sible to  become  immunized  to  one’s  self,  to  the  con- 
cept that  most  of  the  diseases  of  unknown  etiology 
were  due  to  autoimmunization,  and  finally  to  the 
present  state  of  friendly  rivalry  of  those  who  believe 
and  those  who  do  not  believe  that  the  binding  of 
humoral  globulins  to  tissues  or  tissue  components  is 
the  same  as  the^union  of  antibody  to  antigen. 

There  are  at  least  three  precepts  which  should  be 
recognized  in  using  these  antibodies  as  diagnostic 
aids.  First,  although  the  patient’s  serum  is  tested  for 
autoantibodies,  in  practice  we  actually  test  the  serum 
with  tissues  from  other  members  of  our  own  species 
or  more  commonly  we  use  tissues  or  their  com- 
ponents from  other  animals.  Rarely  is  the  patient’s 
serum  tested  for  its  ability  to  bind  to  autologous 
tissue  components.  This  would  be  impractical  and  is 
unnecessary.  However,  we  are  calling  these  anti- 
bodies autoantibodies  while  we  are  actually  demon- 
strating heteroantibodies. 

Second,  we  must  remember  that  the  patient’s 
serum  is  not  a single  substance  but  is  a mixture  of 
many  types  of  antibodies  and  non-antibody  proteins 
which  may  bind  to  the  animal  tissues.  In  practice, 
these  usually  only  account  for  certain  weak  “non- 
specific” or  “background”  responses. 

Finally,  we  must  recognize  the  “universality  of  re- 
sponse” of  the  autoantibodies.  The  abnormal  sero- 
logical responses  characteristic  of  rheumatoid  arthri- 
tis and  systemic  lupus  erythematosus  are  actually 
exuberant  responses  of  what  may  be  demonstrated  in 
normal  persons  or  in  those  with  other  diseases.  In 
other  words,  the  patients  with  these  connective  tissue 
diseases  are  producing  very  high  titers  of  antibodies 
which  may  be  demonstrable  in  other  patients  whose 
diseases  are  characterized  by  chronic  inflammation. 

Figure  1 shows  the  characteristic  influence  of  aging 
on  antibodies  produced  in  response  to  extrinsic  anti- 
gens. These  extrinsic  antigens  are  usually  bacterial 
products  extrinsic  to  the  host.  Note  that  as  aging 
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Age  in  Decades 

Fig.  1.  Influence  of  Aging  on  Humoral  Responses. 


occurs  the  host  becomes  less  and  less  able  to  make 
antibodies  to  these  agents.  However,  as  aging  occurs 
the  host  begins  to  show  “false  positive”  test  for  au- 
toantibodies, shown  in  Figure  1 as  responses  to  in- 
trinsic antigens.  One  theory  explains  autoimmunity 
in  terms  of  a deficit  in  T-cell  function.  The  deficit 
could  result  from  the  slow  decline  in  function  associ- 
ated with  aging  or  show  up  earlier  in  certain  persons 
with  an  as  yet  undefined  immunodeficiency.  Neo- 


natally thymectomized  mice  whose  kidneys  have  been 
irradiated  develop  renal  disease  with  immunoglobu- 
lin deposits  indistinguishable  from  that  of  NZB  mice 
(an  inbred  strain  of  mice  who  spontaneously  develop 
a disease  resembling  systemic  lupus  erythematosus). 

With  these  precepts  in  mind,  we  will  discuss  the  use 
of  autoantibodies  as  diagnostic  tests  in  the  connective 
tissue  diseases.  Note  that  it  is  impossible  in  a single 
test  to  have  a very  sensitive  test  (one  that  will  detect 
very  small  amounts  of  autoantibody)  and  a very  spe- 
cific test  (one  that  will  not  show  “false  positive” 
results).  However,  in  spite  of  these  problems,  the  tests 
for  antiglobulin  antibodies  and  antinuclear  anti- 
bodies are  valuable  diagnostic  aids  in  the  connective 
tissue  diseases  because  certain  of  these  diseases  are 
characterized  by  extremely  high  titers  of  one  or  an- 
other of  these  antibodies. 

Figure  2 shows  the  characteristic  reaction  of  the 
large  macroglobulin  which  we  call  rheumatoid  factor 
with  the  small  IgG  globulins.  Usually  the  IgG  globu- 
lins are  coated  onto  latex  particles  or  red  cells  which 
act  as  inert  carriers  of  the  important  reactant,  which 
is  the  IgG  globulin.  When  the  coated  polystyrene 
particles  are  in  the  presence  of  rheumatoid  factors, 
they  clump  or  flocculate,  and  we  call  this  a positive 
latex  test.  When  the  coated  red  cells  are  in  the  pres- 
ence of  rheumatoid  factors,  they  agglutinate,  and  we 

Tests  for  Rheumatoid  Factors  are  performed 
by  adding  the  patient’s  serum  to  red  cells  or 
tides  coated  with  IgG  globulin. 


If  Rheumatoid  Factor  is  present,  agglutination 
results  


Negative  Positive 
Fig.  3. 
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call  this  a positive  human  cell  test  or  a positive  sheep 
cell  test  (Fig.  3). 

Figure  4 illustrates  the  difference  in  results  ob- 
tained when  the  sensitive  slide  test  is  used  and  when 
the  less  sensitive  tube  test  is  used.  Note  that  the 
sensitive  test  shows  95%  of  patients  with  rheumatoid 
arthritis  are  positive  but  also  makes  25%  of  other 
patients  positive.  A less  sensitive  test  shows  only  5% 
of  patients  without  rheumatoid  arthritis  are  positive 
but  now  only  80%  of  patients  with  rheumatoid  arthri- 
tis are  positive.  Figure  5 emphasizes  this  point. 

Thus  the  rheumatoid  profile  comprises  three  tests: 
one,  a slide  latex  test,  which  is  very  sensitive  but  not 
very  specific;  second,  a human  cell  test  (SHC),  less 
sensitive  but  more  specific  and  permitting  a highly 
reproducible  titer  to  be  performed  since  the  globulin 
is  from  a single  source;  and  third,  a sensitized  sheep 
cell  test  (SSC),  which  is  rather  insensitive,  but,  when 
it  is  positive,  the  diagnosis  of  rheumatoid  arthritis  is 
almost  always  confirmed. 

Antibodies  to  Nuclear  Components. 

LE  Cell  Phenomenon.  The  routine  laboratory  test 
for  the  LE  cell  phenomenon  is  performed  on  hepari- 
nized blood.  The  formation  of  the  LE  cell  depends  on 
the  presence  of  an  IgG  antibody  that  reacts  with 


deoxyribonucleoprotein  in  the  nucleus  of  damaged 
leukocytes  and  in  the  presence  of  complement  leads 
to  the  destruction  of  the  normal  chromatic  pattern. 
The  DNA,  IgG  globulin  and  complement  form  a 
large  homogeneous  mass  that  is  extruded  from  the 
damaged  cell  and  ingested  by  a polymorphonuclear 
leukocyte.  The  LE  cell  is  the  leukocyte  and  the  en- 
gulfed mass.  The  LE  cell  phenomenon  is  observed  at 
some  point  in  time  in  75-80%  of  patients  with  sys- 
temic lupus  erythematosus.  The  test  may  also  be  posi- 
tive in  about  10%  of  patients  with  rheumatoid  arthri- 
tis, scleroderma  or  polymyositis.  Note  that  here  we 
are  using  autologous  tissue.  However,  this  test  is 
somewhat  cumbersome,  requires  that  the  patient 
have  sufficient  leukocytes  to  demonstrate  the  phe- 
nomenon and  is  not  as  sensitive  as  we  would  like  it  to 
be. 

Antinuclear  Antibodies.  The  indirect  immuno- 
fluorescence technique  uses  the  patient’s  serum, 
which  is  flooded  on  a tissue  slice  of  mouse  kidney  or 
liver  (other  tissues  may  be  used).  Unbound  globulin 
is  washed  off,  and  to  the  washed  tissue  is  added  an 
antiglobulin  antibody  with  an  attached  dye  which 
will  fluoresce  and  light  up  areas  of  the  nuclei  where 
the  antinuclear  antibody  has  bound.  The  nuclear  pat- 
terns may  differ  in  different  diseases.  The  diffuse  pat- 


Rheumatoid  Factors  are  demonstrable  in 
many  diseases  other  than  rheumatoid  arthritis, 
especially  when  latex  slide  tests  are  used. 


RA 


Slide  tests  Tube  dilution 

tests 


Positive  slide  tests  should  be  confirmed  by  a 
tube  dilution  method: 

Latex  Flocculation 
Sensitized  Sheep  Cell 
Sensitized  Human  Cell 


Fig.  4. 


Rheumatoid  Factors  are  found  in  diseases 
other  than  rheumatoid  arthritis. 
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tern  is  associated  with  active  lupus;  the  peripheral 
pattern  is  an  expression  of  anti-DNA  antibodies  and 
is  also  associated  with  lupus.  The  speckled  pattern 
reflects  numerous  points  of  fluorescence  scattered 
throughout  the  nucleus.  It  is  the  morphologic  ex- 
pression of  various  nuclear  antigens,  two  of  which 
have  been  extensively  studied,  the  Sm  antigen  and  an 
antigen  associated  with  ribonucleoprotein.  The  nu- 
cleolar pattern  is  associated  with  progressive  systemic 
sclerosis  and  less  frequently  with  systemic  lupus  er- 
ythematosus and  rheumatoid  arthritis.  Note  that  the 
sensitivity  of  detecting  the  antinuclear  antibodies  has 
been  increased;  the  resulting  different  patterns  of  nu- 
clear antigens  have  permitted  increased  associations 
with  other  connective  tissue  diseases,  such  as  the 
speckled  pattern  in  scleroderma.  We  need  only  con- 
cern ourselves  with  the  patient’s  serum  as  the  pa- 
tient’s leukocytes  are  not  needed  for  this  test.  How- 
ever, along  with  increased  sensitivity  has  come  a 


RBC  Tanned  Adsorption  Test 

Cells  Reactant 


Fig.  6. 


lowering  of  specificity,  and  now  we  can  find  low  titers 
of  ANA  in  the  elderly  and  in  patients  with  other 
diseases.  In  addition,  the  serum  of  a patient  with  any 
connective  tissue  disease  may  contain  many  autoanti- 
bodies to  different  nuclear  constituents  so  that  a dif- 
fuse pattern  may  obscure  a speckled  or  nuclear  pat- 
tern, and,  by  diluting  the  serum,  one  can  change  a 
diffuse  pattern  to  a speckled  pattern.  Also,  different 
types  of  tissues  used  as  substrate  may  alter  the  results. 
Nevertheless,  very  high  titers  of  antinuclear  anti- 
bodies are  closely  associated  with  systemic  lupus  er- 
ythematosus. 

Anti-DNA  Antibodies.  Usually  the  serum  of  the 
patient  is  tested  with  both  native  (double-stranded) 
and  denatured  (single-stranded)  DNA.  Antibodies  to 
single  stranded  DNA  are  not  specific  for  systemic 
lupus  erythematosus  but  are  found  in  most  patients 
with  this  disease.  The  amount  of  antibody  fluctuates 


with  the  disease  activity,  decreasing  when  the  disease 
is  in  remission.  Antibodies  to  native  DNA  are  seen  in 
active  lupus  nephritis  and  severe  disease  but  may  be 
absent  from  patients  with  mild  disease.  Figure  6 
shows  a common  method  of  detecting  autoantibodies 
to  tissue  constituents,  globulins  or  nuclear  com- 
ponents. An  inert  carrier,  usually  a sheep  cell,  is 
tanned  to  make  the  surface  sticky  thereby  allowing 
the  adsorption  of  various  antigens.  The  coated  cells 
are  added  to  the  patient’s  serum,  and  a titer  of  activ- 
ity to  the  red  cell  coat  is  evaluated  by  red  cell  aggluti- 
nation. 

Anti-ENA  Antibodies.  Mixed  connective  tissue  dis- 
ease is  a syndrome  with  features  of  scleroderma,  sys- 
temic lupus  erythematosus  and  polymyositis.  The 
manifestations  of  the  disease  include  non-deforming 
arthritis,  Raynaud’s  phenomenon,  scleroderma, 
muscle  weakness  and  a skin  rash.  These  patients  have 
a high  titered  speckled  pattern  of  ANA  and  antibody 
to  extractable  nuclear  antigen  (ENA).  When  these 
antigens  are  affixed  to  the  red  cells  (Figure  6)  patients 
with  both  mixed  connective  tissue  disease  and  sys- 
temic lupus  erythematosus  will  show  high  titers. 
However,  when  the  ribonuclease  sensitive  component 
of  the  ENA  antigen  is  destroyed,  only  patients  with 
systemic  lupus  will  agglutinate  the  red  cells,  and  those 
showing  negative  tests  are  designated  as  having 
mixed  connective  tissue  disease. 

The  diagnostic  value  of  tests  for  autoantibodies 
characteristic  of  the  connective  tissue  diseases  rests 
on  a firm  clinical  base.  Thus,  if  the  clinical  signs  and 
symptoms  of  the  patient  and  your  own  expertise  per- 
mit a firm  clinical  base  and  you  use  specific  tests  to 
confirm  your  clinical  evaluation,  the  tests  are  very 
valuable.  However,  if  the  signs  and  symptoms  of  the 
patient  are  poorly  developed  or  expertise  in  their 
evaluation  is  lacking,  the  ordering  of  all  these  tests 
will  only  serve  to  confuse  the  evaluation  and  frustrate 
the  clinician. 

Dr.  Cooke:  So  we  see  that  autoantibodies  are 
probably  a normal  finding  in  most  people  and  are 
exaggerated  in  some  disease  states.  However,  just 
finding  a positive  test  does  not  make  a diagnosis;  the 
entire  picture  of  clinical,  laboratory  and  X-ray  find- 
ings must  be  taken  into  account.  Even  when  this  is 
done,  there  will  still  be  times  when  the  diagnosis  is  an 
opinion  only  and  when  continued  observation  is 
needed. 


Address  Dr.  Waller  at  Box  263,  MCV  Station,  Rich- 
mond VA  23298. 

This  is  publication  No.  123  from  the  Charles  W.  Thomas 
Arthritis  Fund,  Medical  College  of  Virginia/VCU. 
Presented  2-21-78.  ■ 


226 


VIRGINIA  MEDICAL/MARCH,  1979 


VOLUME  106 


surance.  Their  channels  were  also  lower  than  the 
Iowa-Mayo  pool. 

The  influence  of  genetics15^19,  race20'21,12,  sex  n'12'7’ 
10,  cholesterol  levels8’911,  sexual  maturity22  and  obe- 
sjty8,9,n,i2  on  hypertension  have  been  studied  by  oth- 
ers. The  chief  correlation  we  demonstrated  was  with 
obesity. 

Tracking 

Does  blood  pressure  “track”  or  follow  the  same 
channel  with  growth?  This  is  the  key  question  for 
investigators  of  blood  pressure  in  youth.  Height  and 
weight  increase  in  the  same  channel  with  a correla- 
tion coefficient  of  .94.  If  an  adolescent  can  be  identi- 
fied above  the  90th  percentile  of  blood  pressure  at  age 
18  and  shown  to  continue  in  this  channel  for  ten 
years,  therapy  is  clearly  warranted.  Tracking  has 
been  studied  in  young  adults  in  Evans  County,  Geor- 
gia,2’23 in  Canadian  aviators24,  in  college  students25,  in 
Scandanavia26  and  in  Czechoslovakia27  (Table  11). 
Harlan28  found  the  blood  pressure  at  54  years  of  age 


more  related  to  the  blood  pressure  at  36  than  at  age 
24.  The  effect  of  tracking  in  children  has  been  ob- 
served briefly  as  reported  by  Zinner29,  VonBehren30, 
Buck31,  Londe32  and  Loggie33.  These  studies  over  a 
few  years  indicate  that  a significant  percentage  of 
patients  with  a blood  pressure  greater  than  the  95th 
percentile  persist  in  this  channel,  and  the  pattern  is 
more  striking  if  the  patient  has  a positive  family 
history  of  hypertension  or  is  obese.  Tracking  has 
recently  been  detected  by  Levine34  in  infants  after  six 
months  of  age.  Only  a large  group  of  patients  over  a 
much  longer  period  of  time  will  answer  this  impor- 
tant question. 

Meanwhile  a careful  measurement  of  blood  pres- 
sure annually  and  charting  at  each  age  should  be  part 
of  a routine  appraisal  by  the  physician  responsible  for 
children  beginning  at  two  years  of  age. 
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Table  11.  Blood  Pressure  Tracking  Correlations. 


Author 

Year 

Published 

Initial 
Age  (Yrs) 

BP  Level 

Patient  Total 

No.  With 
HBP 

Duration 

Followup 

(Yrs) 

Conclusion 

Heyden2 

1969 

15-25 

140/90 

435 

30 

7 

2 died 

16  f BP(4  with  complications) 
1 2 normal 

Sneiderman  & 
Heyden23 

1976 

15-24 

D>90 

163 

26% 

17 

Same  group  as  above  “T racking — 
is  of  great  magnitude” 

Blacks  > whites 

Oberman24 

1967 

24 

S > 1 40 

1056 

134 

24 

r = S.  4,  1951;  .6  in  1958;  Jin 
1964,  40%  remain  J for  24  yrs. 
Correlation  increased  with  F.H. 
or  obesity 

Julius26 

1964 

20 

139/89 

208 

27 

20 

26%  139/89 -149/89  but  regres- 
sion toward  mean  also 

Lund-Johansen26 

1976 

17-29 

1 50/92 

100 

19 

10 

Minimum  change  in  BP  but  Cl J , 
SI  1 at  rest  & exercise  TSVR  j 

Widimsky27 

1952 

14-19 

170/1 10 

256 

96 

20 

72%  re-exam 
36%  Normal  BP 
43%  HBP  stable 
20%  worse 

Zinner29 

1974 

6-18 

T>1  S.D. 

609 

88 

2-14 

(4)m 

r = .24  S,  .14  D 

65%  > 1 SDU  above  mean  remain! 
70%  < 1 SDU  normal  at  follow-up 

Lauer30 

1977 

6-18 

140/90 

1953 

— 

5 

r = S .36 
r = D .21 

Buck31 

1973 

5 

S & D 
> 1 S.D. 

569 

33 

7 

If  HBP  age  5 > 90° 
Significant-HBP  age  12 
Cf  control 

Londe32 

1971 

4-18 

130/85 

1593 

46 

3-8 

(3'/2)m 

65%  HBP  persisted  F.H.  & obesity 
significant 

Loggie33 

1975 

12-20 

D>90 

45 

3 

HBP  definite  15.5% 
Borderline  49% 
Normal  35.5% 

Levine34 

1978 

6 mos. 

— 

60 

— 

6 mos. 

r = S .38 
r = D .34 

McCue 

1978 

14-18 

140/90 

2594 

902  followed 

125 

3'/2 

Total  S .385  D .305 
HBP  students  S .201  D .214 

HBP,  High  blood  pressure;  S,  Systolic;  D,  Diastolic;  F.H.,  Family  History;  Cl,  Cardiac  index;  ST,  Stroke  index;  TSVR,  Total  systemic 
vascular  resistance;  r = Correlation  coefficient;  ()m,  mean. 
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Dr.  Roger  Flora,  Ms.  Wanda  Burton  and  Dr.  A.  C.  Segreti 
have  helped  greatly  with  the  biostatistics.  Dr.  James 
McKenney,  Dr.  Luann  Dodini  and  their  volunteers  from 
the  School  of  Pharmacy  have  performed  a useful  service  in 
taking  blood  pressure  in  the  schools  after  careful  training. 
To  all  the  nurses,  principals  and  administrators  of  the  high 
schools  and  to  Dr.  Elmer  Gish,  Research  Director  of  City 
Schools,  the  authors  are  grateful. 
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A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 


Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  physicians 
who  want  to  be,  not  salesmen,  accountants,  and  law- 
yers, but  physicians.  For  such  physicians,  we  offer  a 
practice  that  is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases  some  physi- 
cians do  not  encounter  in  a lifetime,  where  you  work 
without  worrying  whether  the  patient  can  pay  or  you 
will  be  paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who 
have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine 
provides  wide-ranging  opportunities  for  the  student, 


the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in 
virtually  every  specialty.  Army  residents  generally  re- 
ceive higher  compensation  and  greater  responsibility 
than  do  their  civilian  counterparts  and  score  higher  on 
specialty  examinations. 

Army  Medicine  offers  an  attractive  alternative  to  ci- 
vilian practice.  As  an  Army  Officer,  you  receive  sub- 
stantial compensation,  extensive  annual  paid  vaca- 
tion, a remarkable  retirement  plan,  and  the  freedom 
to  practice  without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 

Call  Collect/Person  to  Person  CPT  Thomas  Woltman, 

(804)  643-6348 

An  Equal  Opportunity  Employer 
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Immunology 


Grand  Rounds: 

Diagnostic  Use  of  Autoantibodies 
in  Connective  Tissue  Diseases 


From  the  Division  of  Immunology  and  Connective  Tissue  Diseases, 
Medical  College  of  Virginia,  Virginia  Commonwealth  University,  Richmond. 

Discussed  by  Marion  V.  Waller,  PhD. 


Presentation  of  Case 

Nicholas  Joyce-Clark,  MB:  Mr.  F.  G.  is  a 33- 
year-old  black  male.  In  1969,  he  presented  with  a 
scaly  pruritic  rash  about  the  arms  and  legs  and  had  a 
right-sided  facial  palsy.  Chest  radiograph  showed  the 
features  of  bilateral  hilar  lymphadenopathy  and  in- 
terstitial changes.  Skin  biopsy  was  performed  and 
non-caseating  granulomas  were  seen.  The  diagnosis 
of  sarcoidosis  was  thought  probable. 

The  patient  was  treated  with  prednisone  therapy 
and  the  manifestations  of  his  disease  disappeared. 

In  1973,  he  developed  recurrent  attacks  of  urethri- 
tis, the  precise  etiology  of  which  was  unknown.  It  was 
suspected  that  this  was  of  venereal  etiology,  as  he 
apparently  was  given  intramuscular  antibiotics. 

In  1975,  he  developed  joint  pains  of  the  shoulders, 


elbows,  wrists  and  fingers.  Clinical  examination 
showed  the  signs  of  arthritis  of  the  previously  men- 
tioned joints;  however,  radiographs  of  these  joints 
were  normal.  He  was  treated  with  indomethacin  and 
aspirin. 

By  1976,  his  arthritis  had  become  progressively 
worse.  Examination  showed  the  features  of  a general- 
ized symmetrical  arthritis. 

Investigations  showed:  Rheumatoid  factor  tests — 
latex  test  positive,  sensitized  human  cell  positive  with 
a titer  of  1 : 320,  sensitized  sheep  cells  positive  with  a 
titer  of  1:160.  Fluorescent  anti-nuclear  antibody  test 
was  positive  in  a titer  of  I MOO  and  showed  a diffuse 
nuclear  pattern. 

Histologic  studies  of  synovial  biopsy  of  the  left 
wrist  showed  nonspecific  chronic  inflammatory 
changes,  but  no  granuloma  were  seen. 

By  February,  1977,  the  patient  complained  of  ar- 
thritis of  the  lower  extremities,  mainly  the  knees  and 
ankle  joints.  Radiographs  of  sacro-iliac  joints  were 
normal.  HLA-B27  histocompatibility  antigen  test 
was  positive.  He  was  given  indomethacin  and  ibupro- 
fen,  and  improved. 

In  September,  1977,  he  began  to  complain  of  effort 
dyspnea,  left-sided  pleuritic-like  pain,  fatigue,  and 
generalized  weakness.  Examination  showed  the  signs 
of  a left-sided  pleural  effusion,  mild  hepatomegaly 
and  arthritis  of  his  knees,  ankles  and  left  wrist. 

Investigation:  HGB  16.9  g/dl,  WBC  6,900  cells/ 
mm3,  rheumatoid  factors-latex  positive,  sensitized 
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human  cell  1:320,  sensitized  sheep  cells  1:40.  Chest 
radiograph  showed  a small  left  pleural  effusion. 
Thoracentesis  revealed  a sero  sanguinous  fluid.  Cells: 
RBC  8,120  cells/mm3,  WBC  1,780  cells/mm3.  Chem- 
istry-protein 6.2  g/dl,  glucose  95  mgm/dl,  amylase  80 
units,  LDH  994  units.  Complement  levels:  C'4  in 
pleural  fluid  was  4 per  cent  of  standard  compared 
with  144  in  blood.  The  C'3  levels  were  14%  and  106% 
respectively.  Smears  for  acid  fast  bacilli  were  nega- 
tive. Cytology  for  malignant  cells  was  negative. 

Pleural  biopsy  showed  fragments  of  fibrous  tissue 
and  adipose  tissue,  infiltrated  with  numerous  mono- 
nuclear cells.  There  were  no  granulomata  or  malig- 
nant cells  found. 

The  etiology  of  this  patient’s  pleural  effusion  was 
unexplained  but  the  symptoms  of  pleuritic  chest  pain 
and  dyspnea  subsided  without  the  administration  of 
any  specific  therapy. 

In  October,  1977,  he  was  still  complaining  of  pain 
and  stiffness  of  his  knees,  ankles  and  feet  and  also  low 
back  pain.  Examination  revealed  bilateral  tender 
swelling  with  effusion  of  both  knees.  There  was 
tenderness  and  limitation  of  movement  of  the  ankles, 
mid  tarsal  and  MTP  joints.  Spinal  movements  were 
noted  to  be  limited  and  painful.  At  this  time  it  was 
thought  that  he  was  suffering  from  Reiter’s  syn- 
drome. He  was  treated  with  indomethacin. 

In  November,  1977,  prednisone  at  the  dosage  of  15 
mg/day  was  added;  however,  the  patient’s  symptoms 
were  not  relieved  by  these  drugs. 

By  January,  1978,  he  was  still  complaining  of  se- 
vere pain  in  both  knees  and  there  was  arthritis  with 
effusion.  There  was  tenderness  of  his  ankle  joints. 
Chest  radiograph  showed  bilateral  hilar  lymphade- 
nopathy  and  increased  interstitial  markings.  Radio- 
graphs of  the  lumbar  spine  and  sacro-iliac  joints  were 
normal.  Knee  radiographs  showed  narrowing  of  the 
joint  spaces  and  degenerative  changes.  Rheumatoid 
factor  tests:  latex  test  positive,  sensitized  human  cell 
1:  1280,  and  sensitized  sheep  cell  1: 160.  Antinuclear 
antibody  test  was  positive  in  a titer  of  1:20. 

Conclusions. 

It  is  impossible  to  make  a precise  diagnosis  in  this 
patient.  One  can  only  offer  a differential  diagnosis  of 
the  following  conditions: 

1.  Atypical  rheumatoid  arthritis. 

2.  Reiter’s  syndrome. 

3.  Sarcoidosis. 

4.  Combination  of  1 and  2. 

Discussion 

Dr.  Charles  L.  Cooke:  Thus  we  see  that  this 
unfortunate  man  has  had  a “shifting  sands”  clinical 


and  laboratory  picture.  Early  during  his  disease(s)  he 
was  thought  to  have  sarcoidosis.  Later,  rheumatoid 
arthritis  was  the  best  diagnosis  but  he  had  some 
features  of  systemic  lupus.  Finally,  there  appeared 
features  of  Reiter’s  syndrome. 

Dr.  Waller,  can  you  help  us  understand  this  array 
of  positive  lab  studies  in  this  man?  What  do  they  all 
mean?  Are  they  the  cause  of  the  disease  or  the  result 
of  it?  Can  we  get  much  diagnostic  help  from  them? 
Does  the  degree  of  positivity  reflect  the  activity  of  the 
disease? 

Dr.  Waller:  There  is  probably  no  event  in  mod- 
ern humoral  immunology  which  has  aroused  as  much 
interest  and  imaginative  theory  in  both  clinicians  and 
investigators  as  the  demonstration  of  autoantibodies. 
We  proceeded  from  the  concept  that  it  was  impos- 
sible to  become  immunized  to  one’s  self,  to  the  con- 
cept that  most  of  the  diseases  of  unknown  etiology 
were  due  to  autoimmunization,  and  finally  to  the 
present  state  of  friendly  rivalry  of  those  who  believe 
and  those  who  do  not  believe  that  the  binding  of 
humoral  globulins  to  tissues  or  tissue  components  is 
the  same  as  the  union  of  antibody  to  antigen. 

There  are  at  least  three  precepts  which  should  be 
recognized  in  using  these  antibodies  as  diagnostic 
aids.  First,  although  the  patient’s  serum  is  tested  for 
autoantibodies,  in  practice  we  actually  test  the  serum 
with  tissues  from  other  members  of  our  own  species 
or  more  commonly  we  use  tissues  or  their  com- 
ponents from  other  animals.  Rarely  is  the  patient’s 
serum  tested  for  its  ability  to  bind  to  autologous 
tissue  components.  This  would  be  impractical  and  is 
unnecessary.  However,  we  are  calling  these  anti- 
bodies autoantibodies  while  we  are  actually  demon- 
strating heteroantibodies. 

Second,  we  must  remember  that  the  patient’s 
serum  is  not  a single  substance  but  is  a mixture  of 
many  types  of  antibodies  and  non-antibody  proteins 
which  may  bind  to  the  animal  tissues.  In  practice, 
these  usually  only  account  for  certain  weak  “non- 
specific” or  “background”  responses. 

Finally,  we  must  recognize  the  “universality  of  re- 
sponse” of  the  autoantibodies.  The  abnormal  sero- 
logical responses  characteristic  of  rheumatoid  arthri- 
tis and  systemic  lupus  erythematosus  are  actually 
exuberant  responses  of  what  may  be  demonstrated  in 
normal  persons  or  in  those  with  other  diseases.  In 
other  words,  the  patients  with  these  connective  tissue 
diseases  are  producing  very  high  titers  of  antibodies 
which  may  be  demonstrable  in  other  patients  whose 
diseases  are  characterized  by  chronic  inflammation. 

Figure  1 shows  the  characteristic  influence  of  aging 
on  antibodies  produced  in  response  to  extrinsic  anti- 
gens. These  extrinsic  antigens  are  usually  bacterial 
products  extrinsic  to  the  host.  Note  that  as  aging 
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Fig.  1.  Influence  of  Aging  on  Humoral  Responses. 


occurs  the  host  becomes  less  and  less  able  to  make 
antibodies  to  these  agents.  However,  as  aging  occurs 
the  host  begins  to  show  ‘'false  positive”  test  for  au- 
toantibodies, shown  in  Figure  1 as  responses  to  in- 
trinsic antigens.  One  theory  explains  autoimmunity 
in  terms  of  a deficit  in  T-cell  function.  The  deficit 
could  result  from  the  slow  decline  in  function  associ- 
ated with  aging  or  show  up  earlier  in  certain  persons 
with  an  as  yet  undefined  immunodeficiency.  Neo- 


Rheumatoid Factors  are  antibodies  that  react 
with  other  immunoglobulins. 


Fig.  2. 


natally  thymectomized  mice  whose  kidneys  have  been 
irradiated  develop  renal  disease  with  immunoglobu- 
lin deposits  indistinguishable  from  that  of  NZB  mice 
(an  inbred  strain  of  mice  who  spontaneously  develop 
a disease  resembling  systemic  lupus  erythematosus). 

With  these  precepts  in  mind,  we  will  discuss  the  use 
of  autoantibodies  as  diagnostic  tests  in  the  connective 
tissue  diseases.  Note  that  it  is  impossible  in  a single 
test  to  have  a very  sensitive  test  (one  that  will  detect 
very  small  amounts  of  autoantibody)  and  a very  spe- 
cific test  (one  that  will  not  show  “false  positive” 
results).  However,  in  spite  of  these  problems,  the  tests 
for  antiglobulin  antibodies  and  antinuclear  anti- 
bodies are  valuable  diagnostic  aids  in  the  connective 
tissue  diseases  because  certain  of  these  diseases  are 
characterized  by  extremely  high  titers  of  one  or  an- 
other of  these  antibodies. 

Figure  2 shows  the  characteristic  reaction  of  the 
large  macroglobulin  which  we  call  rheumatoid  factor 
with  the  small  IgG  globulins.  Usually  the  IgG  globu- 
lins are  coated  onto  latex  particles  or  red  cells  which 
act  as  inert  carriers  of  the  important  reactant,  which 
is  the  IgG  globulin.  When  the  coated  polystyrene 
particles  are  in  the  presence  of  rheumatoid  factors, 
they  clump  or  flocculate,  and  we  call  this  a positive 
latex  test.  When  the  coated  red  cells  are  in  the  pres- 
ence of  rheumatoid  factors,  they  agglutinate,  and  we 


If  Rheumatoid  Factor  is  present,  agglutination 
results 


Negative  Positive 


Fig.  3. 
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call  this  a positive  human  cell  test  or  a positive  sheep 
cell  test  (Fig.  3). 

Figure  4 illustrates  the  difference  in  results  ob- 
tained when  the  sensitive  slide  test  is  used  and  when 
the  less  sensitive  tube  test  is  used.  Note  that  the 
sensitive  test  shows  95%  of  patients  with  rheumatoid 
arthritis  are  positive  but  also  makes  25%  of  other 
patients  positive.  A less  sensitive  test  shows  only  5% 
of  patients  without  rheumatoid  arthritis  are  positive 
but  now  only  80%  of  patients  with  rheumatoid  arthri- 
tis are  positive.  Figure  5 emphasizes  this  point. 

Thus  the  rheumatoid  profile  comprises  three  tests: 
one,  a slide  latex  test,  which  is  very  sensitive  but  not 
very  specific;  second,  a human  cell  test  (SHC),  less 
sensitive  but  more  specific  and  permitting  a highly 
reproducible  titer  to  be  performed  since  the  globulin 
is  from  a single  source;  and  third,  a sensitized  sheep 
cell  test  (SSC),  which  is  rather  insensitive,  but,  when 
it  is  positive,  the  diagnosis  of  rheumatoid  arthritis  is 
almost  always  confirmed. 

Antibodies  to  Nuclear  Components. 

LE  Cell  Phenomenon.  The  routine  laboratory  test 
for  the  LE  cell  phenomenon  is  performed  on  hepari- 
nized blood.  The  formation  of  the  LE  cell  depends  on 
the  presence  of  an  IgG  antibody  that  reacts  with 


deoxyribonucleoprotein  in  the  nucleus  of  damaged 
leukocytes  and  in  the  presence  of  complement  leads 
to  the  destruction  of  the  normal  chromatic  pattern. 
The  DNA,  IgG  globulin  and  complement  form  a 
large  homogeneous  mass  that  is  extruded  from  the 
damaged  cell  and  ingested  by  a polymorphonuclear 
leukocyte.  The  LE  cell  is  the  leukocyte  and  the  en- 
gulfed mass.  The  LE  cell  phenomenon  is  observed  at 
some  point  in  time  in  75-80%  of  patients  with  sys- 
temic lupus  erythematosus.  The  test  may  also  be  posi- 
tive in  about  10%  of  patients  with  rheumatoid  arthri- 
tis, scleroderma  or  polymyositis.  Note  that  here  we 
are  using  autologous  tissue.  However,  this  test  is 
somewhat  cumbersome,  requires  that  the  patient 
have  sufficient  leukocytes  to  demonstrate  the  phe- 
nomenon and  is  not  as  sensitive  as  we  would  like  it  to 
be. 

Antinuclear  Antibodies.  The  indirect  immuno- 
fluorescence technique  uses  the  patient’s  serum, 
which  is  flooded  on  a tissue  slice  of  mouse  kidney  or 
liver  (other  tissues  may  be  used).  Unbound  globulin 
is  washed  off,  and  to  the  washed  tissue  is  added  an 
antiglobulin  antibody  with  an  attached  dye  which 
will  fluoresce  and  light  up  areas  of  the  nuclei  where 
the  antinuclear  antibody  has  bound.  The  nuclear  pat- 
terns may  differ  in  different  diseases.  The  diffuse  pat- 


Rheumatoid  Factors  are  demonstrable  in 
many  diseases  other  than  rheumatoid  arthritis, 
especially  when  latex  slide  tests  are  used. 
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Positive  slide  tests  should  be  confirmed  by  a 
tube  dilution  method: 
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Fig.  4. 


Rheumatoid  Factors  are  found  in  diseases 
other  than  rheumatoid  arthritis. 
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tern  is  associated  with  active  lupus;  the  peripheral 
pattern  is  an  expression  of  anti-DNA  antibodies  and 
is  also  associated  with  lupus.  The  speckled  pattern 
reflects  numerous  points  of  fluorescence  scattered 
throughout  the  nucleus.  It  is  the  morphologic  ex- 
pression of  various  nuclear  antigens,  two  of  which 
have  been  extensively  studied,  the  Sm  antigen  and  an 
antigen  associated  with  ribonucleoprotein.  The  nu- 
cleolar pattern  is  associated  with  progressive  systemic 
sclerosis  and  less  frequently  with  systemic  lupus  er- 
ythematosus and  rheumatoid  arthritis.  Note  that  the 
sensitivity  of  detecting  the  antinuclear  antibodies  has 
been  increased;  the  resulting  different  patterns  of  nu- 
clear antigens  have  permitted  increased  associations 
with  other  connective  tissue  diseases,  such  as  the 
speckled  pattern  in  scleroderma.  We  need  only  con- 
cern ourselves  with  the  patient’s  serum  as  the  pa- 
tient’s leukocytes  are  not  needed  for  this  test.  How- 
ever, along  with  increased  sensitivity  has  come  a 
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lowering  of  specificity,  and  now  we  can  find  low  titers 
of  ANA  in  the  elderly  and  in  patients  with  other 
diseases.  In  addition,  the  serum  of  a patient  with  any 
connective  tissue  disease  may  contain  many  autoanti- 
bodies to  different  nuclear  constituents  so  that  a dif- 
fuse pattern  may  obscure  a speckled  or  nuclear  pat- 
tern, and,  by  diluting  the  serum,  one  can  change  a 
diffuse  pattern  to  a speckled  pattern.  Also,  different 
types  of  tissues  used  as  substrate  may  alter  the  results. 
Nevertheless,  very  high  titers  of  antinuclear  anti- 
bodies are  closely  associated  with  systemic  lupus  er- 
ythematosus. 

Anti-DNA  Antibodies.  Usually  the  serum  of  the 
patient  is  tested  with  both  native  (double-stranded) 
and  denatured  (single-stranded)  DNA.  Antibodies  to 
single  stranded  DNA  are  not  specific  for  systemic 
lupus  erythematosus  but  are  found  in  most  patients 
with  this  disease.  The  amount  of  antibody  fluctuates 


with  the  disease  activity,  decreasing  when  the  disease 
is  in  remission.  Antibodies  to  native  DNA  are  seen  in 
active  lupus  nephritis  and  severe  disease  but  may  be 
absent  from  patients  with  mild  disease.  Figure  6 
shows  a common  method  of  detecting  autoantibodies 
to  tissue  constituents,  globulins  or  nuclear  com- 
ponents. An  inert  carrier,  usually  a sheep  cell,  is 
tanned  to  make  the  surface  sticky  thereby  allowing 
the  adsorption  of  various  antigens.  The  coated  cells 
are  added  to  the  patient’s  serum,  and  a titer  of  activ- 
ity to  the  red  cell  coat  is  evaluated  by  red  cell  aggluti- 
nation. 

Anti-ENA  Antibodies.  Mixed  connective  tissue  dis- 
ease is  a syndrome  with  features  of  scleroderma,  sys- 
temic lupus  erythematosus  and  polymyositis.  The 
manifestations  of  the  disease  include  non-deforming 
arthritis,  Raynaud’s  phenomenon,  scleroderma, 
muscle  weakness  and  a skin  rash.  These  patients  have 
a high  titered  speckled  pattern  of  ANA  and  antibody 
to  extractable  nuclear  antigen  (ENA).  When  these 
antigens  are  affixed  to  the  red  cells  (Figure  6)  patients 
with  both  mixed  connective  tissue  disease  and  sys- 
temic lupus  erythematosus  will  show  high  titers. 
However,  when  the  ribonuclease  sensitive  component 
of  the  ENA  antigen  is  destroyed,  only  patients  with 
systemic  lupus  will  agglutinate  the  red  cells,  and  those 
showing  negative  tests  are  designated  as  having 
mixed  connective  tissue  disease. 

The  diagnostic  value  of  tests  for  autoantibodies 
characteristic  of  the  connective  tissue  diseases  rests 
on  a firm  clinical  base.  Thus,  if  the  clinical  signs  and 
symptoms  of  the  patient  and  your  own  expertise  per- 
mit a firm  clinical  base  and  you  use  specific  tests  to 
confirm  your  clinical  evaluation,  the  tests  are  very 
valuable.  However,  if  the  signs  and  symptoms  of  the 
patient  are  poorly  developed  or  expertise  in  their 
evaluation  is  lacking,  the  ordering  of  all  these  tests 
will  only  serve  to  confuse  the  evaluation  and  frustrate 
the  clinician. 

Dr.  Cooke:  So  we  see  that  autoantibodies  are 
probably  a normal  finding  in  most  people  and  are 
exaggerated  in  some  disease  states.  However,  just 
finding  a positive  test  does  not  make  a diagnosis;  the 
entire  picture  of  clinical,  laboratory  and  X-ray  find- 
ings must  be  taken  into  account.  Even  when  this  is 
done,  there  will  still  be  times  when  the  diagnosis  is  an 
opinion  only  and  when  continued  observation  is 
needed. 


Address  Dr.  Waller  at  Box  263,  MCV  Station,  Rich- 
mond VA  23298. 

This  is  publication  No.  123  from  the  Charles  W.  Thomas 
Arthritis  Fund,  Medical  College  of  Virginia/VCU. 

Presented  2-21-78.  ■ 
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ABSTRACTS 

The  papers  here  abstracted  were  presented  at  the  meeting  of  the  Virginia  Society  of  Hematology  on  June  16-17, 
1978,  in  Virginia  Beach,  Virginia. 


Polycythemia  of  Renal  Transplantation.  Cyrus 
Makoui,  MD,  Clifford  L.  Williams,  MD,  and 
Jorge  Roman,  MD,  Salem. 

Polycythemia  after  renal  transplantation  is  now  a well 
recognized  although  extremely  rare  entity  which  can  com- 
plicate the  postoperative  course  of  a renal  allograft  recipi- 
ent. Approximately  30  cases  have  been  reported  in  the 
literature  to  which  we  add  a case  of  our  own. 

Post-transplantation  polycythemia  (PTP)  is  a true  erth- 
rocytosis  with  an  increase  in  the  red  blood  cell  mass  and  a 
normal  plasma  volume  which  is  not  related  to  myelo- 
proliferative disorders.  It  usually  begins  as  an  insidious  and 
gradual  rise  in  hematocrit,  usually  4 to  9 months  post- 
transplantation, and  the  patient  gradually  assumes  a pleth- 
oric appearance.  There  is  no  evidence  of  chronic  rejection 
although  some  authors  contend  that  the  polycythemia  is  a 
result  of  low  grade  rejection.  Serum  erythropoietin  levels 
are  normal  or  elevated.  This  phenomenon  may  result  spon- 
taneously or  may  be  associated  with  other  lesions  such  as 
renal  artery  stenosis.  The  increased  incidence  of  thrombo- 
embolic disease  justifies  aggressive  therapy  of  this  condi- 
tion. 

Pathogenesis  of  PTP  is  most  likely  related  to  micro- 
circulatory  renal  tissue  hypoxia  which  acts  as  the  stimulus 
to  enhance  red  cell  production.  The  cause  of  this  hypoxic 
drive  could  in  turn  be  related  to  anatomic  changes  within 
the  microvasculature  induced  during  organ  harvesting, 
transport,  or  transplantation  or  possibly  due  to  increased 
hemoglobin-02  affinity  caused  by  shifting  dissociation 
curve  rightward  as  blood  traverses  the  renal  parenchyma. 
Other  possible  mechanisms  such  as  pharmacological 
etiology,  aberrant  ESF  production  from  non-renal  sources 
and  decrease  in  the  circulatory  level  of  ESF  inhibitors 
should  be  considered. 


Autoimmune  Hemolytic  Anemia  as  a Result  of  Inhibi- 
tion of  Suppressor  Lymphocytes  by  Methyldopa.  D.  N. 
Mohler,  MD,  H.  H.  Kirtland,  MD,  D.  A.  Hor- 
witz,  MD,  Charlottesville. 

The  mechanism  whereby  methyldopa  (MD)  causes  RBC 
autoantibodies  is  unknown.  It  is  also  unclear  why  approxi- 
mately 15%  of  patients  taking  MD  develop  RBC  anti- 
bodies, while  less  than  1%  have  overt  hemolysis.  We  postu- 
late that  MD  causes  the  unregulated  production  of 
autoantibodies  by  B lymphocytes  by  inhibiting  suppressor 
lymphocytes  through  an  increase  in  lymphocyte  cyclic 
AMP  (cAMP)  and  inhibits  the  destruction  of  IgG  coated 
RBC  by  monocytes  by  causing  an  elevation  in  monocyte 
cAMP.  Peripheral  blood  mononuclear  cells  were  isolated 
using  Ficoll-Hypaque  and  the  intracellular  concentration 


of  cAMP  determined  by  radioimmunoassay.  After  a 10 
minute  incubation  of  lymphocytes  with  MD  (10'4M)  there 
was  an  increase  in  cAMP  content  to  5.0  ± 1.8  picomoles/ 
10  6 lymphocytes  (pmol/106L)  compared  to  2.0  ± 0.5 
pmol/106L  for  unincubated  controls  (p  < .01).  The  lym- 
phocytes from  patients  taking  MD  had  elevated  cAMP 
levels  compared  to  appropriate  controls  which  was  dose 
related.  Patients  taking  0.5  gm  of  MD  daily  had  a mean 
level  of  cAMP  of  3.2  ± 0.4  pmol/106L  while  in  those 
receiving  2.0  gm  daily  the  mean  value  was  6.6  ± 0.8  pmol/ 
106L  (p  < .01 ).  Both  dibutryryl  cAMP  (dBcAMP)  and  MD 
inhibited  the  proliferative  response  of  lymphocytes  to  phy- 
tohemoagglutinin  (PHA ) by  40  ± 13%  and  to  concanavalin 
A by  30  ± 10%.  When  isolated  monocytes,  T cells,  and  B 
cells  were  incubated  with  MD  (10~4M)  or  dBcAMP 
( 10~3M ),  washed  and  recombined  with  the  other  unexposed 
population,  the  proliferative  response  to  PHA  was  sup- 
pressed only  when  T cells  were  exposed  to  MD  or 
dBcAMP.  Also  monocytes  incubated  with  MD  or 
dBcAMP  showed  a significant  increase  in  intracellular 
cAMP  which  caused  a 50-80%  inhibition  of  antibody  de- 
pendent monocyte  cytotoxicity  as  determined  by  measuring 
the  release  of  51Cr  from  IgG  coated  RBC  incubated  with 
monocytes.  These  studies  support  the  hypothesis  that  in- 
creasing intracellular  cAMP  MD  inhibits  lymphocyte  sup- 
pressor function  leading  to  autoantibody  production.  The 
drug  also  has  a paradoxical  protective  effect  by  inhibiting 
monocyte  destruction  of  IgG  coated  RBC  which  may  ex- 
plain the  low  incidence  of  overt  hemolysis  associated  with 
MD  induced  autoantibodies. 

Effect  of  Rentizole,  a New  Immunosuppressive  Drug, 
on  Immune  Response  in  Human  Phase  I Studies. 

Wade  K.  Smith,  MD,  Richmond. 

Frentizole®,  l-(6-methoxy-2-benzo  thiazoly  1 )-3-phenyl 
urea  (Lilly  53616)  is  a new  immunosuppressive  drug  under 
investigation  in  man.  In  experimental  animals  it  is  effective 
in  reducing  antibody  responses  to  both  T cell  dependent 
and  independent  antigens,  suppressing  contact  sensitivity 
to  DNCB,  prolonging  murine  skin  graft  survival,  and  sup- 
pressing graft  versus  host  activity.  We  have  examined  in 
vitro  lymphocyte  reactivity  before  and  during  Frentizole 
administration  in  two  patients  with  presumptive  autoim- 
mune disease.  The  first  patient  with  a severe  and  prolonged 
pulmonary  hypersensitivity  problem  was  on  high  doses  of 
steroid  before  treatment  with  Frentizole  and  showed  al- 
most complete  inhibition  of  in  vitro  responsiveness  to  Phy- 
tohemagglutinin, pokeweed  mitogen,  and  concanavalin  A. 
Delayed  hypersensitivity  skin  tests  to  Candida,  histoplas- 
min,  PPD  first  strength,  streptokinase-streptodornase,  and 
trichophyton  were  absent.  On  Frentizole  and  with  steroids 
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tapered  she  regained  and  maintained  in  vitro  responsive- 
ness to  mitogens  and  mixed  cell  culture  reactivity.  In  vitro 
response  to  mumps  antigen  appeared  more  than  6 months 
after  treatment.  The  second  patient  developed  Guillain- 
Barre  syndrome  after  administration  of  swine  influenza 
vaccine.  She  also  was  initially  on  high  doses  of  steroid  but 
had  partial  in  vitro  mitogen  responses.  Her  skin  test  reac- 
tivity was  absent.  On  Frentizole  and  continued  steroid  the 
in  vitro  mitogen  response  improved  but  not  entirely  to 
normal.  In  vitro  response  to  allogeneic  cells,  Candida, 
mumps  and  trichophyton  could  be  seen  within  two  months 
of  treatment.  Frentizole  improved  in  vitro  lymphocyte  re- 
sponsiveness but  the  exact  mechanism  of  action  requires 
further  study. 

Results  of  Staging  Laparotomy  in  Hodgkin’s  Disease 
at  the  University  of  Virginia  Hospital.  C.  E.  Hess, 
MD,  W.  L.  Marsh,  MD,  T.  W.  Tillack,  MD,  and 
W.  R.  Sandusky,  MD,  Charlottesville. 

Staging  laparotomy  was  performed  at  the  University  of 
Virginia  Hospital  on  1 1 1 patients  with  Hodgkin’s  disease 
between  April  1,  1969,  and  June  30,  1977.  The  operation 
included  multiple  liver  and  lymph  node  biopsies  and,  ex- 
cepting 3 patients,  splenectomy.  The  histopathology  was 
reviewed  and  the  1 I I patients  classified  as  follows:  nodular 
sclerosis,  74;  mixed  cellularity,  28;  lymphocyte  pre- 
dominance, 7;  and  undermined,  2. 

There  were  no  deaths.  Wound,  pulmonary  or  urinary 
tract  complications  occurred  in  1 1 patients.  One  case  of 


postoperative  thrombophlebitis  occurred  and  in  another 
case  small  bowel  obstruction  developed,  and  resolved  with- 
out re-operation. 

The  pathologic  stage  (PS)  following  laparotomy  was  un- 
changed from  the  clinical  stage  (CS)  in  64%,  reduced  in 
16%,  and  advanced  in  20%.  The  therapy,  however,  was 
altered  in  39%  of  the  patients.  The  final  PS  revealed  1 7 IA,  3 
IB,  28  IIA,  9 IIB,  24  IIIA,  14  IIIB,  9 IVB,  3 IIAE,  and  1 
IIIBE. 

Lymphangiography  in  103  patients  was  interpreted  as 
showing  lymph  node  involvement  in  38,  equivocal  in- 
volvement in  1 1,  and  no  involvement  in  54.  Among  the  92 
examinations  reported  as  either  positive  or  negative,  77% 
were  confirmed  histopathologically,  21%  were  falsely  posi- 
tive, and  2%  were  falsely  negative. 

The  spleen  was  positive  for  Hodgkin’s  disease  in  39%  of 
cases,  and  in  these  patients  with  positive  spleens  there  was 
no  reason  to  suspect  intra-abdominal  involvement  pre- 
operatively  in  21%. 

How  Schedule  Dependency  Relates  to  the  Therapeutic 
Efficacy  of  Cyclophosphamide  (CTX).  Galen  L. 
Wampler,  MD,  Richmond. 

It  has  been  shown  that  CTX  kills  cells  in  a manner 
analogous  to  radiation  treatment  in  that  drug  dose-cell  kill 
curves  initially  display  a shoulder  region  followed  by  a 
linear  component,  the  slope  of  which  changes  as  drug  resis- 
tance develops.  Utilizing  tumor  growth  kinetic  information 
in  conjunction  with  cell  kill  information  one  can  readily 
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construct  drug  dose  tumored  animal  longevity  curves  that 
can  be  verified  experimentally.  It  can  further  be  demon- 
strated that  differences  in  the  shoulder  region  of  cell  kill 
curves  of  normal  tissues  vs  cancer  cells  is  related  to  sched- 
ule dependency.  Doses  of  drug  that  do  not  exceed  the 
threshold  dose  (related  to  shoulder  size)  of  cancer  cells  may 
be  mutagenic  or  carcinogenic  but  have  no  anticancer  effect. 
For  this  reason  the  practice  of  giving  Cytoxan  in  divided 
daily  doses  is  questionable  since  a 50  mg  dose  of  drug 
probably  exceeds  threshold  dose  by  a small  margin,  dam- 
aging more  cells  than  are  killed.  Available  information 
indicates  that  most  of  the  Cytoxan  damage  can  be  repaired 
in  a matter  of  a few  hours.  Consequently  a 50  mg  dose  4 
times  a day  results  in  a much  higher  cell  damage/cell  kill 
ratio  than  200  mg  daily.  It  is  recommended  that  in  sched- 
ules utilizing  daily  oral  Cytoxan  the  total  dose  be  given  at 
one  time  and  if  drug  modification  is  necessary  that  doses  be 
eliminated  rather  than  reducing  the  dose  but  not  the  num- 
ber of  treatments. 

Severe  Bleeding  Associated  with  an  Acquired  Pro- 
thrombin Inhibitor.  W.  C.  Vennart,  G.  D.  Qureshi, 
MD,  H.  J.  Evans,  PhD,  and  P.  W.  Brown,  MD, 
Richmond. 

Acquired  inhibitors  of  coagulation,  though  infrequent 
are  usually  found  in  patients  with  collagen  vascular  disease 
and  are  only  rarely  associated  with  severe  life  threatening 
bleeding.  A 63  year  old  man  with  adenocarcinoma  of  the 
gastroesophageal  junction  developed  an  inhibitor  (circulat- 


ing anticoagulant)  5 days  after  the  resection  of  the  tumor. 
The  inhibitor  activity  peaked  in  3 weeks  and  was  associated 
with  severe  uncontrollable  bleeding  from  multiple  sites. 
The  patient  had  abnormal  PT,  PTT,  and  Stypven  time. 
Following  a 60%  exchange  plasmapheresis  and  therapy 
with  steroid  the  inhibitor  activity  decreased  and  later  dis- 
appeared. Studies  failed  to  show  the  presence  of  a collagen 
vascular  disease.  The  inhibitor  did  not  selectively  destroy 
any  clotting  factor  when  incubated  with  normal  plasma.  It 
was  non-species  specific,  non-absorbable  by  BaS04  and  was 
inactivated  in  vitro  by  65°C  in  30  minutes.  The  kinetics  of 
prothrombin  activation  by  Echis  carinatus  venom  in  the 
presence  of  the  inhibitor  plasma  indicated  that  this  unique 
inhibitor  interfered  with  the  conversion  of  prothrombin  to 
thrombin.  The  purified  inhibitor  appeared  to  be  an  IgG 
which  did  not  demonstrate  complex  formation  with  a puri- 
fied bovine  prothrombin  when  tested  by  polyacrylamide  gel 
electrophoresis  nor  did  it  form  immunoprecipitation  when 
tested  against  purified  prothrombin,  Echis  carinatus  venom 
or  thrombin  on  immunodiffusion.  The  exact  mechanism  of 
the  inhibition  of  prothrombin  by  this  inhibitor  remains 
unclear. 

Nuclear  Proteins  and  Their  Role  in  Granulocyte  Devel- 
opment. Christine  Eastment,  BS,  and  Robert  B. 
Scott,  MD,  Richmond. 

Morphologic  and  functional  changes  during  granulocyte 
development  reflect  sequential  changes  in  gene  action.  Al- 
terations in  specific  nuclear  proteins  during  maturation 
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may  be  responsible  for  gene  activation  and  repression. 
Study  of  these  proteins  requires:  I ) a system  for  separating 
cells  into  varying  degrees  of  maturity,  and  2)  a procedure 
for  separating  the  nuclear  proteins.  The  former  was  accom- 
plished using  Ficoll/Hypaque  density  gradients  to  separate 
rabbit  granulocyte  precursors.  Erythrocytes  and  their  pre- 
cursors were  removed  by  hypotonic  lysis.  Histones  were 
extracted  from  purified  nuclei  with  sulfuric  acid  and  ana- 
lyzed on  polyacrylamide  gels  containing  urea.  Residual 
non-histone  proteins  were  solubilized  in  sodium  dodecyl 
sulfate  (SDS),  and  separated  by  electrophoresis  on  SDS- 
polyacrylamide  gels. 

Quantitation  of  nuclear  proteins  during  development 
shows  no  change  in  the  histones  but  a significant  increase  in 
the  non-histones.  The  ratio  of  non-histone  to  histones  also 
shows  a progressive  increase  during  maturation.  Further 
analysis  of  the  nuclear  proteins  by  disc  electrophoresis  re- 
veals no  significant  qualitative  or  quantitative  changes  in 
the  histones  during  cell  maturation.  However,  the  non- 
histones show  distinctive  changes  which  may  reflect  altera- 
tions in  nuclear  structure  or  a changing  complement  of  the 
nuclear  proteins  involved  in  genetic  regulation  or  a combi- 
nation of  both. 

Marrow  Replacement  by  Bone  Osteopetrosis,  a Rare 
Cause  of  Myelophthisis.  M.  S.  Wheby,  MD,  Char- 
lottesville. 

The  patient  is  now  age  31  and  working  regularly.  Follow- 
ing multiple  fractures  the  diagnosis  of  osteopetrosis  was 
made  at  age  6.  Symptoms  of  anemia  began  at  age  18.  He 
has  a moderately  severe  pancytopenia:  hematocrit  25%; 
white  cell  count  3500  with  43%  granulocytes;  platelet  count 
70,000.  The  blood  smear  is  leukoerythroblastic  with  moder- 
ate poikilocytosis  similar  to  that  seen  with  myeloid  meta- 
plasia. Hepatomegaly  and  rather  marked  splenomegaly  are 
present.  Bone  films  show  typical  “bone  within  bone” 
changes  of  osteopetrosis.  The  patient’s  father  and  3 pater- 
nal uncles  have  radiological  evidence  of  osteopetrosis  but 
no  clinical  signs  of  bone  or  blood  disorder.  The  half  sister 
(same  father)  has  normal  bone  films. 

Over  the  1 1 years  1 have  seen  him,  various  studies  have 
shown  the  following.  1)  We  were  unable  to  penetrate  his 
bone  with  a marrow  biopsy  needle.  2)  External  organ 
counting  during  ferrokinetics  showed  no  erythropoiesis  ex- 
cept in  liver  and  spleen.  3)  Tc  99  m sulfur  colloid  marrow 
scanning  showed  uptake  only  in  cranial  bones.  4)  Sequen- 
tial ferrokinetics  and  hematocrit  measurements  showed  a 
definite  improvement  in  erythropoiesis  following  treatment 
with  oxymetholone.  This  resulted  in  massive,  but  revers- 
ible, hepatomegaly  without  change  in  chemical  profile  of 
liver. 

Recent  investigations  of  this  disorder  have  raised  the 
possibility  that  bone  marrow  transplantation  is  an  effective 
mode  of  treatment. 

Bone  Marrow  Transplantation  for  Aplastic  Anemia. 

Wilbur  F.  Burger,  MD,  Lynchburg. 

A 20  year  old  white  female  was  admitted  to  Lynchburg 
General  Hospital  on  August  22,  1977,  with  weakness. 


dyspnea  and  slight  bleeding  from  her  gums.  Her  only  recent 
medication  was  birth  control  pills.  P.M.H.  included  a nor- 
mal physical  examination  and  normal  CBC  in  January  of 
1977.  Admission  physical  exam  was  unrevealing.  Admis- 
sion hemoglobin  was  4.9,  hematocrit  was  15,  white  count 
1800  with  34%  segs,  9%  bands,  65%  lymphs,  2%  monocytes. 
Retie  count  was  1.7%.  Platelet  count  17,000.  Bone  marrow 
aspirate  looked  normal  except  for  reduced  megakaryocytes. 
Bone  marrow  biopsy  showed  marked  hypocellularity  con- 
sistent with  the  diagnosis  of  aplastic  anemia.  Other  studies 
were  non-contributory.  Patient  was  started  on  Prednisone 
and  referred  to  MCV  for  consultation  and  for  tissue  typing. 
Her  one  sibling  was  an  HLA  match.  The  patient’s  aplastic 
anemia  worsened  very  rapidly  and  she  was  referred  to 
Seattle  for  bone  marrow  transplantation.  She  was  trans- 
planted September  27,  1977.  She  experienced  several  post- 
transplantation problems  including  CMV  pneumonia,  her- 
pes simplex  infection  of  oral  cavity  and  throat,  and  Candida 
infection  of  vagina,  axilla  and  throat.  She  recovered  and 
returned  home  to  Lynchburg  and  has  been  followed  here 
since  January  7,  1978.  She  developed  chronic  graft  vs.  host 
disease  documented  by  liver  biopsy,  skin  biopsy  and  mu- 
cosal biopsy.  The  patient  is  being  treated  for  chronic  GVH 
at  the  present  time  with  marked  improvement.  She  contin- 
ues with  a relatively  normal  CBC  at  this  time. 

Dyserythropoieses  Terminating  with  Acute  Myelo- 
genous Leukemia  in  a Patient  Dying  with  Culture  Neg- 
ative Disseminated  Candidiasis  After  Treatment  of 
Systemic  Lupus  Erythematosis  for  Seven  Years  with 
Cyclophosphamide  and  Prednisone.  John  S.  Poindex- 
ter, MD,  Richmond. 

The  patient  was  a 27  year  old  white  female  who  had 
developed  systemic  lupus  erythematosis  at  the  age  of  19. 
The  initial  course  was  stormy,  with  severe  nephritis  even- 
tually requiring  dialysis,  cerebritis  characterized  by  sei- 
zures, hemiparesis  and  coma.  Other  complications  included 
alopecia,  arthralgias,  hypertension,  pleural  effusions,  but- 
terfly skin  rash  and  pancytopenia.  The  hemoglobin  was 
11.9,  WBC  1900  and  platelet  count  was  69,000.  Other  lab 
studies  included  a positive  LE  prep,  ANA  of  1:400, 
Coombs’  test  weakly  positive,  low  C-3,  hematuria,  and 
proteinuria. 

Because  of  failure  of  steroid  alone  to  arrest  the  progres- 
sion of  the  disease  she  was  started  on  cyclophosphamide  in 
the  range  of  50  mgm  qd  over  the  next  7 years  during  which 
time  she  was  regulated  by  the  connective  tissue  service  at 
MCV  with  reversal  of  most  of  her  laboratory  abnormal- 
ities. 

A bone  marrow  done  in  1973  was  megaloblastoid  with 
adequate  megakaryocytes.  The  cyclophosphamide  was  de- 
creased. 

Her  terminal  admissions  in  the  latter  part  of  1977  and 
early  1978  were  related  to  increasing  fatigue,  arthralgias 
and  fever.  Lindings  included  temperature  elevation,  mild 
splenomegaly,  Cushingoid  changes  and  what  was  thought 
to  be  an  impacted  wisdom  tooth  followed  by  gingival  hy- 
pertrophy later  in  her  course  but  no  typical  oral  monilial 
lesions  although  there  was  a tongue  ulcer.  The  final  2 weeks 
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were  characterized  by  diarrhea  and  vague  abdominal  pains 
and  progressive  purpura. 

Serial  bone  marrow  examinations  during  this  time  re- 
vealed a progressively  disordered  megaloblastoid  erythro- 
poietic pattern.  The  final  marrow  3 weeks  before  the  patient 
expired  revealed  60%  myeloblasts  which  were  PAS  negative 
and  peroxidase  positive.  She  had  no  evidence  of  folic  acid 
or  Bi2  deficiency. 

The  patient  was  pancytopenic  throughout  the  entire 
course  with  platelet  counts  in  the  range  of  20,000  and  WBC 
counts  around  1500  (the  cyclophosphamide  having  been 
stopped  5 months  previously).  Blast  forms  in  the  blood 
were  seen  increasingly  toward  the  end  of  her  course  up  to 
75%  just  before  she  received  3 days  of  daunorubicin  45 
mgm  IV  qd  X 3 and  150  mgm  of  sterile  cytarabine  IV  over 
24  hours  for  5 days.  The  pancytopenia  worsened  sub- 
sequently. 

Fourteen  blood  cultures  were  negative  for  Candida  dur- 
ing her  final  febrile  month  in  the  hospital  as  were  urine  and 
stool  cultures.  A vaginal  specimen  was  compatible  with 
candidiasis  6 weeks  prior  to  death  but  the  patient  had  been 
treated  with  mycostatin  vaginal  suppositories.  Despite  nu- 
merous antibiotics  and  blood  factor  transfusions  the  pa- 
tient expired  without  resolution  of  her  fever.  The  autopsy 
revealed  disseminated  candidiasis  and  a hypocellular  bone 
marrow. 

This  case  illustrates  an  unusual  background  for  the  de- 
velopment of  acute  leukemia  terminating  in  an  increasingly 
common  fashion.  ■ 
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VIRGINIA  MEDICAL 


Dr.  Brown  and  Dr.  Weyl 
Look  at  Medicine  Behind  the  Iron  Curtain 

“A  Different  World” 


TWO  WEEKS  behind  the  Iron  Curtain,  with  an 
opportunity  to  visit  clinics  and  hospitals  almost 
daily,  was  an  interesting  opportunity  presented  re- 
cently to  a group  of  Virginia  doctors  and  their  wives 
through  a program  organized  by  Dr.  Leonard  Weyl 
and  conducted  by  Maupintour  as  a part  of  their 
“people  to  people’’  program. 

Our  trip  began  in  Vienna,  Austria,  where  we  visited 
two  hospitals  and  an  outpatient  clinic.  The  hospitals 
were  somewhat  austere  by  the  standards  here  but 
appeared  to  be  well  run,  and  the  physicians  were 
friendly  and  knowledgable.  The  outpatient  clinic  is 
one  of  their  newest  and  finest,  and  could  compare 
favorably  with  any  in  the  States. 

We  went  from  Vienna  to  Berlin  by  way  of  the  East 
German  airline  Interflug  landing  in  East  Berlin.  We 
had  the  unenviable  experience  of  going  through 
Check  Point  Charlie  late  at  night,  all  tired  out  and 
feeling  much  like  a bunch  of  prisoners.  West  Berlin  is 
a modern,  hustling  city.  The  hospitals  and  doctors 
are  equal  to  ours  and,  though  they  are  more  social- 
ized, their  system  of  care  and  payments  is  roughly 
equivalent  to  ours.  We  went  to  East  Berlin  sight- 
seeing but  did  not  have  an  opportunity  to  visit  medi- 
cal facilities.  We  did  drive  by  the  famous  Charity 
Hospital,  where  so  many  of  the  great  names  in  Ger- 
man medical  history  did  their  research.  With  the 
exception  of  a few  new  buildings,  East  Berlin  is 
evidently  as  it  was  a few  years  after  World  War  II, 
with  relatively  few  automobiles,  no  new  advertising 
signs  or  other  evidence  of  private  enterprise. 
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The  Wall  is  now  said  to  be  impassable.  The  only 
people  who  are  allowed  to  escape  are  those  that  the 
East  Berlin  government  wants  to  get  rid  of — the  aged 
and  the  incompetent.  My  wife  and  I had  an  opportu- 
nity to  spend  the  evening  and  had  a meal  in  the 
apartment  of  a German  couple.  The  husband  had 
been  a medical  student  at  Humbolt  University,  after 
World  War  II;  before  the  Wall  was  erected,  he  be- 
came involved  in  a relatively  minor  student  protest, 
was  arrested  by  East  German  police,  put  in  jail  and 
held  without  bail  or  an  opportunity  for  trial  for 
eleven  years.  When  he  did  escape,  the  Wall  had  been 
built  and  he  had  to  arrange  to  escape  across  the  Wall, 
which  he  did.  He  did  not  say  how  he  did  it,  but  says  it 
is  now  impossible  to  escape.  He  felt  he  was  too  old  to 
go  back  to  medicine  but  had  done  well  in  the  business 
world. 

Our  hotel  in  Berlin,  the  Kempinski,  was  super. 
Among  the  guests  whom  we  saw  there  were  Dick 
Cavette  and  Shelly  Winters.  One  of  the  big  stores 
near  the  hotel  had  an  exhibit  of  busts  for  sale  of  four 
famous  men;  Goethe,  Wagner,  Beethoven — and  Pres- 
ley!!!!! 

In  Moscow,  we  found  ourselves  in  a different 
world.  We  visited  an  outpatient  clinic  staffed  by  ap- 
proximately 100  physicians  and  expected  to  take  care 
of  40,000  to  50,000  people.  Most  of  the  physicians 
were  women,  but  here,  as  in  most  of  the  hospitals  we 
visited  behind  the  Iron  Curtain,  the  head  doctor  was 
a man.  We  had  an  excellent  interpreter  and  after 
several  hours  of  questioning,  we  came  to  feel  that  we 
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knew  the  physician  who  escorted  us  around.  Most  of 
the  time  he  seemed  free  and  open  in  his  answers  to 
questions.  We  learned  that  there  had  been  a policy  to 
lower  the  standing  of  physicians,  primarily  by  paying 
low  salaries.  Among  the  laws  in  Russia  are  several 
that  affect  clinics  and  hospitals;  one  is  that  pregnant 
women  or  women  with  children  under  6 years  old 
cannot  be  required  to  work  on  holidays,  weekends  or 
nights.  In  a big  clinic  or  hospital  which  must  be 
manned  24  hours  a day,  this  can  create  real  problems, 
and  this  might  be  one  of  the  reasons,  as  we  learned, 
that  there  is  now  a policy  to  reduce  the  number  of 
women  going  into  medicine  in  an  effort  to  have  50% 
men  in  the  future.  The  clinic  itself,  though  said  to  be 
only  five  years  old,  appeared  to  be  much  older.  The 
equipment  was  old  and  deficient,  by  our  standards, 
but  the  organization  of  the  clinic  seemed  good. 

An  opportunity  to  get  a broader  viewpoint  on 
medicine  in  Moscow  was  afforded  by  the  Embassy 
staff,  some  of  whom  had  been  in  the  Embassy  for 
more  than  a year.  The  impression  of  these  observers 
is  that  the  level  of  medicine  in  Moscow,  except  for  a 
very  few  hospitals  where  research  is  conducted,  is 
definitely  inferior  to  the  care  in  Virginia. 

We  were  told  that  one  of  the  new  hospitals  was 
built  with  20  beds  to  be  used  by  foreigners,  but  an 
impasse  has  developed;  the  Russians  will  not  staff 
these  beds  until  they  are  being  used,  and  the  physi- 
cians in  the  foreign  Embassies  will  not  put  a patient 
in  a hospital  that  is  not  already  staffed,  so,  as  far  as 
we  could  learn,  these  beds  are  not  used  at  all.  The 
impression  gained  at  the  Embassy  is  that  patients 
from  the  Embassy  staff,  Embassy  employees  and 
Americans  and  other  foreigners  treated  by  the  Em- 
bassy staff  are  treated  in  US  or  British  clinics,  by 
house  calls  to  their  apartments,  and,  if  hospital- 
ization is  required,  are  flown  to  Germany,  England  or 
Finland. 

We  saw  no  disposable  syringe  needles  in  Russia. 
We  raised  the  question  about  hepatitis  and  were  as- 
sured that  it  is  not  a problem.  We  learned  later  at  the 
Embassy  that  a recent  world-wide  sampling  of  blood 
for  Australian  (hepatitis  surface  B)  antigen  testing 
had  shown  this  particular  clinic  to  have  the  highest 
positive  rate  of  almost  any  in  the  world,  so  we  can 
assume  they  had  no  hepatitis  because  all  the  patients 
had  already  had  it. 

In  Yalta,  we  were  allowed  to  visit  several  con- 
valescent clinics.  We  very  quickly  got  the  impression 
that  these  were  not  true  hospitals  but  more  like  vaca- 
tion hotels.  In  one  of  these  convalescent  hospitals,  the 
head  doctor  was  a woman.  She  seemed  very  relaxed 
and  free  in  her  answers  to  our  questions  and  laugh- 
ingly said  that  the  same  people  seemed  to  get  sick  and 
come  back  for  two  weeks  every  year. 


The  atmosphere  in  Yalta  seemed  very  much  more 
relaxed  and  free  than  in  the  big  city  of  Moscow.  We 
saw  no  patients  in  the  beds  in  these  hospitals,  and  we 
did  see  many  patients  swimming,  playing  tennis,  vol- 
leyball and  chess. 

In  Leningrad  we  visited  another  of  the  district  clin- 
ics, which  again  was  said  to  take  care  of  50,000 
people  and  had  the  same  general  layout  and  organi- 
zation as  the  district  clinic  that  we  had  visited  in 
Moscow.  The  building  and  equipment  seemed  some- 
what more  modern  and  the  general  atmosphere  was  a 
little  more  friendly.  Again,  there  seemed  to  be  little 
emphasis  on  laboratory  studies,  and  less  sophisti- 
cated equipment  than  one  would  find  in  an  outpatient 
clinic  in  the  States.  We  visited  in  Leningrad  a cardio- 
vascular research  hospital,  which  we  gathered  was 
one  of  the  top  cardiovascular  hospitals  in  Leningrad, 
and  we  felt  that  the  equipment  and  level  of  care  that 
we  saw  was  no  better  than  the  average  community 
hospital  in  Virginia. 

We  did  not  spend  all  of  our  time  on  medical  mat- 
ters. We  found  both  Yalta  and  Leningrad  to  be  beau- 
tiful cities.  The  beauty  of  the  churches,  the  museums, 
the  old  palaces,  the  old  and  the  modern  buildings 
made  us  realize  that  Russia  is  an  ancient,  interesting 
and  powerful  nation  and  that,  whether  we  like  it  or 
not,  it  is  a powerful  force  in  our  future.  The  vast 
majority  of  the  people  look  and  act  very  much  as  we 
do.  With  2Vi  times  the  land  area  and  twice  the  popu- 
lation of  this  country,  I could  not  help  but  think  that 
it  may  be  just  as  well  that  they  have  an  inefficient 
form  of  government  because,  if  they  kept  their  same 
impulse  toward  world  domination  and  had  a private 
enterprise  oriented  system  of  government,  they  would 
be  much  more  formidable. 

From  Leningrad  we  flew  to  the  ancient  city  of 
Prague,  a European  city  that  looks  as  I thought  all 
European  cities  would  look.  Here  the  clinics  and 
hospitals  were  several  grades  above  the  ones  we  saw 
in  Moscow  and  Leningrad,  and  much  more  like  ours 
except  for  the  spartan  decor,  and  no  amenities,  such 
as  telephones  or  TV’s  in  the  rooms  of  the  patients. 
The  medical  care  seemed  nearly  equal  to  ours,  the 
status  of  physicians  slightly  higher  than  in  Russia, 
and  the  degree  of  socialism  slightly  less. 

Our  last  stop  was  Paris.  The  level  of  medicine,  the 
facilities  and  the  physicians  seemed  to  be  equal  to 
their  counterparts  in  the  States,  although  even  here 
the  patients’  rooms  were  not  nearly  as  fancy  as  ours. 

We  came  back  home  more  thankful  than  ever  for 
the  private  practice  of  medicine  and  the  high  level  of 
science  and  the  art  in  our  country. 

Raymond  S.  Brown,  MD 

Box  160 

Gloucester  VA  23601 
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“Complete  Scientific  Isolation” 

A RECENT  trip  to  the  Soviet  Union  and  some  of 
its  satellites  stimulates  many  reflections  on  the 
level  and  quality  of  health  care  to  which  citizens  in 
Communist  countries  are  exposed.  In  general,  tech- 
niques and  equipment  are  40  to  50  years  behind 
American  methods,  and  health  care  personnel,  doc- 
tors and  nurses  seem  to  be  very  limited  in  their  pro- 
fessional achievements. 

In  the  outpatient  facilities,  there  appears  to  be  a 
great  emphasis  on  physical  and  light  therapy.  Thus, 
in  the  ENT  section  one  may  be  confronted  by  a row 
of  individuals  seated  in  front  of  small  ultraviolet 
lights  directed  into  their  noses  via  nasal  specula.  On 
questioning  this  method,  we  were  told  that  the  irra- 
diation was  beneficial  for  the  “flu”.  We  saw  evidence 
of  “cupping”  on  many  a Russian’s  back  and  were 
shown  a bill  for  medical  services  which  included  a 
charge  for  leeching. 

The  average  hospital  room  contains  four  to  six 
metal  bedsteads,  reminiscent  of  American  hospital 
beds  in  the  1 920s.  The  hospital  room  has  neither  call- 
bell  nor  telephone,  not  to  mention  radio  or  television. 
The  doors  to  the  rooms  are  windowed,  and  as  one 
walks  through  the  corridors  one  sees  many  a face 
pressed  against  these  windows,  wistfully  looking  out. 
There  are  no  public  rooms  for  the  patients,  and  vis- 
iting hours  are  for  two  hours,  twice  a week. 

There  are  no  disposable  needles,  syringes  or  tub- 
ing, but  we  were  assured  that  there  was  no  problem 
with  hepatitis;  later  on  we  learned  that  apparently 
everybody  is  exposed  to  hepatitis  early  in  life  and 
thus  immune  later  on.  The  pharmaceuticals  available 
in  the  nurses’  stations  appeared  to  be  very  limited, 
and  chart-keeping  seemed  to  be  at  a minimum.  X-ray 
and  operating  room  equipment  is  on  a level  reminis- 
cent of  the  30s,  as  is  the  management  of  postoperative 
cases  and  coronary  patients.  Thus  a patient  who  has 
had  an  appendectomy  will  stay  in  bed  for  two 
weeks — and  if  pulmonary  embolus  occurs,  an  addi- 
tional three  weeks.  Patients  being  treated  for  coro- 


naries stay  in  bed  about  two  weeks,  then  are  chair- 
borne  for  another  week  to  ten  days,  and  are  then 
hospitalized  for  rehabilitation  for  an  additional  four 
to  six  weeks. 

Physicians  and  nurses  appear  to  be  low  on  both  the 
economic  and  social  scale.  A nurse  may  receive  $180 
a month,  while  a fully  qualified  physician  may  get 
between  $250  to  $375;  this  compares  to  a bus  driver 
at  $350  to  $000  and  an  airline  pilot  at  $750. 

The  scientific  isolation  of  the  Soviet  physician 
seems  complete.  The  English  medical  literature  is  not 
available  to  them,  and  they  also  seem  to  lack  any 
apparent  knowledge  of  any  Western  language.  Sev- 
enty percent  of  all  physicians,  both  the  two-year 
“Feldschers”  and  the  four  year  “Vrahch”,  are 
women,  but  a recent  edict  cal  Is  for  men  to  constitute 
60%  of  the  incoming  medical  school  classes.  As  indi- 
viduals, these  physicians  appeared  to  be  warm  and 
friendly,  but  when  asked  whether  they  had  any  ques- 
tions regarding  American  medicine,  they  remained 
mute. 

Although  there  is  no  private  practice,  it  seems  that 
certain  favorable  treatment  can  be  obtained  by  gratu- 
ities. Thus,  in  Yalta  admission  to  the  resorts  for  21 
days  of  rest  and  rehabilitation  was  predicated  on 
obtaining  a physician’s  certificate — as  well  as  union 
approval.  As  we  were  told  by  one  of  the  administra- 
tors, “We  see  the  same  people  every  year”. 

One  American  doctor  attached  to  the  embassy  told 
us  that  his  main  problem  is  to  get  Americans  out  of 
Russian  hospitals  as  fast  as  possible,  and  to  transfer 
them  either  to  Helsinki  or  West  Germany.  Russian 
physicians  are  very  reluctant  to  transfer  patients,  and 
this  results  in  constant  problems. 

It  appears  that  in  the  Soviet  Union  the  priorities 
are  on  technology  and  heavy  industry,  while  medical 
services  are  low  on  the  list  of  budgetary  planners.  To 
paraphrase  one  of  our  American  doctors  in  Russia, 
“Don't  get  sick  in  the  Soviet  Union”. 

W.  Leonard  Weyl,  MD 

4625  Old  Dominion  D rive 
Arlington  VA  22207 


Russian  Adventure 

Coining  July  20  to  29  for  Medical  Society  of  Virginia  members  and  friends. 

Depart  Richmond  or  Washington  via  Pan- Am  for  Moscow,  Novgorod,  and  Leningrad. 

An  1NTRAV  all-inclusive  holiday. 

Hurry  your  reservations  to  MSV  Headquarters,  4205  Dover  Road,  Richmond  VA  23221. 
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IprinAwood 


AT  LEESBURG 


A private  psychiatric  hospital  situated  in 
the  Virginia  countryside  35  miles  west  of 
Washington,  D.C. 


Highly  individualized  care  in  a comfortable 
therapeutic  environment 


Suitable  for  the  most  demanding  patients — 
including  professionals,  corporate  executives, 
government  officials,  and  their  respective  family 
members 


A broad  range  of  therapeutic  modalities, 
including  a specialized  program  for  the  treat- 
ment of  alcohol-  and  drug-related  problems 

• 

Individualized  treatment  programs  which 
emphasize  a wide  variety  of  adjunctive  therapies 
and  outdoor  recreational  activities 


President  of  the  Medical 
Leon  Yochelson,  M.D. 
Medical  Director 
Jesse  Rubin,  M.D. 
Clinical  Director 
C.  Gibson  Dunn,  M.D. 


For  further  information, 
contact: 

C.  Gibson  Dunn,  M.D. 
Clinical  Director 
Springwood  at  Leesburg 
Route  2,  Box  44 
Leesburg,  Virginia  22075 
(703)  777-0800 


Staff 


Brochure  Available  Upon  Request 

Accredited  by  the 

Joint  Commission  on  Accreditation  of  Hospitals  (JCAH) 


Location 


VIRGINIA  MEDICAL  OBITUARY 


Edwin  M.  Rucker,  MD 

Dr.  Edwin  Macrae  Rucker,  retired  Richmond  phy- 
sician, died  January  25  after  a long  illness.  He  was  72 
years  old. 

Dr.  Rucker  was  associated  in  the  practice  of  ob- 
stetrics and  gynecology  with  a brother,  Douglas 
Pendleton  Rucker,  MD,  and  was  a son  of  the  late 
M.  Pierce  Rucker,  MD,  who  was  Editor  of  the  VIR- 
GINIA Medical  Monthly  from  1942  to  1953  and 
President  of  The  Medical  Society  of  Virginia  1948- 
1949. 

In  addition  to  his  private  practice,  Dr.  Rucker  had 
been  a consultant  at  McGuire  Veterans  Administra- 
tion Medical  Center,  Richmond,  and  an  assistant 
clinical  professor  of  obstetrics  and  gynecology  at  the 
Medical  College  of  Virginia.  He  had  been  chief  of 
obstetrics  and  gynecology  at  Johnson-Willis  and 
Chippenham  Hospitals,  Richmond,  and  had  served 
on  both  hospitals’  boards  of  directors. 

Dr.  Rucker  was  graduated  from  Randolph-Macon 
College  and  received  his  medical  degree  from  Duke 
University  School  of  Medicine,  then  trained  at  Duke 
Hospital,  where  he  was  chief  resident  in  obstetrics 
and  gynecology. 

He  was  a past  president  of  both  the  Richmond  and 
Virginia  Obstetrical  and  Gynecological  Societies  and 
was  a founding  member  of  the  American  College  of 
Obstetricians  and  Gynecologists.  Dr.  Rucker  had 
been  a member  of  The  Medical  College  of  Virginia 
for  38  years  and  belonged  also  to  the  Richmond 
Academy  of  Medicine,  the  Manchester  Medical  So- 
ciety, the  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  and  the  Pan  American  Cancer 
Cytology  Society. 

W.  C.  Williamson,  Jr.,  MD 

Dr.  William  Charles  Williamson,  Jr.,  Virginia 
Beach  internist,  died  January  8 in  Norfolk  General 
Hospital  after  an  illness  of  five  months.  He  was  36 
years  old. 

A native  of  Newport  News,  Dr.  Williamson  con- 
ducted a private  practice  in  Virginia  Beach  with  his 
wife,  Dr.  Betty  Yeh.  He  held  a BS  degree  in  biology 
from  Virginia  Military  Institute;  he  was  graduated  in 
1969  from  the  Medical  College  of  Virginia,  serving 
his  internship  and  residency  in  internal  medicine 
there,  and  was  granted  a year’s  fellowship  in  adult  al- 


lergy and  immunology  at  MCV.  He  worked  with  the 
Colonial  Virginia  Foundation  for  Medical  Care,  a 
professional  standards  review  organization. 

Dr.  Williamson  was  a veteran  of  the  Vietnam  War, 
attaining  the  rank  of  captain  in  the  Air  Force,  and 
belonged  to  the  Civil  Aeronautics  Association  and 
the  Flying  Physicians  Association.  He  was  a member 
of  The  Medical  Society  of  Virginia,  the  American 
Medical  Association,  the  Virginia  Beach  Medical  So- 
ciety, the  Southern  Medical  Association  and  the 
American  Aerospace  Medical  Association. 

Meyer  H.  Legum,  MD 

Dr.  Meyer  Harry  Legum,  Portsmouth,  died  De- 
cember 18,  1978,  at  a Virginia  Beach  hospital.  He 
was  72  years  old. 

Dr.  Legum  had  been  in  family  practice  in  Norfolk 
since  1940  and  was  on  the  staffs  of  Norfolk  General, 
Leigh  Memorial,  and  DePaul  Hospitals,  and  Chil- 
dren’s Hospital  of  the  King’s  Daughters.  He  had 
been  head  of  the  Medical  Units  of  the  Shrine  of 
America  and  had  served  the  community  in  such  di- 
verse posts  as  physician  for  Norfolk’s  jails;  medical 
director  for  a Virginia  Beach  draft  board;  member  of 
the  Virginia  Beach  Sanitation  and  Control  Board 
and  the  Lunacy  Commission  of  Princess  Anne 
County.  He  served  as  presiding  officer  of  all  four 
Scottish  Rite  Bodies  of  the  Valley  of  Norfolk  from 
1965  to  1969. 

A graduate  of  the  University  of  Virginia  School  of 
Medicine,  Dr.  Legum  was  a member  of  its  Planning 
and  Development  Committee. 

His  membership  in  The  Medical  Society  of  Vir- 
ginia spanned  37  years,  and  he  belonged  also  to  the 
American  Medical  Association  and  the  American 
Academy  of  General  Practice. 

Philip  M.  Gleason,  MD 

Dr.  Philip  M.  Gleason,  Nassawadox,  died  August 
28,  1978,  at  the  age  of  65.  Dr.  Gleason  received  his 
medical  degree  from  the  University  of  Western  On- 
tario Faculty  of  Medicine,  London,  and  trained  at 
the  Albany,  New  York,  Medical  Center  Hospital.  He 
practiced  anesthesiology  at  the  Northampton  Ac- 
comac  Memorial  Hospital  and  belonged  to  The  Med- 
ical Society  of  Virginia,  the  Northampton  Medical 
Society,  and  the  American  Medical  Association. 
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LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


Anesthesiology 

Leigh  0.  Atkinson,  M.D 
George  P Baron,  M.D 
Walter  P Sy,  M.D. 

Arthritis  and  Rheumatology 

William  M Blaylock,  M.D 

Cardiology 

David  S.  Miller  II,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

Emergency  and 
Industrial  Department 

E Wilson  Watts,  M D 
Benjamin  N.  Jones,  M D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M D 
Robert  0.  McGuffin,  M.D 
Darrell  F.  Powledge,  M.D 

Family  Practice 

Allen  M.  Clague,  M.D 
Keith  C.  Edmunds,  M.D. 
William  C.  Crow,  Jr.,  M.D 
Preston  H.  Edwards,  M.D 

General  Surgery 

W.  Langley  Sibley,  M.D. 
Emeritus 

W R Whitman,  Jr..  M.D. 
William  L.  Sibley,  III,  M.D. 
Edwin  L.  Williams.  II,  M.D. 
George  R.  Shumate,  M.D. 


Hematology  and  Oncology 

J Milton  Miller,  M.D 

Pulmonary  Disease 

James  A.  Witten,  M.D. 

Internal  Medicine 

Robert  F Bondurant,  M.D 
Frank  Alton  Wade,  M D 
George  H.  Wall,  M.D 
J.  Milton  Miller,  M.D. 

David  S.  Miller,  II,  M D 
Michael  J.  Moore,  M.D 
William  M Blaylock.  M.D. 
James  A.  Witten,  M.D 
E.  Blackford  Noland,  Jr . M D 
Myron  S.  Levey,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

Obstetrics  and  Gynecology 

Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 
Thomas  M Winn,  Jr..  M.D. 
Alvin  J.  Hurt,  M.D. 

Orthopaedic  Surgery 

Richard  H.  Fisher,  M.D. 
Alonzo  H.  Myers,  Jr.,  M.D 
S.  Curtiss  Mull,  M.D 
Robert  T.  VanUden,  Jr.,  M.D. 


CLINIC,  INC. 

SALEM,  VIRGINIA  24153 
C703)  774-9241 


Gastroenterology 

George  H Wall,  M.D. 

Otolaryngology 

J.  Bruce  Hagadorn,  M.D. 

Pediatrics 

Thomas  J.  Humphries,  M.D. 
John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 
William  J.  Kagey,  M.D. 

Plastic  and  Reconstructive  Surgery 

Warren  L Moorman,  M D 
Robert  F.  Roth,  M.D. 

Radiology  and  Nuclear  Medicine 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D 
William  A.  Cassada,  Jr.,  M.D 
J William  Barnard,  M.D 
James  A,  Walsh,  M.D 

Thoracic  and  Vascular  Surgery 

William  L.  Sibley,  III,  M.D. 
Edwin  L.  Williams,  II,  M D. 
George  R.  Shumate,  M D 

Urology 

Thomas  S.  R.  Ward,  M.D 
Jeffrey  S.  Jones,  M.D 


Administration  Darrell  D.  Whitt,  Administrator  E.  J.  Sharpe,  Director  of  Corporate  Affairs 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 
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LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 

3600  Grove  Ave.,  Richmond  VA  23221 

804  353-3881 


Mrs.  Plyler’s 


Residential  Care  -L'Sfl 1H 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-398' 


University  Park 


Accredited  by  JCAH 
2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 
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WHO’S 
WHO 

IN  VIRGINIA  MEDICINE 

New  officers  of  the  Alexandria 
Medical  Society  are  Dr.  William  E. 
Sheely,  president;  Dr.  Hernando 
Salcedo,  president  elect;  Dr.  Melvin 
D.  Small,  vice  president;  Dr.  Peter 
B.  Collis,  secretary;  and  Dr.  William 
V.  Hindle,  Jr.,  treasurer. 

Gov.  John  N.  Dalton  was  made 
an  honorary  member  of  the  Fairfax 
County  Medical  Society  at  a recent 
meeting  to  which  he  contributed  an 
after-dinner  speech.  About  350 
members  gathered  to  hear  the  Gov- 
ernor’s address,  the  first  he  has 
made  to  a local  group  of  physicians. 
Dr.  Richard  L.  Fields,  the  Fairfax 
Society’s  president,  presented  the 
honorary  membership  to  the  Gover- 
nor. 

Dr.  Malcolm  Tenney,  Jr.,  Staun- 
ton, has  been  reappointed  by  Gov. 
John  N.  Dalton  to  the  Advisory 
Council  of  Emergency  Medical 
Services. 

Dr.  Walter  Lawrence,  Jr.,  Rich- 
mond, went  to  Oak  Park,  Illinois,  re- 
cently to  participate  in  the  dedica- 
tion of  a library  to  his  father, 
physician  and  educator  who  died 
last  year  at  88.  The  library,  named 
the  Doctor  Walter  Lawrence  Memo- 
rial Library,  is  in  the  School  of 
Nursing  at  West  Suburban  Hospital 
in  Oak  Park,  where  the  senior  Dr. 
Lawrence  practiced  and  taught  for 
many  years.  Dr.  Lawrence,  Jr.,  is 
professor  of  surgery  and  director  of 
the  MCV  Cancer  Center;  a brother, 
Dr.  Arthur  Gene  Lawrence,  is  a sur- 


geon on  the  West  Suburban  Hospi- 
tal staff. 

Dr.  George  W.  Vetrovec,  Rich- 
mond, has  been  elected  a fellow  of 
the  American  College  of  Physicians. 

Fellowship  in  the  American  Col- 
lege of  Chest  Physicians  has  been 
conferred  on  Dr.  Ivan  K.  Crosby, 
Charlottesville. 

Dr.  L.  Thomas  Kenney,  Lexing- 
ton, has  been  elected  to  fellowship 
in  the  American  Academy  of  Pedi- 
atrics. 

New  officers  of  the  Albemarle 
County  Medical  Society  are  headed 
by  Dr.  Daniel  N.  Mohler,  Char- 
lottesville, as  president,  and  these 
will  serve  with  him:  Dr.  Frank  E. 
Taylor,  vice  president  and  presi- 
dent-elect, and  Dr.  Regina  McCor- 
mack, who  was  reelected  secretary- 
treasurer. 

For  their  many  years  of  medical 
service  to  the  citizens  of  Carroll 
County,  Dr.  J.  Glenn  Cox  and  Dr. 
Walter  A.  Porter,  both  of  Hillsville, 
were  honored  recently  in  a program 
sponsored  by  friends  of  the  two  phy- 
sicians and  the  Carroll  County 
Chapter,  American  Cancer  Society. 
Recognition  plaques  for  the  two 
men  were  presented  with  praise  by 
Rep.  William  C.  Wampler. 

Dorothy  Sellars,  medical  assistant 
in  Dr.  Ralph  E.  Hagan’s  Richmond 
office,  was  elected  vice  president  of 
the  American  Association  of  Medi- 
cal Assistants  during  its  recent  an- 
nual convention  in  Boston.  The 
AAMA  is  a national,  non-profit  or- 
ganization dedicated  to  the  profes- 
sional advancement  of  individuals 
who  work  in  physicians’  offices, 
clinics,  hospitals  and  other  medical 
facilities. 

Dr.  Mary  Elizabeth  Johnston, 

Tazewell,  who  in  1957  was  named 
“Virginia  Doctor  of  the  Year”,  re- 
tired from  her  general  practice  early 


this  year,  to  the  great  regret  of  her 
many  patients.  A Tazewell  County 
native  and  daughter  of  the  late  Dr. 
and  Mrs.  Prentiss  D.  Johnston,  Dr. 
Johnston  was  graduated  from  the 
Medical  College  of  Virginia  in  1933, 
then  entered  practice  with  her  fa- 
ther; they  were  partners  until  his 
death  in  1941.  More  recently  Dr. 
Johnston  has  been  associated  with 
Dr.  Rufus  Brittain. 

New  president-elect  of  the  Rich- 
mond Academy  of  Medicine  is  Dr. 
Custis  L.  Coleman.  Other  new  offi- 
cers: Dr.  Leroy  Smith,  first  vice 
president;  Dr.  Charles  M.  Caravati, 
Jr.,  second  vice  president;  and  Dr. 
Emerson  D.  Farley,  treasurer.  Dr. 
Charles  M.  Zacharias  was  installed 
recently  as  president  of  the  Acad- 
emy. 

Dr.  William  W.  Old  III,  Lexing- 
ton, has  been  elected  to  the  board  of 
directors  of  Stonewall  Jackson  Hos- 
pital in  Lexington. 

In  Northern  Virginia,  Dr.  Leslie 
L.  Peters,  McLean,  was  reelected 
chairman  of  the  board  and  hospital 
president  by  the  stockholders  of  Jef- 
ferson Memorial  Hospital. 

Dr.  Jacob  C.  Zillhardt,  Fincastle 
cardiologist,  has  accepted  appoint- 
ment as  chairman  of  the  1979 
American  Heart  Association  cam- 
paign for  Botetourt  County. 

The  Northampton  County  Medi- 
cal Society  has  elected  these  new  of- 
ficers, all  of  them  Nassawadox  phy- 
sicians: Dr.  William  W.  McIntyre, 
president:  Dr.  Harry  S.  Holcomb, 
vice  president;  and  Dr.  C.  E.  Gibb, 
Jr.,  secretary  and  treasurer. 

Dr.  David  W.  MacMillan,  Rich- 
mond ophthalmologist,  has  been 
elected  chief  of  the  medical  staff  of 
the  Richmond  Eye  Hospital. 
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VIRGINIA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  IO<t  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road.  Richmond  VA  23221. 


WANTED — Staff  physicians,  generalists  or  family  practice 
preferred,  for  the  new  country-wide  outpatient  clinic  in  beau- 
tiful mountains  of  Southwest  Virginia.  Excellent  salaries 
based  on  qualifications  and  experience.  Physicians  must  be 
eligible  for  Virginia  license  and  the  National  Health  Service 
Corps.  Apply  Administrator,  Bland  County  Medical  Center, 
PO  Box  247,  Bland  VA  24315,  telephone  (703)  688-4251. 

FOR  RENT — Weekend  or  week.  Convenient  seaside  fam- 
ily retreat,  Virginia  Beach.  Furnished  Sandbridge  ocean 
cottage.  Baseboard  heat,  fireplace,  3 bedrooms,  V/2  baths. 
Surf  fishing,  dunes,  bay;  near  Norfolk,  Virginia,  beach  en- 
tertainment and  dining.  $35  per  day,  $220  per  week.  March 
15  to  June  1.  Call  (804)  464-3213  or  (804)  628-3178. 

FOR  SALE — Dictaphone  dictation  system,  model  No.  180. 
Includes  three  3-hour  tanks,  three  transcription  stations, 
and  six  input  phones  that  can  selectively  record  on  any 
tank.  Can  be  used  as  an  independent  system  or  supplement 
your  present  equipment.  Used  6V2  years.  $1,000.  Contact 
Eugene  Preas,  (804)  353-0151. 


MENTAL  HEALTH  FACILITY  DIRECTOR 
(Medical  or  Non-Medical) 

SALARIES 

Medical — $39,600.00 — $45,300.00  (Plus  Stipends) 
Non-Medical— $34,800.00— $4 1 ,400.00 

The  Virginia  Department  of  Mental  Health  and 
Mental  Retardation  is  recruiting  to  fill  the  position 
of  Director  of  Eastern  State  Hospital  (which  is  lo- 
cated in  Williamsburg,  Virginia)  with  a resident  pop- 
ulation of  1200  and  a staff  of  1340.  Position  requires 
planning  and  directing  all  medical  and  non-medical 
activities  in  this  modern  multi-building  complex. 
Qualification  requirements  for  medical  applicants 
are  graduation  from  recognized  medical  college  and 
several  years  of  psychiatric  experience,  some  of 
which  must  have  been  in  a facility  for  the  mentally  ill, 
plus  licensure  in  Virginia  or  eligibility  therefore. 
Non-medical  applicants  must  possess  a Master’s  or 
PhD  in  Hospital  Administration  or  a mental  health 
related  field  and  several  years  of  professional  experi- 
ence in  a facility  for  the  care  and  treatment  of  the 
mentally  ill.  Send  resume  to  Employee  Relations  Di- 
rector, PO  Box  1797,  Richmond  VA  23214. 

An  Equal  Opportunity  Employer 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  coverage. 
For  full  details  and  rates  contact  Daniel  R.  Hoffman, 
Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


DEAR  DOCTOR: 

Ready  for  a normal  week? 

Tired  of  the  hassle? 
Malpractice  a worry? 

Have  you  had  it? 

Call  or  write 

NAVY  PLACEMENT  OFFICE 
8545  Mayland  Drive,  Richmond  VA  23229 
Va  toll  free  1-800/552-9947 
or  804/270-9553 


ATTENTION  PSYCHIATRISTS 

Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  replace- 
ment cost  of  $508,000.  Very  good  return  in  profits  and 
fees.  This  is  a fine  opportunity  for  a doctor  wanting  a 
guaranteed  income  plus  time  and  facilities  for  a private 
practice.  For  further  information  phone:  (703)  942- 
0505  Waynesboro,  VA 


PROFESSIONAL  OFFICE  SPACE 
WOODBRIDGE,  VIRGINIA 
LEASE  OR  BUY 

In  new  modern  4-story  building  located  in  fast-growing 
community  on  Route  US  1.  Elevators,  ample  parking. 
Pharmacy,  x-ray,  cobalt  treatment  facility,  and  pa- 
thology laboratory  on  premises.  Hospital  and  nursing 
home  close  by.  For  information  call  (703)  494-7909  or 
550-7899. 

M-K  CORPORATION 

14904  Jefferson  Davis  Hwy,  Woodbridge  VA  22191 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 


PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING«P.  O.  BOX  1631«ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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Hie  Crusade  Against 
American  Medicine 

The  discussion  by  Harry  Schwartz,  PhD,  here  presented  is 
commended  by  the  Editors  to  those  VIRGINIA  MEDICAL 
readers  who  were  not  fortunate  enough  to  see  it  when  it  origi- 
nally appeared  in  the  November  1978  issue  of  Forum,  the 
publication  of  the  American  College  of  Physicians.  Dr. 
Schwartz  is  an  editorial  writer  for  the  New  York  Times  and 
is  the  author  of  the  eminently  successful  The  Case  for  Amer- 
ican Medicine:  a Realistic  Look  at  Our  Health  Care  Sys- 
tem, published  in  1972  by  the  David  McKay  Company,  New 
York. 

WHY  do  so  many  attacks  against  American 
medicine  have  the  quality  of  a religious  cru- 
sade? Why  are  the  arguments  phrased  in  emotional 
or  absolutist  terms,  rather  than  in  prosaic,  matter-of- 
fact  language?  Why  must  criticism  so  often  be  stated 
in  sweeping  all-inclusive  phrases,  in  purple  rhetoric 
so  much  at  variance  with  the  complex  reality  that  ex- 
ists? 

I have  been  moved  to  these  questions  by  reading 
newspaper  reports  of  Sen.  Edward  M.  Kennedy’s 
speech  last  August  28  to  the  national  governors’  con- 
ference in  Boston.  The  Boston  Herald  American  pic- 
tured the  senator  gesturing  with  two  clenched  fists  as 
he  assailed  American  medicine.  He  declared  that  the 
American  medical  system — or  “nonsystem”  if  one 
prefers — is  a “failure,”  and  predicted  that  unless  a 
national  health  insurance  bill  is  passed,  there  will  be 
a “citizens’  revolt  that  will  pale  the  current  concern 
over  taxes.”  He  spoke  of  a “growing  grass  roots  con- 
stituency which  is  organizing  now.  . . . The  senior 
citizens,  church  groups,  and  working  men  and 
women  of  this  country  are  ready  to  move.” 

The  senator  was  at  his  most  absolute  in  talking 
about  the  “human  right  to  health  care,”  a right 
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that — in  the  words  of  a reporter  paraphrasing  the 
Kennedy  speech — “should  be  enacted  without  regard 
for  any  other  consideration.”  Why?  Because  in  the 
senator’s  own  words,  “human  rights  are  not  condi- 
tional, and  a commitment  to  a conditional  human 
right  is  no  commitment  at  all.”  These  words,  of 
course,  were  an  attack  on  President  Carter  who  has 
made  his  own  scheme  for  national  health  insurance 
conditional  on  the  health  of  the  economy,  a cautious 
approach  with  which  the  senator  from  Massachusetts 
has  nothing  in  common. 

Why  such  fervor,  one  wonders.  Certainly  the  med- 
ical system  has  not  been  a failure  in  relation  to  the 
Kennedy  family  itself.  The  senator  himself  was  badly 
injured  in  a plane  crash  many  years  ago,  but  has  ob- 
viously been  fully  restored  to  health  and  vigor.  His 
son  and  namesake  had  the  misfortune  to  have  can- 
cer, and  lost  a leg,  but  half  a decade  afterward  the 
young  man  is  very  much  alive,  very  active  and  vigor- 
ous, and  so  far  at  least  is  a living,  walking  testimonial 
to  what  medicine  can  sometimes  do  in  the  fight 
against  cancer. 

Six  years  ago  Sen.  Kennedy  published  a sweeping 
condemnation  of  American  medicine.  His  book,  ti- 
tled In  Critical  Condition:  The  Crisis  in  America's 
Health  Care,  was  full  of  similar  exaggerated  con- 
demnation and  unrepresentative  examples  of  Ameri- 
can medicine’s  failures.  It  clearly  failed  to  accom- 
plish its  objective.  Most  Americans  remained 
unconvinced.  Yet  the  senator  is  now  apparently  en- 
gaged in  a repeat  performance. 

Some  may  be  inclined  to  dismiss  Sen.  Kennedy’s 
intemperate  rhetoric  as  simply  political  in  origin, 
more  populist  rabble-mongering  of  the  sort  which 
has  a long  and  hoary  tradition  in  this  country.  Per- 
haps. However,  it  is  important  to  note  that  politicians 
are  not  the  only  ones  to  use  such  language. 

Fortune  magazine  is  usually  thought  of  as  a con- 
servative organ,  a publication  addressed  to  a very 
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nonpopulist  audience:  the  affluent  and  powerful  men 
and  women  who  rule  America’s  corporations.  Yet  in 
January  1970,  Fortune  took  a similar  approach  to  this 
nation’s  medical  system.  In  an  editorial  called  “It’s 
Time  to  Operate,”  Fortune  employed  this  rough  lan- 
guage: 

American  medicine,  the  pride  of  the  na- 
tion for  many  years,  stands  now  on  the 
brink  of  chaos.  To  be  sure,  our  medical 
practitioners  have  their  great  moments  of 
drama  and  triumph.  But  much  of  US  medi- 
cal care,  particularly  the  everyday  business 
of  preventing  and  treating  routine  illness,  is 
inferior  in  quality,  wastefully  dispensed, 
and  inequitably  financed.  Medical  man- 
power and  facilities  are  so  maldistributed 
that  large  segments  of  the  population,  espe- 
cially the  urban  poor  and  those  in  rural 
areas,  get  virtually  no  care  at  all — even 
though  their  illnesses  are  most  numerous 
and,  in  a medical  sense,  often  easy  to  cure. 
Whether  poor  or  not,  most  Americans  are 
badly  served  by  the  obsolete,  overstrained 
medical  system  that  has  grown  up  around 
them  helter-skelter,  without  accommoda- 
ting very  well  to  changing  technology,  ex- 
panding population,  rising  costs  or  rising 
expectations. 

For  proof  of  their  contention,  the  editors  cited  a 
statement  attributed  to  Robert  H.  Finch,  then  Secre- 
tary of  Health,  Education,  and  Welfare,  and  Dr. 
Roger  O.  Egeberg,  his  assistant  secretary  for  health: 
“This  nation  is  faced  with  a breakdown  in  the  deliv- 
ery of  health  care  unless  immediate  concerted  action 
is  taken  by  government  and  the  private  sector.” 
Finch  and  Egeberg  were  officials  of  the  first  Nixon 
Administration — yet  their  words  could  have  been  ut- 
tered by  Sen.  Kennedy. 

Almost  a decade  has  passed  since  these  dire  pre- 
dictions were  printed  in  Fortune  and  voiced  by  Nixon 
Administration  spokesmen.  There  is  no  chaos  in 
American  medicine  nor  has  there  been  any  “break- 
down in  the  delivery  of  health  care.”  Since  1970, 
each  year’s  vital  statistics  have  told  of  steady  im- 
provement in  the  nation’s  health,  of  ever  lower  infant 
mortality,  of  ever  higher  life  expectancy  and  the  like. 
Moreover,  every  year  since  then  the  nation’s  supply 
of  doctors,  nurses,  and  technological  equipment  to 
diagnose  and  treat  illness  has  grown  at  a rapid  rate. 
Now,  the  complaints  are  that  we  have  too  many  hos- 
pital beds,  too  much  complex  equipment,  and  even 
too  many  doctors.  The  statistics  show  clearly  that  the 
poor  and  the  underprivileged  get  more  medical  care 
than  ever  before,  perhaps  even  more  than  the 


wealthy  receive.  Yet  Sen.  Kennedy’s  purple  prose  in 
his  speech  on  August  28,  1978,  could  easily  have  in- 
cluded Fortune’s  angry  condemnation  of  January 
1970.  Apparently,  in  this  field,  emotion  is  so  high 
that  no  amount  of  statistical  evidence  can  make  an 
impression  on  true  believers. 

Other  similar  examples  of  extreme  one-sided  rep- 
resentations of  the  medical  system  could  easily  be 
cited,  notably  the  specials  presented  some  years  ago 
by  several  of  the  major  television  networks.  On  the 
other  hand,  in  all  fairness,  it  must  be  noted  that  the 
recent  three-hour  NBC  special  on  American  medi- 
cine last  summer  was  a model  of  balanced  reportage. 

The  point,  of  course,  is  not  that  American  medi- 
cine is  without  faults  or  that  there  is  no  element  of 
truth  in  the  criticisms.  Like  all  human  institutions, 
this  nation’s  medical  system  has  both  virtues  and  de- 
fects, and  any  fair  or  accurate  assessment  must  take 
both  into  account.  But  that  kind  of  reasonable  judg- 
ment is  very  far  from  the  passionate  indictments  so 
often  hurled  against  it.  Whence  this  passion? 

One  source  derives  from  the  simple  fact  that  trag- 
edy is  always  part  of  the  medical  scene.  Every  patient 
dies  and  so  does  every  doctor.  In  a huge  country  like 
the  United  States,  examples  can  always  be  found  of 
men,  women,  or  children  who  die  under  circum- 
stances that  suggest  they  would  not  have  died  had  in- 
dividual doctors  or  medical  institutions  been  more 
alert,  more  faithful  to  their  obligations,  better  in- 
formed, or  simply  available  when  needed  at  the 
proper  time  and  place.  A collection  of  such  tales  will 
always  arouse  indignation  if  untempered  by  any  real- 
ization that  nobody  seems  to  collect  the  far  more  nu- 
merous stories  of  how  people  and  institutions  in  the 
medical  system  save  lives  by  responding  to  need  with 
the  highest  standards  of  excellence  and  devotion  pos- 
sible. Put  another  way,  propagandists  of  all  types  of- 
ten believe  their  own  propaganda. 

A second  source  of  passion  is  the  new  egalitarian- 
ism which  seems  to  dominate  many  people.  A multi- 
millionaire like  Sen.  Kennedy  is  unlikely  to  urge 
equalization  of  wealth  or  capital.  He  understands 
very  well  that  such  equalization  would  cost  him 
dearly  as  one  who  would  be  “leveled  down.”  But  to 
urge  equality  of  medical  care,  the  idea  implicit  in  all 
talk  of  health  care  as  a human  right  which  transcends 
all  other  considerations,  gives  one  a virtuous  feeling 
of  being  egalitarian  and  compassionate  without  re- 
quiring the  painful  surrender  of  personal  fortune  and 
privilege  that  advocacy  of  real  egalitarianism  would 
require. 

Much  of  the  attack  on  medicine  very  quickly  be- 
comes an  attack  on  physicians.  The  politics  of  envy 
play  a role  here  because  it  is  well  known  that  doctors 
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have  the  highest  average  earnings  of  any  major  occu- 
pational group.  But  more  than  just  economic  jeal- 
ousy is  involved,  since  in  Britain,  where  doctors  are 
much  more  poorly  paid,  there  is  evidence  of  similar 
intense  anti-doctor  feeling,  particularly  among  many 
of  the  other  workers  in  the  nation’s  hospitals.  Doc- 
tors are  resented  as  authority  figures.  In  addition, 
much  of  the  emotional  stress  generated  by  illness  in 
oneself  or  a dear  one  is  easily  displaced  against  phy- 
sicians, especially  when  things  go  wrong,  since  the 
magical  thinking  of  many  individuals  projects  an 
omniscience  and  omnipotence  upon  doctors  far 
beyond  their  real  qualities.  Frequently,  I have  found, 
the  most  passionate  enemies  of  American  medicine 
have  somewhere  in  their  background  an  unfortunate 
experience  with  the  medical  system  or  with  doctors, 
an  experience  that  led  to  a permanent  grudge. 

Finally,  perhaps,  one  may  suspect  that  as  a nation 
we  have  come  to  understand  that  passion  pays  off  in 
the  arena  of  politics  and  ideas.  Many  people  in  the 
present  generation  of  adults  were  shaped  by  their 
passionate  responses  to  such  events  as  the  civil  rights 
struggle,  the  anti-Vietnam  war  campaign,  and  the 
Watergate  scandal  which  brought  down  President 


Nixon.  Each  of  these  was  an  emotional  and  wrench- 
ing experience  for  many  of  the  people  involved,  and 
each  of  these  landmark  events  saw  the  more  passion- 
ate side  emerge  as  victor.  Individuals  shaped  in  these 
cauldrons  cannot  be  blamed  for  concluding  that  the 
more  extreme  the  arguments  and,  where  necessary, 
the  conduct,  the  more  likely  one  is  to  win. 

For  those  of  us  who  want  more  rational  argument, 
who  see  virtue  as  well  as  defects  in  the  medical  sys- 
tem, and  who  see  the  possibility  that  radical  change 
in  American  medicine  might  constitute  a leap  from 
the  frying  pan  into  the  fire,  the  role  of  passion  in  the 
debate  is  dismaying.  Physicians,  particularly,  have 
been  trained  in  the  scientific  method,  and  have  been 
taught  that  controversy  should  be  resolved  through 
careful  experimentation  from  which  all  sources  of 
bias  have  been  eliminated.  But  the  political  arena  is 
different,  very  different,  and  perhaps  the  time  will 
come  when  some  measure  of  passion  in  defense  of 
what  is  good  in  American  medicine  will  become  a 
needed  ingredient  if  that  good  is  to  be  saved. 

Harry  Schwartz,  PhD 

50  Argyle  Road 
Scarsdale  NY  10583 
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HOSPITAL 

A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 
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Radiology, 
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Charlotte  T reatment  Center 


“OPERATED  BY  PEOPLE  WHO  CARE”— IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  T reatment  Center 
we  believe  that  alcoholism  is  a treat- 
able disease,  and  that  those  who 
suffer  from  the  disease  of  alcoholism 
and  their  families,  are  entitled  to  the 
same  treatment  and  loving  care  as 
those  suffering  from  any  other  disease 


The  Center  is  a private,  non-profit 
corporation  dedicated  to  providing 
effective  treatment  at  a reasonable 
cost — treatment  which  will  restore 
the  sick  alcoholic,  and  the  family  of 
the  alcoholic,  to  sober,  happy  and  re- 
warding lives. 


We  offer  a full  range  of  alcoholism 
medical  and  counseling  services,  in- 
cluding a full  time  Physician,  a pro- 
fessional staff  of  Registered  Nurses, 
a Pharmacist,  an  X-Ray  unit,  and  a 
Medical  Laboratory.  We  provide  in- 
dividual and  group  counseling  for  the 
alcoholic  and  the  family,  and  a struc- 
tured program  of  aftercare  which 
seeks  to  insure  longterm,  stable  re- 
covery through  intensive  involvement 
in  Alcoholics  Anonymous  and  the 
Al-Anon  Family  Groups. 


Jamie  Carraway  Rex  R Taggart,  M D 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 


FOR  INFORMATION  CALL  (704)  554-0285 
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Finally,  a mec 
fits  the  shape 


We’re  not  saying  you  spend  your  day  going  in  circles.  We’re  simply  saying  your  office 
space  needs  to  be  as  flexible,  as  responsive  to  varying  situations  every  day,  as  you  are. 

That’s  why  Deltec  Office  Buildings  have  become  such  a popular  alternative  for  prac- 
ticing physicians.  All  walls  are  non-load-bearing.  So  you  can  design  your 
interior  any  way  you  want  it;  any  way  you  need  it.  / 

And  flexibility’s  just  part  of  the  Deltec  story.  Add  low  cost,  ease  of  con-  j 
struction,  and  low  maintenance  (cedar,  cypress,  or  redwood  exteriors  I 
take  care  of  themselves!).  Consider  high  energy-efficiency  (ther-  I Z' 

mal  windows,  R30  roof  insulation,  R19  walls).  And  a choice  of  I \ 

models,  one  story  or  two,  from  800  square  feet  to  2,400  square  I \ 

feet  or  more.  A 


UPPER  FLOOR  PLAN 


Weigh  all  the  factors,  and  we  think  you’ll  agree:  Deltec  is  perfect 
for  your  practice.  Send  for  our  free  brochure. 


DELTEC  OFFICE  BUILDINGS 
R O.  Box  6931 
Asheville,  NC  28806 
(704)  253-0483 

Please  send  me  your  free  brochure  giving  full  details  on  Deltec 
Medical  Office  Buildings. 
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NEW 

MEMBERS 


Albemarle  County  Medical  Society 

A.  Norman  A.  G.  Brenbridge,  MD,  Radiology,  Box  170, 
University  of  Virginia  Medical  Center,  Charlottesville 
VA  22908 

Wilford  W.  Spradlin,  MD,  Psychiatry,  Box  203,  University 
of  Virginia  Medical  Center,  Charlottesville  VA  22908 
Richard  Whitehall,  MD,  Orthopedic  Surgery,  University  of 
Virginia  Hospital,  Charlottesville  VA  22908 


Alexandria  Medical  Society 

John  Wesley  Cochran,  MD,  Neurology/Internal  Medicine, 
5275  Dawes  Ave.,  Alexandria  VA  2231 1 
Michael  Allen  Danforth,  DO,  Family  Practice,  2505  Lisbon 
Lane,  Alexandria  VA  22306 

Daniel  Marvin  Goodenberger,  MD,  Emergency/Internal 
Medicine,  8128  Bainbridge  Road,  Alexandria  VA  22308 
Paul  L.  Weiner,  MD,  Diagnostic  Radiology,  6104  Green- 
lawn  Ct.,  Springfield  VA  22152 
Paul  Howard  Weisshaar,  MD,  Obstetrics/Gynecology, 
4810  Beauregard  St.,  Alexandria  VA  22312 


Arlington  Medical  Society 

William  Louis  Licamele,  MD,  Child  Psychiatry,  3813  N. 
Dittmar  Rd.,  Arlington  VA  22207 

Danville- Pittsylvania  Medical  Society 
Clark  Robert  Cobble,  MD,  Ophthalmology,  108  Holbrook 
St.,  Danville  VA  24541 

David  G.  Dye,  MD,  Orthopedics,  171  S.  Main  St.,  Danville 
VA  24541 


Fairfax  County  Medical  Society 

David  Roland  Carlson,  MD,  Obstetrics/Gynecology,  8316 
Arlington  Blvd.,  Fairfax  VA  22031 

Michael  Harvey  Goldberg,  MD,  Ophthalmology,  8136  Old 
Keene  Mill  Rd.,  Springfield  VA  22152 

Kenneth  Lawrence  Kaplan,  MD,  Child  Psychiatry,  1210 
Corbin  Ct.,  McLean  VA  22101 

Fauquier  Medical  Society 

Jyoti  S.  Amin,  MD,  Pediatrics/Neonatology,  210  W. 
Shirley  Ave.,  Warrenton  VA  22186 

Surendra  P.  Amin,  MD,  Internal  Medicine,  210  W.  Shirley 
Ave.,  Warrenton  VA  22186 

James  City  County-  Williamsburg  Medical  Society 

Joseph  Edward  Black,  MD,  General  Practice,  College  of 
William  and  Mary,  Williamsburg  VA  23185 

Norfolk  Academy  of  Medicine 

Nicholas  Anthony  D'Amato,  MD,  Pathology,  DePaul  Hos- 
pital, 150  Kingsley  Lane,  Norfolk  VA  23505 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidimum  Br 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidimum  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e  g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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New  Members  continued 

Lourdes  Alquiros  Agustin,  MD,  Internal  Medicine,  4790 
Post  Oak  Dr.,  Virginia  Beach  VA  23462 

Edward  Richard  George,  MD,  Hematology/Oncology, 
1377  Dunstan  Lane,  Virginia  Beach  VA  23455 

Hae  Kyung  Koh,  MD,  Pathology,  335  Woodside  Dr., 
Hampton  VA  23669 

Northern  Virginia  Medical  Society 

John  Austin  Cottrell,  Jr.,  MD,  Internal  Medicine,  148  N. 
Main  St.,  Woodstock  VA  22664 

Portsmouth  Academy  of  Medicine 

Stanley  L.  Brittman,  MD,  Family  Practice,  355  Crawford 
Pkwy.,  Portsmouth  VA  23704 

Oran  Ward  Chenault,  Jr.,  MD,  Urology,  226  Fort  Lane, 
Portsmouth  VA  23704 

James  Campbell  Porter  Collier,  MD,  Orthopedic  Surgery, 
3300  High  St.,  Portsmouth  VA  23707 

Dilip  Kumar  Sarkar,  MD,  General/Vascular  Surgery,  533 
Citizens  Trust  Bldg.,  Portsmouth  VA  23704 

Eleanora  Marie  Woloy,  MD,  Child  Psychiatry,  Pass 
House,  Crawford  at  London,  Portsmouth  VA  23704 

Richmond  Academy  of  Medicine 

Kelly  Ashworth  Fogle,  MD,  Ophthalmology,  3500  Ken- 
sington Ave.,  Richmond  VA  23221 

Robert  O.  Friedel,  MD,  Psychiatry,  Box  907,  MCV  Sta- 
tion, Richmond  VA  23298 


Isaac  Koziol,  MD,  Urology,  Parham  Medical  Center,  Par- 
ham and  Quioccasin  Rds.,  Richmond  VA  23229 

Ralph  Victor  Macmillan,  MD,  General  Practice,  3500 
Grove  Ave.,  Richmond  VA  23221 

Roanoke  Academy  of  Medicine 

Kurt  William  Lake  Guelzow,  Ophthalmology,  4502 
Starkey  Rd.  SW,  Roanoke  VA  24014 

Ole  Wibholm  Renick,  MD,  Otolaryngology,  711  S.  Jeffer- 
son St.,  Roanoke  VA  24008 

Rocky  Mount  Medical  Society 

John  Watt  Vaughan,  MD,  Family  Practice,  209  Maple 
Ave.,  Rocky  Mount  VA  24151 

Southwestern  Virginia  Medical  Society 

Davis  G.  Garrett,  MD,  Psychiatry,  35  Ridgefield  Lane, 
Radford  V A 24141 

Virginia  Beach  Medical  Society 

Gordon  L.  Mason,  MD,  Ophthalmology,  2133  W.  Kendall 
Circle,  Virginia  Beach  VA  23451 

Correction:  Dr.  William  E.  Wheeler,  who  recently  returned 
to  Richmond  and  renewed  his  MSV  membership,  is  a di- 
agnostic radiologist,  not  cardiologist,  as  these  columns 
erroneously  stated  in  the  February  issue.  Additionally, 
Dr.  Wheeler  prefers  his  office  address:  5801  Bremo 
Road,  Richmond  VA  23226.  ® 


Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 
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MEETINGS 

ABOUT 

MEDICINE 


April  19 

10th  Annual  Symposium  on  Medicine  and  Religion  (Pas- 
toral Care  Service  of  Portsmouth  Naval  Hospital  and  The 
Medical  College  of  Virginia),  Portsmouth  Naval  Hospital 
Auditorium.  Robert  R.  Mitchell,  LCDR,  CHC,  USNR, 
(804)  397-6541. 

April  20-22 

Annual  Pediatric-Sutton  Day  Conference  (VCU/Medical 
College  of  Virginia),  the  Homestead,  Hot  springs.  Nancy 
B.  McWilliams,  MD,  (804)  786-9605. 

April  21 

Anesthesia  and  Common  Diseases,  16th  Annual  Scientific 
Meeting,  Virginia  Society  of  Anesthesiologists,  Hyatt 
House,  Richmond.  7 hours  AMA/AAFP  Category  I.  John 
A.  Hinckley,  (804)  353-9529. 

April  21 

Contact  Lens  Fitting  for  Ophthalmologists  by  Ophthalmol- 
ogists (Medicornea  Eastern  and  Gill  Memorial  Hospital 
Foundation),  Roanoke.  Junius  E.  Crowgey,  MD,  (703) 
344-207 1 . 

April  21-26 

American  Academy  of  Pediatrics  Annual  Spring  Meeting, 

Sheraton  Centre  Hotel,  Toronto,  Canada.  (312)  869-4255. 

April  24 

Ninth  Annual  Charles  W.  Thomas  Lecture  on  Rheumatol- 
ogy (Medical  College  of  Virginia),  by  Dr.  Gene  G.  Hun- 
der,  Rochester,  Minnesota,  George  Ben  Johnston  Audito- 
rium, Richmond.  Dr.  Shaun  Ruddy,  (804)  786-9685. 

April  25-27 

Ethical  Issues  in  Decision-Making  in  the  Care  of  the 
Handicapped  Child  (UVa  Children’s  Rehabilitation  Cen- 
ter), Charlottesville.  Anne  Raynor,  (804)  924-5161. 

April  26-29 

American  Society  of  Internal  Medicine  Annual  Meeting, 
New  Orleans.  ASIM,  (415)  777-1000. 

April  27-28 

Emergency  Medicine  for  the  Primary  Care  Physician 
(MCV/VCU),  Hotel  Roanoke,  Roanoke.  12 'A  credits 
(AMA,  MSV,  AAFP),  1.2  units  (VCU).  Miss  Glenda 
Snow,  (804)  786-0494. 


May  2-5 

60th  Annual  Meeting  of  the  Virginia  Society  of  Ophthal- 
mology/Otolaryngology, Boar’s  Head  Inn,  Charlottesville. 
Dr.  Richard  E.  Gardner,  (703)  886-8398. 

May  4-6 

Cardiac  Symptoms,  Arrhythmias  and  Holter  Monitoring 

(International  Medical  Education  Crop.),  Hospitality 
House,  Williamsburg.  13  hrs  Category  I AMA  credit,  13 
hrs  AAFP  prescribed  credit.  IMEC,  (800)  525-8646  toll 
free. 

May  5-6 

Annual  Meeting  of  the  Virginia  Surgical  Society,  the 
Lodge,  Williamsburg.  Dr.  Frank  Blanton  (703)  764-1852. 

May  5-6 

Reading  Retreat  (American  College  of  Physicians  and 
MCV),  Williamsburg.  Mrs.  Erma  Blanchard,  (804)  786- 
0496. 

May  6-10 

2nd  International  Symposium  on  Adolescent  Medicine  (So- 
ciety of  Adolescent  Medicine,  Institute  for  Continuing 
Education,  with  International  Pediatric  Association  and 
American  Academy  of  Pediatrics),  Mayflower  Hotel, 
Washington,  DC.  ISAM  Secretariat,  (804)  353-9529. 

May  9-12 

A Clinical  Update:  1st  Annual  Chesapeake  Bay  Area  Anes- 
thesia Conference  (George  Washington,  Georgetown, 
Howard,  and  Johns  Hopkins  Universities/National  Naval 
Medical  Center/University  of  Maryland/Walter  Reed 
Army  Medical  Center/Washington  Childrens’  Hospital) 
Annapolis  Hilton  Inn,  Annapolis,  Maryland.  17  AMA  Cat- 
egory I credits.  (301)  955-5880. 

May  10-11 

Hand  Symposium:  Special  Emphasis  on  Emergency  and 
Common  Office  Problems  (Georgetown  University),  Inter- 
national Inn,  Washington  DC.  Dr.  Norman  J.  Cowen, 
(202)  829-1000. 

May  10-12 

Decision-Making  in  Clinical  Practice  (American  College 
of  Physicians),  Washington  Hospital  Center,  Washington 
Hilton,  Washington,  DC.  Registrar,  4200  Pine  St.,  Phila- 
delphia PA  19104. 
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May  16-17 

Virginia  State  Department  of  Health  Spring  Continuing 
Medical  Education  Conference  on  health  needs  of  the  am- 
bulatory elderly  and  communicable  disease,  Best  Western 
Mount  Vernon,  Charlottesville.  No  tuition.  Mr.  George 
Stone,  (804)  786-3165/3166. 

May  18 

Annual  Spring  Forum  for  Child  Psychiatry  (MCV  Div.  of 
Child  Psychiatry  and  Virginia  Treatment  Center  for  Chil- 
dren), Richmond.  Mrs.  Erma  Blanchard,  (804)  786-0496. 

May  21-22 

Hansberger  Day:  EEG  Symposium  (MCV  Dept,  of  Neu- 
rology), Richmond.  Mrs.  Erma  Blanchard,  (804)  786-0496. 

May  24 

Genetics  Update  (Children’s  Rehabilitation  Center,  UVa), 
Charlottesville.  Anne  Raynor,  (804)  924-5161. 

May  30-June  1 

6th  Annual  Symposium  on  Recent  Advances  and  Common 
Problems  in  Pediatrics:  A Small  Group  Approach  (Chil- 
drens’ Hospital  National  Medical  Center  and  American 
Academy  of  Pediatrics),  Washington  DC.  Mrs.  Susan 
Weiss,  (202)  745-3000. 

June  3-8 

10th  Family  Medicine  Review,  Session  1 (University  of 


Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Frank  R.  Lemon,  (606)  233- 
5161. 

June  9 

Second  Annual  Allergy  Symposium  (Virginia  Allergy  So- 
ciety), Sheraton  Inn,  Virginia  Beach.  Dr.  F.  Stanford  Mas- 
sie,  (804)  288-4105. 

June  14-16 

Rehabilitation  of  the  Traumatic  Brain-Injured  Adult  (Med- 
ical College  of  Virginia),  Fort  Magruder  Conference  Cen- 
ter, Williamsburg.  Miss  Glenda  Snow,  (804)  786-0494. 

June  21-23 

Dermatology  Days  (University  of  Maryland  School  of 
Medicine),  Sheraton  Fontainbleu,  Ocean  City,  Maryland. 
(301)  528-3956. 

June  24-29 

10th  Family  Medicine  Review,  Session  2 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Lemon,  (606)  233-5161. 

July  26-29 

Review  of  New  Developments  in  the  Neurosciences  (Medi- 
cal College  of  Virginia),  Sheraton  Beach  Inn,  Virginia 
Beach.  16'/2  AMA  and  MSV  Category  I credits.  Miss 
Glenda  Snow,  (804)  786-0494. 


DERMATOLOGY  DAYS 

June  21  -23,  1979 
in 

OCEAN  CITY,  MARYLAND 
Sponsored  by 

The  Division  of  Dermatology 
and 

^The  Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 

DERMATOLOGY  DAYS  is  a symposium  designed  to  help 
practitioners  become  aware  of  some  of  the  most  effective 
methods  of  diagnosis  and  management  of  dermatological 
problems  as  well  as  some  of  the  newest  advances  in  the  field 
of  dermatology.  The  course  will  focus  on  the  use  of  "live 
patients". 

This  course  has  been  carefully  designed  to  meet  the  needs  of 
the  practicing  dermatologist  as  well  as  the  practicing  general- 
ist. Concurrent  break  away  sessions,  each  designed  for  a 
specific  audience,  will  be  used  in  addition  to  large  group 
sessions. 

LOCATION:  Sheraton-Fontainebleau  Inn  & Spa 
Ocean  City,  Maryland 

For  additional  information: 

CONTACT : Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  S.  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


THE  SECOND  ANNUAL 
G.  SLAUGHTER  FITZ-HUGH 
SYMPOSIUM 

HEAD  AND  NECK 
RECONSTRUCTIVE  SURGERY 

June  14-17,  1979 

GUEST  SPEAKERS: 

Jerome  E.  Goldstein  Emmanuel  Skolnik 

Nets  R.  Olson  Paul  H.  Ward 

TUITION: 

$200 — Practitioners 

$100 — Residents  and  Military 

SEND  INQUIRIES  TO: 

Dept,  of  Otolaryngology  and  Maxillofacial  Surgery 
University  of  Virginia  Medical  Center 
Charlottesville,  Virginia  22901 

15  Hours  Continuing  Education  Credit 


VOLUME  106 


VIRGINIA  MEDICAL/APRIL,  1979 


259 


This  is  Peoples 
Drug  Stores 
Generic  Policy 


When  it  comes  to  generics  and  brands,  we 
leave  the  choice  up  to  you  and  your  patient. 

We  back  up  that  policy  with  what  we  believe 
is  the  widest  stock  of  both  brands  and  generics  in 
each  of  our  pharmacies. 

You  know  what's  best.  And  at  Peoples,  we 
follow  your  judgment  to  the  letter.  If  your  patient 
asks  us  to  substitute,  we  first  obtain  your 
permission  by  phone. 

And  as  a physician,  you  know  that  many 
generic  drugs  are  just  as  effective  as  their  brand 
name  counterparts.  Yet  the  price  is  considerably 
less.  So,  whenever  you  can  prescribe  generics, 
Peoples  Drug  Stores  can  save  your  patients  up  to 
50  percent  on  their  prescriptions. 

It’s  still  your  decision.  You  make  the  choice. 
You  and  your  patient.  That’s  the  generic  policy 
at  Peoples  Drug  Stores. 


b m 1 
PEOPLES  DRUG 

J 


the  prescription  stores 


VIRGINIA 

MEDICAL 

APRIL  1979 


* This  issue 

is  dedicated  to 

Eastern  Virginia  Medical  School, 
vigorous  newcomer 
to  Virginia’s  community  of 
medical  scholarship. 

We  salute  you,  EVMS! 


Surgery 


Smooth  Muscle  Tumors 
of  the 

Stomach  and  Small  Bowel 

John  R.  Langley,  MD,  Francis  E.  Rosato,  MD,  and 
John  H.  Vansant,  MD,  Norfolk,  Virginia 


Smooth  muscle  tumors  of  the  stomach  and  small  bowel,  although  rare,  have 
a favorable  prognosis  when  recognized  and  treated  promptly.  This  review  of  33 
patients  with  leiomyoma,  leiomyblastoma,  or  leiomyosarcoma  of  the  stomach 
and  small  intestine  reveals  that  all  but  two  were  treated  by  resection  of  the  tu- 
mor, with  good  results. 


SMOOTH  muscle  tumors  may  occur  at  any  site 
in  the  alimentary  tract.'  The  stomach  is  the  most 
frequent  location  and  accounts  for  half  of  the  benign 
smooth  muscle  tumors  of  gastrointestinal  origin.2 
With  recognition  and  appropriate  treatment,  smooth 
muscle  tumors  have  an  excellent  prognosis. 

This  is  a review  of  33  patients  with  smooth  muscle 
tumors  of  the  stomach  or  small  bowel  treated  at  the 
Norfolk  General  Hospital.  The  series  includes  18  pa- 
tients with  leiomyomas,  1 1 with  leiomyoblastomas 
and  four  with  leiomyosarcomas.  Thirty-one  tumors 
were  primary,  one  was  a presumed  recurrent  gastric 
leiomyosarcoma  and  one  was  a metastatic  leiomyo- 
sarcoma of  the  small  bowel  from  an  unknown  pri- 
mary. 

Definitions 

Leiomyomas  are  firm,  rubbery,  encapsulated  tu- 
mors varying  in  color  from  pink-white  to  gray  or  ma- 
hogany. Transection  reveals  necrosis,  cystic  soft- 
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ening,  hemorrhage  or  calcification.  The  microscopic 
appearance  reveals  intertwining  bands  of  spindled 
smooth  muscle  cells  with  rare  variations  in  cell  and 
nuclear  size  and  no  mitoses3  (Fig.  1). 
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Fig.  1.  Highpower  (X160)  photomicrograph  of  leiomyoma 
showing  prominent  nuclei  without  evidence  of  mitoses. 
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Leiomyoblastomas  resemble  leiomyomas  grossly, 
but  microscopically  have  rounded  or  polygonal  cells 
with  no  smooth  muscle  fibers4  (Fig.  2). 

Leiomyosarcomas  are  grossly  indistinguishable 
from  leiomyomas,  but  are  frequently  larger  and 
softer.  The  histologic  appearance  reveals  varying  de- 
grees of  anaplasia,  ranging  from  those  resembling 
smooth  muscle  to  extreme  cytoplasmic  nuclear  pleo- 
morphism  with  many  mitoses4  (Fig.  3). 


lena  or  anemia.  Six  of  nine  patients  (27%)  with  a pal- 
pable abdominal  mass  had  a leiomyoblastoma. 

Diagnosis 

Gastrointestinal  series  performed  on  all  patients 
revealed  evidence  of  a mass  in  16  patients  (50%).  A 
submucosal  lesion  consistent  with  a leiomyoma  was 
visualized  in  two  patients  by  gastroscopy,  which  is 
now  included  in  the  routine  workup. 


Patient  Material 

The  age  distribution  ranged  from  43  to  85  years. 
Fourteen  (43%)  of  the  33  tumors  were  diagnosed  in 
the  seventh  decade. 

Twenty-six  patients  (78%)  were  female.  Sex  and 
cell  type  are  compared  in  Table  1.  Twenty-four  pa- 
tients (70%)  were  Causcasian  and  nine  (30%)  were 
negroes,  which  is  consistent  with  the  hospital  admis- 
sion profiles. 

Tumors  ranged  from  1.5  to  21.0  cm  in  size.  The  av- 
erage diameter  of  leiomyomas  was  4.3  cm,  with  ten 
of  19  measuring  between  4.0  cm.  to  5.0  cm.  Leiomyo- 
blastomas averaged  9.5  cm  in  diameter,  with  five  of 
ten  larger  than  10.0  cm.  Leiomyosarcomas  ranged 
from  1.0  to  13.5  cm  in  diameter. 

Twenty-seven  tumors  (82%)  were  gastric  and  six 
presented  in  the  small  bowel. 


Operative  Indications 

The  presence  of  x-ray  evidence  of  a mass,  palpable 
abdominal  mass  or  continuing  gastrointestinal  bleed- 
ing constituted  major  indications  for  surgery.  One 
leiomyoma  was  an  incidental  finding  at  surgery  for 
other  cause. 

Operative  Findings 

No  patient  with  a leiomyoma  or  leiomyoblastoma 
had  operative  evidence  of  metastasis  and  none  devel- 
oped metastatic  disease  in  the  followup  period. 

Two  of  four  patients  with  leiomyosarcoma  had  in- 
tra-abdominal metastases;  one  had  metastasis  to  the 
small  bowel  from  an  unknown  primary  and  the  other 
had  presumed  recurrent  disease  in  the  stomach  with 
hepatic  metastases  20  years  following  resection  of  a 
primary  gastric  leiomyosarcoma. 


Symptoms  and  Size 

The  major  signs  and  symptoms  included  non- 
specific abdominal  pain,  indigestion,  melena,  anemia 
and  abdominal  mass  (Table  2).  Bleeding  was  evident 
in  21  patients  (65%)  manifested  by  hematemesis,  me- 


Treatment 

All  leiomyomas  and  leiomyoblastomas  were 
treated  by  surgical  excision.  Treatment  of  leiomyo- 
mas included  16  partial  gastrectomies  and  two  local 
excisions. 


Fig.  2.  Highpower  (X160)  photomicrograph  of  leiomyoblas-  Fig.  3.  Highpower  (X160)  photomicrograph  of  leiomyosar- 
toma.  Typical  round  and  polygonal  cells.  No  mitoses.  coma  showing  prominent  nuclei  with  mitoses  present. 
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Table  1.  Relationship  of  Sex  and  Age  to  Cell  Type. 


Age 

Group 

Male 

Leiomyoma 

Female 

Leiomyoblastoma 
Male  Female 

Leiomyosarcoma 
Male  Female 

Total 

41-50 

0 

3 

0 

3 

0 

0 

6 

51-60 

2 

2 

0 

1 

0 

2 

7 

61-70 

3 

5 

1 

3 

0 

2 

14 

71-80 

1 

1 

0 

3 

0 

0 

5 

81-90 

0 

1 

0 

0 

0 

0 

1 

Total 

6 

12 

1 

10 

0 

4 

33 

Table  2.  Presenting  Symptoms  and  Signs  Related  to  Cell  Type  and  Location. 


Symptoms 

Signs 

Leiomyoma 

Gastric  Small  Bowel 

Leiomyoblastoma 
Gastric  Small  Bowel 

Leiomyosarcoma 
Gastric  Small  Bowel 

% 

Anemia 

7 

2 

7 

2 

0 

1 

58 

Melena 

3 

2 

3 

1 

0 

0 

27 

Enlarging  mass 

0 

1 

5 

1 

0 

2 

27 

Pain 

3 

0 

2 

0 

1 

2 

24 

Indigestion 

3 

0 

1 

0 

1 

0 

15 

Hematemesis 

3 

0 

1 

0 

0 

0 

12 

Weakness 

0 

0 

2 

1 

0 

0 

9 

N-V 

3 

0 

0 

0 

0 

0 

9 

Diarrhea 

2 

0 

0 

0 

0 

0 

6 

Epigastric 

Fullness 

1 

0 

0 

0 

0 

0 

3 

Wt.  Loss 

1 

0 

0 

0 

0 

0 

3 

Six  patients  with  leiomyoblastoma  were  treated  by 
partial  gastrectomy,  four  patients  by  local  excision  of 
gastric  lesions  and  one  by  segmental  small  bowel  re- 
section. 

Two  patients  with  leiomyosarcomas  of  the  small 
bowel  had  segmental  resections.  Two  patients  with 
extensive  metastatic  leiomyosarcomas  to  the  small 
bowel  and  recurrent  leiomyosarcomas  to  the  stomach 
and  liver  were  inoperable. 

Followup 

Followup  data  was  available  in  28  of  33  patients 
followed  from  one  month  to  20  years,  with  a median 
followup  time  of  almost  4 years.  Only  two  of  eight 
deaths  were  attributable  to  the  smooth  muscle  tumor. 
Both  had  unresectable  leiomyosarcomas  with  wide- 
spread metastasis  at  the  time  of  operation.  No  leio- 
myoma recurred  in  16  patients  followed  for  as  long 
as  20  years.  Nine  patients  with  leiomyoblastomas 
were  alive  one  to  15  years  following  operation  with 
no  evidence  of  recurrence. 

Second  Primaries 

Six  (18%)  of  the  33  patients  had  a metachronous 
second  malignancy.  One  patient  with  gastric  leio- 
myoblastoma treated  by  hepatic  lobectomy  for  hepa- 
toma three  years  prior  to  surgery  for  the  smooth 
muscle  tumor  had  no  recurrence  of  the  liver  tumor. 
Another  patient  with  gastric  leiomyoblastoma  devel- 

274  VIRGINIA  MEDICAL/APRIL,  1979 


oped  metastatic  adenocarcinoma  to  bone  three  years 
following  resection  of  the  leiomyoblastoma.  A pa- 
tient with  gastric  leiomyoblastoma  developed  thyroid 
adenocarcinoma  one  year  following  gastric  resection. 
Another  patient  had  an  adenocarcinoma  of  the  sig- 
moid colon  diagnosed  two  years  following  surgery 
for  gastric  leiomyoma.  A fifth  patient  with  gastric  lei- 
omyoma died  of  renal  carcinoma.  One  patient  devel- 
oped presumed  recurrent  gastric  leiomyosarcoma 
with  liver  metastasis  20  years  following  primary  gas- 
tric resection  for  leiomyosarcoma. 

Discussion 

Although  smooth  muscle  tumors  constitute  a small 
segment  of  all  gastric  and  small  bowel  tumors,  most 
are  benign  and  respond  favorably  to  conservative 
surgical  treatment. 

The  most  frequent  symptom  is  gastrointestinal 
bleeding  manifested  by  hematemesis,  melena  or  oc- 
cult blood  loss  with  iron  deficiency  anemia  (66%). 
The  incidence  of  bleeding  from  leiomyomas  in- 
creases as  the  tumor  enlarges  and  ulcerates  as  com- 
pared to  leiomyoblastomas  which  bleed  early  regard- 
less of  size  (Table  3). 

Radiographically,  leiomyomas  and  leiomyoblas- 
tomas are  indistinguishable.  In  contrast,  the  x-ray  ap- 
pearance of  leiomyosarcomas  frequently  presents  as 
a bulky,  lobulated  mass  which  projects  into  the  gas- 
tric lumen.5 
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Table  3.  Relationship  of  Bleeding  to  Cell  Type  and  Tumor  Size. 


Leiomyoma  Leiomyoblastoma  Leiomyosarcoma 


Tumor  Size 

Total  No. 

Bleeding 

Total  No. 

Bleeding 

Total  No. 

Bleeding 

10  cm 

0 

— 

5 

4 

1 

0 

6-10  cm 

5 

4 

1 

0 

i 

0 

4-  5 cm 

10 

6 

3 

3 

0 

0 

1-  3 cm 

3 

1 

2 

2 

1 

1 

Total 

18 

11 

11 

9 

3 

1 

Leiomyomas  are  benign  and  do  not  metastasize. 
Leiomyoblastomas  rarely  metastasize.  Only  24  cases 
of  metastatic  leiomyoblastomas  have  been  recorded 
in  the  literature.2,6  Although  Lavin7  observed  that 
leiomyoblastomas  have  a high  malignant  potential 
and  reported  14  deaths  in  a series  of  31  patients  with 
gastric  or  small  bowel  leiomyoblastoma,  our  series 
supports  the  majority  of  reports  in  the  literature  that 
leiomyoblastomas  rarely  metastasize. 

Leiomyosarcomas  do  metastasize,  but  tend  to 
spread  locally  to  the  liver  and  adjacent  viscera  and 
remain  amenable  to  local  surgical  excision.  Metas- 
tases  from  leiomyosarcomas  are  present  at  the  time 
of  exploration  in  less  than  10%  of  patients.6 

Size,  color  and  consistency  of  smooth  muscle  tu- 
mors are  similar,  which  creates  difficulty  in  grossly 
recognizing  the  cell  type.  Since  metastases  are  rare, 
absence  does  not  aid  in  clinical  diagnosis.  Size  is  not 
helpful,  since  many  large  tumors  are  benign;  84%  of 
benign  tumors  in  this  series  were  larger  than  5.0  cm 
in  diameter. 

Microscopic  examination  is  required  to  differenti- 
ate benign  from  malignant  tumors.4  8 Evans’9  criteria 
for  diagnosing  malignant  smooth  muscle  tumors  in- 
clude an  increase  in  size  and  number  of  cells,  varia- 
tion in  size  and  shape  of  cells  with  poor  differenti- 
ation, hyperchromatic  nuclei,  mitoses,  a decrease  of 
stromal  fibers  and  thinness  or  absence  of  blood  vessel 
walls. 

Metachronous  second  malignancies  in  six  (18%) 
patients  represents  a fourfold  increase  in  the  4%  an- 
ticipated rate  of  second  primaries  in  patients  with 
previous  malignancies.  Lowenfels10  reports  a 20%  in- 
cidence of  second  primary  tumors  and  suggests  that, 
since  small  bowel  neoplasms  are  so  rare  (0.2%),  oc- 
currence of  a second  primary  implies  a loss  of  body 
tumor  resistence. 

Conservative  resection  appears  to  be  the  operation 
of  choice  for  leiomyoma  and  leiomyoblastoma.  For 
leiomyosarcoma,  wide  resection  of  the  primary  with 
excision  of  metastatic  tumors,  if  possible,  is  the  best 
treatment. 

In  our  series,  23  of  29  patients  had  a partial  gastric 
resection  for  leiomyoma  or  leiomyoblastoma.  In 
most  patients  a less  radical  resection  limited  to  local 

VOLUME  106 


excision  of  the  gastric  lesions  would  have  been  ade- 
quate treatment. 

Conclusion 

Smooth  muscle  tumors  of  the  stomach  and  small 
bowel  constitute  a small  group  of  neoplasms  with  a 
favorable  prognosis. 

The  combination  of  vague  abdominal  discomfort, 
an  abdominal  mass  and  evidence  of  bleeding  sug- 
gests the  diagnosis  of  a smooth  muscle  tumor. 

Treatment  of  choice  for  leiomyomas  and  leio- 
myoblastomas is  local  excision  unless  size  and  loca- 
tion necessitate  a more  radical  resection.  If  a malig- 
nant smooth  muscle  sarcoma  with  metastases  is 
present,  wide  local  extirpation  of  the  primary  with 
excision  of  the  metastatic  lesions  is  indicated. 

A second  primary  malignancy  occurred  in  18%  of 
this  series,  suggesting  a lack  of  tumor  resistance  in 
these  patients. 

Followup  in  28  of  33  patients  revealed  only  two 
deaths  attributable  to  smooth  muscle  tumor  and  both 
were  caused  by  inoperable  leiomyosarcomas  with 
widespread  metastases. 
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Prevention  and  Treatment  of 
Neonatal  Respiratory  Distress  Syndrome 

Edward  H.  Karotkim,  MD,  Norfolk , Virginia 


New  approaches  greatly  enhance  the  physician’s  ability  to  assess  fetal  lung 
maturation  prior  to  delivery,  to  understand  the  processes  involved  in  that  ma- 
turation, and  to  anticipate  appropriate  treatment  protocol,  all  factors  contrib- 
uting to  improved  mortality  and  morbidity  rates. 


THE  respiratory  distress  syndrome  (RDS),  or 
hyaline  membrane  disease,  is  the  most  common 
disease  of  the  prematurely  bom  infant  and  is  a lead- 
ing cause  of  morbidity  and  mortality  during  the 
neonatal  period.  Research  investigations  have  con- 
tributed much  to  the  understanding  of  the  patho- 
physiology of  this  disease.  Clinical  experience  in  con- 
junction with  basic  research  now  makes  possible 
preventive  perinatal  management  and  has  done 
much  to  improve  mortality  and  morbidity  rates  in  re- 
cent years. 

Avery  and  Meade1  in  1959  first  demonstrated  the 
relationship  between  decreased  pulmonary  surfac- 
tant content  and  RDS  in  prematurely  bom  infants. 
Numerous  other  investigations  subsequently  con- 
firmed these  findings  and  established  the  fundamen- 
tal concept  that  decreased  surfactant  production  by 
the  Type  II  alveolar  cell  is  the  major  reason  for  the 
development  of  RDS.2"5  It  is  now  possible  to  state 
with  certainty  that  surfactant  synthesis  by  the  human 
Type  II  alveolar  cell  is  directly  related  to  gestational 
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age.  Hence,  the  incidence  of  RDS  is  invariably  re- 
lated to  the  degree  of  fetal  pulmonary  maturation. 

Pathogenesis 

Our  current  understanding  of  the  pathogenesis  of 
RDS  is  summarized  as  follows  (Fig.  1).  The  reduc- 
tion of  alveolar  surfactant  leads  to  massive  alveolar 
atelectasis  with  uneven  ventilation-perfusion  ratio 
and  hypoventilation.  Hypercapnia  may  ensue,  con- 
tributing to  respiratory  acidosis.  The  hypoxemia-in- 
duced anaerobic  metabolism  leads  to  lactic  acidemia, 
which  in  turn  results  in  metabolic  acidosis.  The 
hypoxemia  and  acidemia  will  further  inhibit  the  abil- 
ity of  the  Type  II  cell  to  produce  surfactant.  In  addi- 
tion, increased  pulmonary  vascular  resistance6  will 
ensue,  resulting  in  the  phenomenon  of  pulmonary 
hypoperfusion.7  Pulmonary  hypoperfusion  causes  in- 
creased capillary  permeability,  which,  in  turn,  results 
in  leakage  of  plasma  into  the  interstitial  tissues.  The 
fibrinogen  contained  in  the  plasma  is  converted  to  fi- 
brin, which  forms  the  hyaline-like  material  from 
which  the  name  hyaline  membrane  disease  was  origi- 
nally derived.  The  presence  of  these  materials  will  re- 
duce the  efficiency  of  gas  diffusion  across  the  alveolar 
capillary  bed,  resulting  in  hypoxemia  and  hyper- 
capnia. Therefore,  it  can  be  seen  that  a series  of 
vicious  cycles  is  operating  at  various  steps  in  the 


276 


VIRGINIA  MEDICAL/APRIL,  1979 


VOLUME  106 


pathogenesis  of  RDS  with  reduced  surfactant  pro- 
duction being  the  initiating  event. 

It  is  important  to  emphasize  that  surfactant  syn- 
thesis is  a biological  phenomenon  and  as  such  is  de- 
pendent on  optimal  environment  at  the  cellular  level 
to  insure  its  continued  production.  Decreased  tissue 
perfusion,  extremes  in  pH,  hypothermia,  hypoxemia 
will  all  compromise  surfactant  production.  These 
concepts  underscore  the  need  for  maintaining  the 
proper  physiologic  environment  for  the  fetus  in  utero 
and  for  the  infant  after  birth,  so  the  enzyme  systems 
involved  in  the  production  or  surfactant  are  kept 
functioning  continuously  at  optimal  levels.  From  the 
clinical  point  of  view,  these  principles  are  consistent 
with  the  observation  that  keeping  the  fetus  free  of 
distress  during  labor,8'9  insuring  that  blood  pH  is 
kept  in  the  physiologic  range,  and  the  correction  of 
hypoxemia  will  improve  the  survival  rate  and  reduce 
the  morbidity  associated  with  this  disease.10'" 

An  understanding  of  the  pathophysiology  of  RDS 
has  stimulated  attempts  to  pharmacologically  induce 
fetal  pulmonary  maturation. 

Corticosteroids,12  thyroxine,13  and  heroin14  have 
been  shown  to  promote  fetal  lung  maturation  when 
these  agents  were  administered  to  mothers  prior  to 
delivery.  Theophylline  has  been  shown  to  produce 
similar  effects  in  the  rabbit  fetus.15  In  humans,  Lig- 
gins16  has  shown  that  maternal  administration  of 
betamethasone  results  in  a lower  incidence  of  RDS  if 
the  drug  is  given  at  least  48  hours  prior  to  delivery. 
Until  further  clinical  trials  are  performed,  and  long- 
term followup  on  the  infants  exposed  to  betametha- 
sone is  done,  it  is  too  premature  to  recommend  the 
routine  administration  of  corticosteroids  or  any  other 
drugs  to  mothers  for  the  purpose  of  accelerating  fetal 
lung  maturation. 

Prevention 

The  growth  of  knowledge  in  this  field  has  greatly 
enhanced  the  ability  to  assess  fetal  lung  maturation 
prior  to  delivery  and  to  understand  what  processes 
are  involved  in  the  acceleration  of  fetal  lung  matura- 
tion by  nature  or  by  pharmacologic  agents.  Since 
lung  fluid  contributes  significantly  to  the  formation 
of  amniotic  fluid,17  the  determination  of  phospholi- 
pid content  in  amniotic  fluid  has  been  used  to  assess 
fetal  lung  maturation.  Gluck  et  al's  have  shown  that 
lung  maturation  is  directly  related  to  the  lecithin- 
sphingomyeline  ratios  in  amniotic  fluid  and  that  an 
L/S  ratio  of  2:1  or  greater  indicates  pulmonary 
maturity.  Further  refinements  of  this  technique  by 
Hallman  et  al,19  using  two-dimensional  thin  layer 
chromatography  (on  selica  gel  H),  enables  a more 
complete  separation  of  phospholipids  in  amniotic 
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Fig.  1.  Pathogenesis  of  respiratory  distress  syndrome. 

fluid.  This  technique  enables  the  determination  of  L/ 
S ratios  as  well  as  the  percentage  of  disaturation 
phosphatidylcholine  and  percentages  of  phosphati- 
dylinostol  and  phosphatidylglycerol.  These  determi- 
nations permit  greater  accuracy  in  predicting 
whether  the  infant  in  question  is  at  risk  for  the  devel- 
opment of  RDS.  A bedside  screening  test  (foam  sta- 
bility or  shake  test)  developed  by  Clemments  et  al20 
has  also  been  helpful  in  assessing  fetal  lung  matura- 
tion. In  this  test  the  formation  of  foam  or  bubbles  in 
a vigourously  shaken  mixture  of  amniotic  fluid  and 
ethanol  reflects  the  presence  of  an  adequate  amount 
of  surface-active  material  in  the  amniotic  fluid.  More 
recently,  Starke  et  al21  have  reported  that  the  degree 
of  florescence  polarization  of  amniotic  fluid  provides 
an  index  of  the  microviscosity  in  the  lipid  aggregates. 
This  is  dependent  on  the  lecithin-to-sphingomyelin 
ratio  and  the  degree  of  fatty  acid  side  chain  satura- 
tion. They  reported  an  elevated  amniotic  fluid  micro- 
viscosity early  in  gestation,  which  abruptly  decreases 
between  the  28th  and  36th  week  of  gestation,  paral- 
leling the  rise  in  L/S  ratio  to  2:1  and  the  maturation 
of  the  surfactant  enzyme  systems.  They  concluded 
that  amniotic  fluid  microviscosity  may  serve  as  a 
marker  of  the  fetal  pulmonary  maturation  process. 
Amniotic  fluid  analysis  for  fetal  pulmonary  matura- 
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tion  can  be  an  extremely  important  diagnostic  tool 
and  is  clinically  useful  for  the  management  of  the 
fetus  in  utero.  In  the  presence  of  clinical  entities 
which  may  jeopardize  either  the  mother  or  the  fetus 
or  both,  and  if  the  amniotic  fluid  analysis  indicates  a 
mature  lung  profile,  pregnancy  can  be  terminated 
without  fear  of  neonatal  compromise  by  RDS.  On 
the  other  hand,  in  cases  where  an  immature  pulmo- 
nary profile  is  documented  and  there  is  no  imminent 
maternal  or  fetal  risk,  the  delivery  can  be  postponed 
until  pulmonary  maturation  occurs.  Therefore,  the 
intelligent  use  of  these  amniotic  fluid  analyses  can,  in 
a large  measure,  prevent  the  respiratory  distress  syn- 
drome in  infants. 

Assessment 

An  important  diagnostic  procedure  which  may  be 
used  to  predict  the  severity  of  RDS  and  anticipate  a 
treatment  protocol  is  the  hyperoxia  test.  With  this 
method  the  infant  with  RDS  is  allowed  to  breathe 
100%  oxygen  for  ten  minutes,  after  which  an  arterial 
p02  is  obtained.  If  the  pD2  exceeds  200  mmHg,  the 
severity  of  RDS  is  likely  to  be  mild.  On  the  other 
hand,  if  the  p02  is  less  than  200  mmHg,  the  infant  is 
more  apt  to  have  a severe  course  and  may  require  as- 
sisted ventilation  either  in  the  form  of  continuous 
positive  airway  pressure  (CPAP)  or  a respirator.  This 
test  not  only  helps  in  the  early  prediction  of  those  in- 
fants who  are  likely  to  need  ventilatory  support,  but 
may  also  be  used  to  select  infants  who  will  require 
transport  to  a tertiary  care  nursery  before  their  clini- 
cal condition  deteriorates. 

Recent  improvements  in  the  outcome  of  patients 
with  RDS  are  due  to  neonatologists’  ongoing  experi- 
ence and  expertise  with  positive  pressure  ventilation 
and  CPAP,  as  well  as  improvements  in  obstetrical 
management,  nursing  care,  and  infant  nutrition.  In 
the  next  few  years  this  new  body  of  knowledge  may 
generate  more  ideal  methods  of  prevention  and  treat- 
ment of  RDS  so  that  the  morbidity  and  mortality  of 
this  disease  will  be  reduced  to  its  absolute  minimum. 
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In  Lewis  Hall,  a CME  symposium  on 
staplers  in  surgery  takes  five  of  the  par- 
ticipating physicians  into  a surgical 
suite.  Faculty  members  at  the  operating 
table  are  Dr.  Mark  Greenspan,  Assist- 
ant Professor,  Surgery;  Dr.  John  N. 
King,  Associate  Dean,  Continuing  Med- 
ical Education;  Dr.  Joseph  T.  Mullen, 
Acting  Chairman,  Department  of  Sur- 
gery- 
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Architects’  rendering  of  Lewis  Hall,  Eastern  Virginia  Medical  School’s  basic  medical  education  building.  It  was  dedicated 
in  February,  1978,  by  Governor  John  N.  Dalton.  The  tower  in  the  background  extreme  left  is  Norfolk  General  Hospital. 
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Psychiatry 


Electroamvulsivi e Ttaapy: 

An  Overview 

Jonathan  G.  Solomon,  MD,  Hampton,  Virginia 

Modifications  in  technique,  including  the  use  of  anesthesia  and  muscle-re- 
laxing drags,  make  electroconvulsive  therapy  safe  and  easy  to  administer. 
There  are  few  contraindications,  complications  are  rare,  and  efficacy  is  well- 
documented. 


Electroconvulsive  therapy  <ect)  was 
introduced  by  Cerletti  and  Bini1  in  1937  and  is 
the  only  convulsive  therapy  still  in  clinical  use.  The 
others,  including  insulin,  pentylenetetrazol  (Metra- 
zol),  and  the  inhalant  hexafluorodiethyl  ether  (In- 
doklon),  are  no  longer  used.  An  updated  review  of 
the  state  of  the  art  seems  timely  in  view  of  various 
modifications  in  the  technique  of  administering  ECT 
and  greater  knowledge  of  the  indications  for  its  use, 
contraindications,  adverse  side-effects,  complications, 
efficacy,  and  use  with  concurrent  drug  therapy.  In 
addition,  there  is  an  unfortunate  lack  of  information, 
misunderstanding,  and  persisting  mythology  about 
ECT.-3 

Technique 

ECT,  in  which  an  electric  current  is  applied 
through  electrodes  placed  on  both  temples,  formerly 
was  administered  to  unanesthetized  patients  held 
down  by  hospital  attendants.  Patients  experienced  in- 
tense anxiety  before  each  treatment.  Fractures  were 
infrequent  but  did  occur. 

Today  anesthesia  is  administered  by  an  anes- 

From  the  Department  of  Psychiatry  and  Behavioral  Sci- 
ences, Eastern  Virginia  Medical  School,  Norfolk,  and  the 
Riverside  Hospital,  Newport  News.  Address  correspon- 
dence to  Dr.  Solomon  at  Tower  Box  44,  2101  Executive 
Drive,  Hampton  VA  23666. 
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thesiologist  or  nurse  anesthetist  using  intravenous 
short-acting  barbiturates,  and,  immediately  after  the 
patient  loses  consciousness,  succinylcholine  chloride 
(Anectine)  is  given  to  effect  muscle  paralysis.  To  pre- 
vent cerebral  hypoxia,  100%  oxygenation  by  mask  in- 
halation is  given  before  and  after  the  induced  seiz- 
ure. 

Treatments  are  usually  given  three  times  a week, 
the  total  number  of  treatments  dependent  on  the 
clinical  status  of  the  patient.  Most  clinicians  prefer 
inpatient  therapy,  but  ECT  can  be  given  on  an  out- 
patient basis. 

Number  of  Treatments 

The  number  of  treatments  varies  with  the  clinical 
presentation.3-6  Depressed  patients  require  4-8  treat- 
ments. Patients  with  mania  require  15-30  treatments, 
often  more  than  three  times  weekly;  with  manic  pa- 
tients ECT  can  be  given  daily,  and  more  than  one 
treatment  can  be  administered  during  one  session.7 
In  addition  to  the  treatment  of  acute  illnesses,  ECT 
can  also  be  given  to  the  occasional  patient  who  con- 
tinues to  exhibit  symptoms  or  to  experience  frequent 
decompensations  which  are  not  prevented  by 
drugs.4,8 

Indications 

Although  originally  introduced  for  the  treatment 
of  schizophrenia,  ECT  finds  its  greatest  application 
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in  the  treatment  of  affective  illness.3,4,6,9  ECT  is  ben- 
eficial to  patients  with  the  following  diagnoses: 
psychotic  depression  (or  the  depressive  phase  of 
manic-depressive  illness),  involutional  melancholia, 
postpartum  depression,  depression  associated  with 
brain  disease,  some  cases  of  neurotic  depression, 
mania,  and  organic  psychoses  with  excitement,  such 
as  delirium  tremens  and  acute  toxic  states.10 

ECT  may  be  the  treatment  of  choice510  " with:  1) 
failure  to  respond  to  drugs;  2)  noncompliance  with 
drug  regimen;  3)  adverse  drug  effects,  the  most  im- 
portant of  which  are  ventricular  arrhythmias,  para- 
lytic ileus,  urinary  retention,  and — especially  in  the 
elderly,  a population  at  risk  for  depressive  illness — 
confusional  reactions;  4)  medical  conditions  pre- 
cluding drug  treatment;  5)  severe  impairment;  6)  sui- 
cidal risk;  7)  delusional  depressed  patients;  8)  where 
time  is  crucial  and  rapid  symptom  relief  and  return 
to  function  are  vital;  and  9)  where  cost  is  a factor  and 
ECT  can  safely  be  given  on  an  outpatient  basis. 

ECT  is  less  often  prescribed  to  treat  schizophrenic 
patients  because  of  the  availabiltiy  of  neuroleptic 
drugs.  However,  ECT  is  helpful  in  patients  with 
acute  schizophrenia  and  in  patients  with  catatonic 
excitement  or  retardation,12  and  may  be  lifesaving 
because  the  excited  patient  can  die  from  exhaustion 
and  exposure  and  the  retarded  patient  from  refusal  to 
eat  and  malnutrition. 

Contraindications 

There  are  no  absolute  contraindications  to  ECT.30 
The  traditional  absolute  contraindication  has  been 
the  presence  of  a brain  tumor,  but  ECT  has  been  suc- 
cessfully administered  to  a severely  depressed  patient 
with  metastatic  cerebral  disease.13 

Most  clinicians  prefer  to  avoid  ECT  during  the  3- 
month  period  following  myocardial  infarction,  but 
patients  have  been  treated  2-3  weeks  after  an  in- 
farction, after  heart  surgery  and  aortic  graft  surgery, 
and  in  the  presence  of  a pacemaker  or  aortic  aneu- 
rysm.4 In  patients  with  recent  myocardial  damage, 
ECT  can  be  given  with  a non-barbiturate  anesthetic; 
alternatively,  patients  can  be  given  succinylcholine 
chloride  alone,  a mild  electric  shock  can  be  given  to 
induce  unconsciousness,  and  then  ECT  given  as 
usual.14 

Some  patients  at  risk,  such  as  cardiac  patients,  can 
be  carefully  monitored  for  cardiac  arrhythmias, 
which  may  occur  after  the  ECT  is  over,  by  mon- 
itoring both  ECG  and  EEG  during  and  after  treat- 
ment.7 This  makes  the  treatment  safer  and  also  per- 
mits multiple  ECT  treatments  in  one  day,  e.g.,  with  a 
manic  or  agitated  depressed  patient. 

Other  conditions  formerly  thought  to  con- 


traindicate ECT  include  pulmonary  tuberculosis 
(commoner  in  schizophrenia),  arterial  hypertension, 
fever,  and  bone  diseases  or  recent  laminectomy.4 
Neither  pregnancy  nor  glaucoma  are  con- 
traindications, nor  is  age,  since  ECT  has  been  given 
to  elderly  patients  and  children,  but  in  current  prac- 
tice ECT  is  seldom  given  to  children  or  adolescents. 

Complications 

Complications  are  rare.6  In  a survey5  of  the  use  of 
ECT  in  36  hospitals  in  New  York  involving  1,765  pa- 
tients, only  three  patients  sustained  vertebral  frac- 
tures; five  patients  had  post-ECT  seizures;  six  pa- 
tients had  cardiac  arrhythmias,  all  of  whom  had  a 
history  of  cardiac  disease;  and  three  patients  died 
during  the  period  after  treatment,  presumably  of  car- 
diac failure.  Estimates  of  mortality  range  from 
0.05%15  to  0.003%.4  Brain  damage  is  also  rare. 

Adverse  Side-Effects 

The  most  prominent  side-effect  is  transient  am- 
nesia. Memory  loss  was  previously  considered  essen- 
tial to  successful  ECT  but  is  now  regarded  as  an  un- 
desirable side-effect.3  Studies1617  have  assessed 
memory  functions  with  five  different  tests  of  new 
learning  and  one  test  of  remote  memory  capacity  and 
found  that,6  9 months  following  ECT,  there  was  no 
evidence  of  persisting  impairment  of  long-term  mem- 
ory. However,  in  view  of  the  common  complaint  of 
persisting  memory  dysfunction  in  patients  who  re- 
ceive bilateral  ECT,  several  authors16 18-20  recommend 
unilateral  ECT  over  the  non-dominant  hemisphere, 
eg,  over  the  right  hemisphere  of  a right-handed  per- 
son. This  technique  seems  to  require  a larger  number 
of  treatments21  than  bilateral  ECT.  The  therapeutic 
efficacy  of  unilateral  ECT  is  considered  inferior  to  bi- 
lateral ECT.4 

Endocrine  changes,  including  weight-gain  of  per- 
haps 5-20  lbs,  and  menstrual  changes  such  as  amen- 
orrhea for  1-2  months,  are  thought  to  reflect  stimula- 
tion of  diencephalic  centers.6 

Efficacy 

Fink3  compared  the  results  of  ECT  with  other 
therapies  and  found  ECT  superior  to  drug  therapy 
and  psychotherapy  in  depressive  illness.  Two  stud- 
ies22,23 compared  the  efficacy  of  ECT,  tricyclic  antide- 
pressants and  MAO-inhibiting  antidepressants,  and 
combinations  of  both,  in  the  treatment  of  depression. 
ECT  was  considered  superior  in  the  treatment  of  pa- 
tients who  were  severely  impaired  or  acutely  suicidal. 
Greenblatt10  observed  that  the  best  results  from  ECT 
occur  in  patients  with  a family  history  of  depression, 
who  manifest  psychomotor  retardation,  early-morn- 
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ing  awakening,  weight-loss,  and  guilt;  ECT  produced 
the  fastest  amelioration  of  symptoms.  Shepherd24  and 
Kalinowski4  also  found  ECT  more  effective  than  che- 
motherapy in  the  treatment  of  endogenous  depres- 
sion. 

In  a classic  study,  Avery  and  Winokur25  studied 
519  depressed  patients  treated  with  ECT,  antidepres- 
sants, or  neither,  during  the  decade  1959-69,  and 
found  a lower  mortality  rate  for  the  ECT-treated  pa- 
tients. There  were  strikingly  fewer  deaths  from  sui- 
cide, malnutrition,  intercurrent  infection,  and  myo- 
cardial infarction.  They  concluded  that  the 
superiority  of  adequate  treatment  was  remarkable  in 
reducing  suicidal  and  non-suicidal  death  rates,  espe- 
cially among  elderly  men.  Another  study26  also  found 
a lower  suicide  rate  among  ECT-treated  depressed 
patients  as  well  as  a shorter  hospital  stay,  which  was 
favorable  in  cost-effectiveness  when  compared  with 
chemotherapy,  psychotherapy,  or  milieu  therapy. 

ECT  seems  as  effective  in  treating  mania  as  is  che- 
motherapy.3'4610  McCabe27  claims  a superiority  for 
ECT  and  reports  less  morbidity  among  manic  pa- 
tients treated  with  ECT.  Most  clinicians  prefer  lith- 
ium carbonate  in  the  treatment  of  mania,  often  in 
combination  with  a neuroleptic  drug  for  immediate 
symptom-relief,  and  ECT  is  not  commonly  used  to 
treat  mania.5 

ECT  is  generally  not  prescribed  in  the  treatment  of 
chronic  schizophrenia5  but  is  as  useful  as  chemother- 
apy for  treating  acute  schizophrenia  and  catatonic 
schizophrenia.3  4 12 

Long-Term  Results 

It  should  be  noted  that,  although  ECT  will  shorten 
the  duration  of  symptoms  from  months  to  weeks,  it 
does  nothing  to  forestall  the  next  episode  of  illness.  It 
is  treatment  for  the  acute  episode,  not  prophylaxis 
against  another  episode. 

There  are  some  patients  who  experience  psychotic 
depressions  every  several  years  and  who  do  nicely  on 
ECT;  generally,  they  take  maintenance  chemother- 
apy to  prevent  recurrence.  Some  people  have  only 
one  or  two  episodes  in  their  lifetimes.  The  periodicity 
is  variable. 

Frequency  of  Use  of  ECT 

In  one  survey  of  45,000  new  admissions,  Asnis  and 
associates5  found  that  only  3.9%  received  ECT,  a 
generally  accepted  figure  for  psychiatric  admissions. 
In  practice,  the  percentage  of  patients  receiving  ECT 
will  vary  from  one  facility  to  another,  reflecting  the 
treatment  orientation  of  the  hospital,  type  of  hospital 
(private  for  profit,  public,  federal,  etc.),  availability 
of  an  anesthesiologist  or  nurse-anesthetist,  etc. 


Use  of  Concurrent  Drugs  with  ECT 

The  literature  is  controversial  on  whether  the  effi- 
cacy of  ECT  is  enhanced  by  the  addition  of  drugs.5 15 
In  the  survey  quoted,5  a third  of  the  psychiatrists 
used  ECT  without  drugs  and  another  third  used 
drugs  but  at  reduced  doses.  One  authority4  claims 
that  the  combination  of  ECT  and  antidepressant 
drugs  is  of  little  value.  However,  the  consensus  is 
clear  that  maintenance  chemotherapy  following  ECT 
is  helpful  in  preventing  future  decompensations  in 
affective  and  schizophrenic  patients.5- 15,28 

Case  Reports 

The  following  case  examples  illustrate  the  appro- 
priate and  effective  use  of  ECT. 

Case  1,  endogenous  depression.  The  patient,  a 69-year- 
old  white  retired  man,  described  lifelong  good  health  and 
no  personal  or  family  history  of  affective  illness  or  alcohol- 
ism. Gradually  he  became  severely  depressed,  had  psycho- 
motor retardation,  3 AM  awakening,  anergia,  anhedonia, 
anorexia  with  a 14-lb  weight  loss,  and  feelings  of  hopeless- 
ness but  no  suicidal  ideation.  He  was  admitted  to  the  psy- 
chiatric unit  of  a general  hospital  where  ECT  was  unavail- 
able. He  received  doxepin  (Adapin)  100  mg  hs  and  then 
imipramine  (Tofranil)  150  mg  hs  without  benefit.  He  had 
nihilistic  delusions  and  was  given  thiothixene  (Navane)  15 
mg  tid.  After  two  months  he  was  transferred  to  a psychiat- 
ric hospital  where  he  was  given  ten  ECT  treatments  with 
gratifying  results.  He  was  discharged  home  on  pro- 
triptyline (Vivactil)  5 mg  bid.  Note  the  failure  of  a delu- 
sional depressed  patient  to  respond  to  antidepressant 
drugs. 

Case  2,  suicidal  patient.  The  patient,  a 44-year-old  white 
married  professional  woman,  became  profoundly  de- 
pressed after  having  to  relocate  and  to  relinquish  her  occu- 
pation as  manager  in  a business.  She  described  intense 
feelings  of  worthlessness,  the  conviction  that  her  family 
would  be  better  off  without  her  despite  their  protestations 
to  the  contrary,  early-morning  awakening,  fatigue,  and  an- 
hedonia. Suicidal  ideation  and  intent  were  noted.  She  was 
hospitalized  and  given  nortriptyline  (Pamelor)  50  mg  bid 
and  then  amitriptyline  (Elavil)  in  doses  reaching  250  mg  hs 
but  without  benefit  apart  from  sleeping  better.  In  view  of 
the  risk  of  suicide  and  failure  to  respond  to  chemotherapy, 
she  was  given  ten  ECT  treatments  with  complete  relief  of 
symptoms. 

This  patient  was  doing  well  18  months  after  discharge. 
She  takes  nortriptyline  50  mg  bid  and  is  seen  for  periodic 
office  visits. 

Case  3,  manic  patient  with  adverse  reaction  to  drugs.  The 
patient,  a 30-year-old  white  married  woman,  developed  a 
depressive  episode  4 years  before  admission,  following  the 
sudden  death  of  her  mother;  she  remained  depressed  but 
able  to  function  in  her  work  and  studies.  Two  weeks  before 
admission  she  became  manic  with  lability  of  affect,  intense 
and  inappropriate  anger,  hostility,  pressure  of  speech, 
flight  of  ideas,  grandiosity,  hyperactivity,  insomnia,  and 
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unrealistic  plans  for  the  future.  She  began  spending  money 
lavishly  and  was  hospitalized. 

She  was  given  chlorpromazine  (Thorazine)  100  mg  qid 
with  improvement  but  she  exhibited  severe  extra-pyra- 
midal symptoms  that  were  only  partially  relieved  by  benz- 
tropine  mesylate  (Cogentin)  5 mg  bid.  The  chlorpromazine 
was  stopped  and  she  was  given  haloperidol  (Haldol)  15  mg 
tid  with  marked  clinical  improvement  but  also  with  dis- 
abling extra-pyramidal  symptoms.  A third  neuroleptic, 
perphenazine  (Trilafon)  8 mg  tid,  was  prescribed  but  with- 
out benefit.  Lithium  carbonate  had  been  given  since  early 
in  the  admission  at  a dosage  of  600  mg  tid  resulting  in  a 
therapeutic  serum  level  of  1.1  mEq/1  but  not  clinically 
helpful.  Finally  she  was  given  a series  of  18  ECT  treat- 
ments with  dramatic  benefit.  She  was  discharged  home  on 
haloperidol  5 mg  hs  and  has  remained  asymptomatic. 

Case  4,  involutional  melancholia.  The  patient,  a 54-year- 
old  white  married  woman,  was  a compulsive,  perfection- 
istic,  inhibited  person.  She  developed  a severe  depression 
with  agitation,  insomnia,  somatic  complaints,  fear  of  going 
crazy,  and  suicidal  ideation.  She  was  hospitalized  and  her 
medical  history,  physical  examination,  and  laboratory 
evaluation  were  normal.  Because  ECT  is  most  beneficial  in 
treating  such  presentations  (diagnosis  of  involutional  me- 
lancholia, agitation,  suicidal  risk,  profound  depression,  un- 
relenting insomnia),  she  was  given  eight  ECT  treatments 
with  complete  relief  of  symptoms.  She  was  discharged  on 
amitriptyline  100  mg  hs  for  maintenance  chemotherapy 
and  was  well  3 years  after  ECT. 

Case  5,  catatonic  stupor.  The  patient,  a 34-year-old  single 
black  woman  with  chronic  schizophrenia,  was  admitted 
during  a catatonic  stupor.  She  was  mute,  negativistic,  star- 
ing, and  refusing  to  eat  or  drink.  She  had  already  lost  35 
lbs  and  appeared  cachectic.  She  was  given  four  ECT  treat- 
ments on  a daily  basis  and  three  ECT  treatments  the  fol- 
lowing week.  She  began  eating  and  gaining  weight,  inter- 
acting with  others,  and  participating  in  her  therapy 
program.  She  was  given  a nonsedating  neuroleptic  (halo- 
peridol) 10  mg  bid  for  maintenance  chemotherapy  and  was 
doing  well  one  year  after  ECT. 

Conclusion 

ECT  is  a valuable  and  effective  treatment  modal- 
ity, especially  for  the  patient  with  affective  illness. 
Modifications  in  technique,  including  the  use  of 
anesthesia  and  muscle-relaxing  drugs,  make  it  easy 
and  safe  to  administer.  It  can  be  given  safely  to  preg- 
nant women,  elderly  people,  patients  with  cardiovas- 
cular disease,  and  patients  with  disorders  of  the  cen- 
tral nervous  system,  including  cerebrovascular 
accidents,  multiple  sclerosis,  epilepsy,  hydrocephalus, 
parkinsonism,  general  paresis,  and  in  those  with  a 
history  of  head  trauma.29'30  Indeed,  there  is  no  abso- 
lute contraindication  to  ECT.30  Amnesia  is  usually 
the  only  side  effect  and  complications  are  rare.  Effi- 
cacy is  well  documented  and  gratifying  results  can  be 


obtained  in  a variety  of  clinical  syndromes.  ECT  is 
also  cost-effective,  readily  accepted  by  most  patients, 
and  diminishes  the  higher  risks  of  morbidity  and 
mortality  associated  with  depressive  illness  as  well  as 
the  rates  of  suicide  and  attempted  suicide  in  de- 
pressed patients.31 
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Kidney  Neoplasms 

Paul  F.  Schellhammer,  MD,  Norfolk,  Virginia 


The  author  reviews  the  diagnosis  and  treatment  of  carcinoma  of  the  kidney. 
Surgery  remains  the  most  effective  therapy.  The  management  of  metastatic  dis- 
ease is  discussed. 


THE  TERM  “kidney  tumor”  has  been  used  to  in- 
clude both  adenocarcinoma  of  the  renal  paren- 
chyma and  transitional  cell  carcinoma  involving  the 
urothelium  of  the  renal  pelvis.  The  former  account 
for  approximately  85%  of  “kidney  tumors”,  the  latter 
approximately  15%.  Less  than  1%  of  parenchymal  tu- 
mors are  sarcomas.  The  following  discussion  pertains 
to  adenocarcinoma  of  the  renal  parenchyma  only,  as 
the  etiology  and  natural  history  and  treatment  of 
urothelial  renal  pelvic  tumors  are  different. 

Incidence 

Kidney  neoplasms  constitute  1-2%  of  all  new  neo- 
plasms in  the  United  States  population  yearly  with 
an  occurrence  rate  of  six  cases/ 100,000  population.' 
It  is  the  third  most  common  GU  malignancy  after 
cancer  of  the  prostate  and  bladder.  Although  kidney 
neoplasms  are  more  prevalent  in  the  50-70  year  age 
group,  there  have  been  more  frequent  recent  reports 
of  their  occurrence  in  children,2  so  that  renal  cell  car- 
cinoma should  be  considered  along  with  Wilms’  tu- 
mor, neuroblastoma,  and  hydronephrosis  in  the  dif- 
ferential diagnosis  of  an  abdominal  mass  in  a child. 
The  adult  male  to  female  ratio  is  approximately  3:1. 

From  the  Department  of  Urology,  Eastern  Virginia 
Medical  School.  Address  Dr.  Schellhammer  at  400  West 
Brambleton  Avenue,  Norfolk  VA  23510. 

Sponsored  by  the  Professional  Education  Committee, 
Virginia  Division,  American  Cancer  Society. 

Submitted  2-7-79. 


Etiology 

Renal  cell  carcinoma  may  be  induced  in  the  Syr- 
ian male  hamster  with  diethylstilbestrol  (DES).  If  the 
male  hamster  is  first  castrated,  DES  will  not  result  in 
the  production  of  carcinoma;  nor  is  DES  successful 
in  producing  renal  cell  carcinoma  in  the  female. 
These  and  other  experimental  data  point  to  a pos- 
sible hormonal  etiology  for  renal  cell  carcinoma.  In- 
deed the  kidney  may  be  considered  an  endocrine  as 
well  as  an  excretory  organ  in  that  it  responds  to  hor- 
mones (steroids,  aldosterone,  ADH)  and  produces 
hormones  (erythropoietin,  renin). 

Cholesterol  is  found  in  increased  concentration  in 
the  tubule  cells  and  may  have  a carcinogenic  effect.3 
In  support  of  this  is  the  fact  that  the  incidence  of  dia- 
betes mellitus,  which  is  associated  with  hyper- 
cholesteremia, is  reported  in  15%  of  patients  with 
renal  cell  carcinoma,  which  is  five  times  the  in- 
cidence of  diabetes  in  the  general  population. 

Smoking  and  exposure  to  certain  hydrocarbons 
have  been  implicated  as  increasing  the  risk  of  renal 
cell  carcinoma  but  no  conclusive  relationship  has 
been  documented.4 

Renal  adenoma  will  be  mentioned  here  as  it  must 
be  considered  in  the  discussion  of  renal  cell  carci- 
noma. The  renal  adenoma  has  been  identified  as  a 
premalignant  lesion.  The  reasons  for  this  are  as  fol- 
lows: an  association  of  renal  adenomas  with  renal 
cell  carcinoma,  their  identical  cellular  features,  the 
fact  that  as  in  renal  cell  carcinoma  the  male  to  female 
ratio  is  3 to  1,  the  age  at  risk  is  similar,  they  are  more 
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frequent  in  the  diabetic  and  heavy  smoker,  and  cho- 
lesterol is  increased  in  the  tubular  cells  of  adenomas. 
A lesion  is  arbitrarily  called  an  adenoma  if  it  is  less 
than  3 cm  in  size  only  because  lesions  less  than  3 cm 
are  rarely  found  to  be  associated  with  metastases. 
However,  exceptions  do  inevitably  exist,  and,  on  the 
other  hand,  large  renal  carcinomas  may  not  be  asso- 
ciated with  metastases.  It  therefore  would  seem  more 
logical  that  a renal  adenoma  be  considered  a small 
renal  cell  carcinoma.  As  there  is  generally  a straight 
line  relationship  between  the  size  of  a renal  lesion 
and  the  incidence  of  metastases.  it  follows  that  a 
small  renal  cell  carcinoma  will  have  a better  progno- 
sis if  properly  treated.  This  does  not,  however,  iden- 
tify the  small  lesion  as  benign. 

Natural  History 

The  natural  history  of  renal  cell  carcinoma  is  char- 
acterized by  extreme  variability.  This  may  represent 
differences  among  different  neoplasms  or  may  be  a 
reflection  of  the  variability  of  host  resistance  but 
most  likely  represents  a combination  of  both.  Some 
tumors  progress  rapidly,  resulting  in  mortality  within 
one  to  two  years  after  being  discovered,  while  some 
patients  who  present  with  metastases  have  docu- 
mented 15  year  survivals.  As  further  support  of  the 
indolent  course  of  some  renal  cell  carcinomas  is  the 
fact  that  metastases  have  developed  as  long  as  40 
years  after  removal  of  a primary,  and  one  must  pre- 
sume that  such  a metastatic  lesion  was  present  at  sur- 
gery and  did  not  become  clinically  significant  until 
years  elapsed.  These  factors  make  it  difficult  to  eval- 
uate therapy  since  long  survival,  while  it  may  be  on 
the  basis  of  such  therapy,  might  also  be  secondary  to 
the  indolent  natural  history  of  that  particular  tumor. 

Symptoms 

The  classical  symptom  triad  includes  pain,  hema- 
turia, and  a palpable  mass.  This  may  be  referred  to 
as  the  “too  late  triad”  since  it  occurs  late  in  the 
course  of  the  disease  and  is  associated  with  a poor 
prognosis.  Pain  is  usually  due  to  distention  of  the 
capsule  on  the  basis  of  intraparenchymal  bleeding  or 
due  to  the  passage  of  clots  down  the  ureter  causing 
colic. 

Gross  hematuria  is  the  initial  symptom  in  40-50% 
of  cases.  Microscopic  hematuria  is  the  earliest  detect- 
able sign  of  the  disease  in  many  cases.  Renal  cell  car- 
cinoma has  been  referred  to  as  the  internists’  tumor 
since  it  may  present  with  many  diverse  non-specific 
systemic  symptoms  unrelated  to  retroperitoneal  loca- 
tion of  the  renal  neoplasm.5  Some  of  these  may  be 
grouped  under  the  heading  of  paraneoplastic  syn- 
dromes whereby  systemic  symptoms  remote  from  the 


tumor  area  are  produced.  Paraneoplastic  syndromes 
are  of  importance  because  they  may  be  the  first 
symptomatic  clue  to  the  existence  of  a tumor  and 
also  in  and  of  themselves  may  be  responsible  for  sig- 
nificant morbidity  and  mortality  if  unrecognized  and 
untreated.  Erythrocytosis  occurs  in  approximately 
4%  of  patients  with  renal  cell  carcinoma.  Hepatic 
dysfunction  consisting  specifically  of  elevation  of 
BSP,  alkaline  phosphatase,  alpha  2 globulin  levels 
and  prolonged  prothrombin  time  may  occur  in  the 
absence  of  liver  metastases  and  may  disappear  on  re- 
moval of  the  primary  tumor.6  The  etiology  of  this 
nonmetastatic  hepatopathy  is  at  present  unknown. 
The  recurrence  of  abnormal  liver  functions  after 
treatment  often  heralds  recurrent  disease.  Hyper- 
calcemia may  be  secondary  to  ectopic  PTH  produc- 
tion or  prostaglandin  production  by  the  tumor  as 
well  as  osseous  metastases.  Hypertension  may  result 
from  direct  renin  production  by  the  tumor  or  by 
compression  of  the  renal  artery  causing  ischemia 
with  hyperreninemia.  A-V  fistulas  may  produce  hy- 
pertension and  cardiac  failure.  An  enteropathy  may 
be  present  secondary  to  glucagon  production  by  the 
tumor;  gynecomastia  may  result  secondary  to  gonad- 
otropin production.  Thus  hormonal  aberrations 
(PTH,  erythropoietin,  renin,  glucagon,  gonadotro- 
pins) may  contribute  to  the  symptom  complex  associ- 
ated with  renal  cell  carcinoma.7  Other  systemic 
symptoms  include  anemia,  which  occurs  in  25%  of 
the  patients  and  is  often  associated  with  a less  favor- 
able prognosis.  Anemia  may  be  secondary  either  to 
marrow  replacement  or  to  suppression  of  erythro- 
poietin production.  It  is  rarely  secondary  to  hema- 
turia or  spontaneous  retroperitoneal  hemorrhage  of 
the  neoplasm.  Unexplained  fever  presents  as  the  ini- 
tial symptom  in  11%  of  the  patients,  the  sole  symp- 
tom in  2%  of  patients  and  is  at  some  time  present  in 
30%  of  patients  with  renal  cell  carcinoma. 

Mechanical  obstruction  of  the  vena  cava  may  lead 
to  peripheral  edema  and  varicocele  formation.  Renal 
cell  carcinoma  has  the  tendency  to  invade  the  renal 
vein  and  propagate  tumor  thrombus  to  the  vena 
cava. 

It  is  important  to  emphasize  that  recognition  of 
microhematuria  and  proper  urological  investigation 
enhance  the  possibility  of  earlier  detection  of  local- 
ized lesions  amenable  to  curative  surgery. 

Diagnostic  Evaluation 

The  intravenous  pyelogram  is  the  initial  study,  fol- 
lowed as  needed  by  nephrotomogram,  selective  arte- 
riogram with  epinephrine  studies  if  necessary,  and 
celiac  injection  for  detection  of  visceral  metastases.  If 
a solid  mass  is  suspected  on  intravenous  pyelogram 
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and  tomograms,  arteriography  is  indicated.  The  diag- 
nostic accuracy  of  renal  arteriography  in  identifying 
renal  cell  carcinoma  is  about  95%.  If  intravenous 
pyelogram  and  nephrotomograms  suggest  a cystic 
mass  (renal  cyst),  this  diagnosis  is  supported  by  ul- 
trasound and  confirmed  by  needle  aspiration  of  clear 
fluid  with  negative  cytology.  If  bloody  or  dark  fluid  is 
aspirated  or  if  cytology  is  suspicious,  the  diagnosis  of 
renal  cell  carcinoma  must  be  considered  and  surgical 
exploration  undertaken. 

Metastatic  evaluation  includes  chest  films  to  iden- 
tify pulmonary  metastases.  Pulmonary  tomograms 
are  necessary  to  identify  multiple  small  lesions  not 
seen  on  routine  chest  films.  Inferior  venocavography 
(IVC)  is  used  if  signs  of  venous  obstruction  are  pres- 
ent or  if  the  arteriogram  shows  no  renal  vein  filling 
on  delayed  films  especially  if  the  tumor  is  on  the 
right  side.  Bone  scans  are  used  to  evaluate  the  pres- 
ence of  osseous  metastasis. 

Histology  and  Staging 

Tumors  may  be  predominantly  clear  cell  or  granu- 
lar cell,  or  a combination  of  the  two.  There  is  some 
evidence  that  granular  cell  tumors  have  a worse 
prognosis.  Patients  with  higher  grade  tumors  have  a 
poorer  5-year  survival.  Survival  rates  largely  depend 
upon  the  surgical  and  pathological  staging  of  a tu- 
mor. Stages  of  renal  cell  carcinoma  and  anticipated 
survival  within  each  stage  are  as  follows:  Stage  1: 
Neoplasm  limited  to  renal  parenchyma — 5-year  sur- 
vival 60-70%.  Stage  2:  Invasion  of  the  capsule  of  the 
kidney,  the  perirenal  fascia,  and  fat,  the  intra- 
parenchymal  vessels — 5-year  survival  rate  50%.  Stage 
3:  Involvement  of  the  hilar  and  periaortic  lymph 
nodes,  penetration  through  Gerotas  fascia,  in- 
volvement of  the  renal  vein  or  inferior  vena  cava — 5- 
year  survival  30%.  Stage  4:  Distant  metastases,  in- 
volvement of  adjacent  organs — 5 -year  survival  less 
than  10%. 

Treatment 

A number  of  treatment  modalities  are  used,  but 
surgery  constitutes  the  mainstay  for  the  treatment  of 
renal  cell  carcinoma.  Treatment  of  Stage  1,  2,  and  3 
neoplasms  includes  radical  nephrectomy  with  or 
without  lymph  node  dissection.  The  term  “radical 
nephrectomy”  refers  to  the  removal  of  the  kidney 
and  adrenal  and  all  their  investing  fascia  and  fat. 
The  renal  artery  and  vein  are  immediately  isolated 
and  ligated  prior  to  manipulation  of  the  primary  tu- 
mor in  order  to  limit  vascular  emboli  during  re- 
moval. It  has  been  demonstrated  by  Robson  that 
lymph  node  metastases  are  present  in  25%  of  patients 
undergoing  nephrectomy;  and  on  the  basis  of  this,  a 


node  dissection  is  advisable. x However,  improvement 
of  survival  by  lymph  node  dissection  is  still  a matter 
of  uncertainty.  Recommendation  for  lymph  node 
dissection  is  based  on  the  fact  that  it  may  improve 
survival  and  does  not  add  significantly  to  morbidity. 
The  boundary  of  the  lymph  node  dissection  varies 
greatly  depending  on  the  surgeon’s  technique  but  in 
general  extends  from  the  diaphragm  to  the  level  of 
the  inferior  mesenteric  artery  encircling  the  great  ves- 
sel on  the  side  of  the  neoplasm. 

Radiotherapy  is  not  of  proven  efficacy  for  primary 
treatment.  Preoperative  radiation  therapy  may  de- 
crease the  size  of  a renal  tumor,  alter  the  vascularity, 
and  kill  the  viable  tumor  cell,  thus  reducing  metas- 
tases stemming  from  tumor  manipulation  at  surgery. 
However,  preoperative  radiotherapy  has  not  been 
uniformly  shown  to  increase  the  5-year  survival  post- 
nephrectomy and  radiation  and,  when  directed  to 
right  renal  tumors,  can  cause  significant  morbidity 
secondary  to  radiation  hepatitis.9  Radiation  is  very 
helpful  in  palliation  of  painful  osseous  metastases.  If 
nephrectomy  is  not  performed  because  of  the  pres- 
ence of  dissseminated  disease  or  medical  con- 
traindication to  surgery,  radiation  may  be  delivered 
to  the  primary  if  necessary  to  control  bleeding  and/ 
or  pain. 

Chemotherapy  may  be  hormonal  or  cytotoxic.  A 
progestational  agent  medroxyprogesterone  acetate 
(Provera®),  in  large  doses  (300  mg  a day  orally  or 
400  800  mg  2x  week  IM)  has  produced  subjective 
responses  in  a majority  of  patients  and  an  occasional 
dramatic  objective  response.10  The  response  is  most 
common  in  young  males.  There  has  also  been  an  ap- 
parent prolongation  of  survival  as  well  as  an  im- 
provement in  the  quality  of  survival  in  some  patients. 
Cytotoxic  chemotherapy  has  been  uniformly  ineffec- 
tive in  offering  significant  palliation  or  objective  con- 
trol of  disease."  Therefore,  medroxyprogesterone 
acetate  is  recommended  for  patients  with  metastatic 
disease  in  that  there  is  little  alternative  choice  of 
other  chemotherapy,  it  is  non-toxic,  and  it  will  usu- 
ally demonstrate  an  effect  within  a 6-12  week  period. 
Also  there  is  experimental  evidence  that  the  drug 
does  have  a direct  effect  on  renal  cell  epithelium 
grown  in  tissue  culture.12 

Cryosurgery,  largely  experimental  in  primary  tu- 
mors, has  been  used  with  success  in  the  few  cases 
where  solitary  bone  metastasis  have  been  found.  In 
such  instances  freezing  has  resulted  in  alleviation  of 
pain  and  regression  of  disease  by  exam,  arteri- 
ographic  and  biopsy  analysis.13 

Spontaneous  tumor  regression,  although  a rare 
event,  can  occur  with  renal  cell  carcinoma.  Such  oc- 
currences, together  with  in  vitro  studies  documenting 
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active  cell  mediated  immunity  against  renal  cell  car- 
cinoma extract,  supports  the  concept  that  at  times 
immune  competence  or  resistance  of  the  host  is  ac- 
tive in  eliminating  neoplasia.14  Immune  therapy  with 
non-specific  stimulants  of  the  immune  system,  i.e., 
BCG,15  immune  RNA,16  are  under  investigation.14 

Metastases  are  present  in  approximately  one-third 
of  patients  at  the  time  of  presentation  and  diagno- 
sis.17 Only  2%  are  found  to  have  a single  or  solitary 
metastatic  lesion.  If  a patient  has  a solitary  metasta- 
sis, he  should  be  treated  by  excision  of  the  primary 
and  the  metastasis  as  a very  respectable  (30-35%)  5- 
year  survival  will  result.18  For  lung  metastases  a lo- 
bectomy or  wedge  resection  is  usually  undertaken. 
For  a bone  metastases,  cryosurgery,  as  mentioned 
above,  or  amputation  is  advisable.  It  should  be  men- 
tioned that  in  the  case  of  a solitary  pulmonary  nod- 
ule in  association  with  a renal  cell  carcinoma,  the 
possibility  of  dealing  with  a second  primary,  i.e.,  a 
lung  cancer,  or  a benign  lesion,  i.e.,  a granuloma, 
should  always  be  considered  and  adds  support  for 
thoracotomy  and  excision. 

As  with  any  neoplasm,  multiple  factors  must  be 
considered  when  evaluating  metastatic  disease.  For 
instance,  in  the  case  of  renal  cell  carcinoma,  metas- 
tases which  appear  simultaneously  with  the  primary 
have  a poorer  prognosis  than  those  which  appear 
years  later.  Solitary  metastasis  in  one  organ  system 
are  associated  with  better  survival  than  multiple  me- 
tastases, and  metastases  limited  to  one  organ  system 
are  associated  with  longer  survival  than  when  metas- 
tases are  present  in  multiple  organ  systems. 

There  may  be  certain  indications  for  surgical  treat- 
ment of  a renal  cell  primary  even  when  multiple  me- 
tastases are  present.  Nephrectomy  is  recommended 
in  such  a situation  if  local  symtoms,  i.e.,  bleeding  or 
pain,  or  systemic  symptoms,  i.e.,  anemia,  hyper- 
calcemia, hypertension,  exist. 

A recent  development  in  the  treatment  of  meta- 
static renal  cell  carcinoma  has  been  the  use  of  pre-ne- 
phrectomy arteriographic  tumor  infarction.  The 
renal  artery  is  occluded  under  angiographic  control 
with  gelfoam  or  synthetic  microspheres.  Nephrec- 
tomy is  undertaken  3-7  days  subsequent  to  infarction 
followed  by  administration  of  medroxyprogesterone 
acetate.  A series  of  patients  thus  treated  at  M.  D.  An- 
derson Hospital  and  Tumor  Institute,  Houston, 
Texas,  have  demonstrated  prolonged  survial  and  a 
higher  than  anticipated  regression  of  metastatic  dis- 
ease using  this  sequence  of  treatment.  The  mecha- 
nism of  such  regressions  is  unclear  but  perhaps  is  sec- 
ondary to  release  of  antigen  and  stimulation  of  the 
host  immune  system.19 
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Neurosurgery 


Anterior  Cervical  Discectomy  Without  Fusion 


A.  R.  Coppola,  MD,  Newport  News,  Virginia 

The  procedure  of  disc  removal  by  the  anterior  ap- 
proach, without  fusion,  has  been  reported  by  numer- 
ous authors.1-2  Relief  of  cervical  radiculopathy  or 
brachial  neuralgia,  and  ruptured  disc  removal  can  be 
adequately  accomplished  without  need  of  fusion  and 
its  attendant  complications.  The  author  has  resorted 
infrequently  to  myelography  since  narrowing  of  disc 
interspace  together  with  clinical  findings  of  the  neu- 
rologic examination  has  proved  to  be  sufficient  for 
accurate  localization  of  the  pathologic  lesion.3  Osteo- 
phytic  spurs  are  not  removed  and  it  has  not  proved 
necessary  to  open  the  posterior  longitudinal  ligament 
to  expose  the  dura.  Avoidance  of  these  structures,  it 
is  believed,  will  diminish  the  frequency  of  disasters 
such  as  injury  to  vertebral  artery,  anterior  spinal  ar- 
tery, nerve  root  trauma,  and  injury  to  the  underlying 
spinal  cord. 

Operative  Procedure 

Under  general  endotracheal  anesthesia,  the  head  is 
extended  only  moderately  to  allow  access  to  the  su- 
praclavicular area  on  the  right,  where  the  incision  is 
made.  The  entire  surgical  procedure  is  carried  out 
with  use  of  magnifying  loupes  and  fiberoptic  head- 
light, which  permit  superb  visualization  of  the  disc 
interspace.  A nasogastric  tube  is  routinely  inserted  to 
facilitate  identification  of  the  esophagus  should  the 
dissection  prove  difficult.  Subcutaneous  fascia  and 
platysma  are  divided  and  hemostats  used  along  the 
skin  edges.  (These  are  removed,  and  usually  only  a 
few  bleeding  points  need  be  coagulated  at  the  time  of 
obtaining  x-rays.)  It  is  now  extremely  important  to 
stay  medial  to  the  carotid  artery  as  one  proceeds  to 
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the  deeper  structures.  It  is  often  unnecessary  to  ex- 
pose the  carotid  artery,  and  the  deep  plane  of  separa- 
tion can  be  developed  easily  by  use  of  finger  dis- 
section of  muscle  plane  and  use  of  small  cotton 
pledgets  on  clamps  for  dissection  toward  the  mid- 
line. Forceful  retraction  of  the  carotid  sheath  at  this 
time  will  almost  certainly  result  in  trauma  to  the 
vagus  or  recurrent  laryngeal  nerve.  Finger  palpation 
at  this  time  will  identify  easily  the  carotid  artery  and 
its  sheath  and  the  deep  medial  vertebral  structures.  A 
retractor  placed  medially  as  the  dissection  proceeds 
with  downward  and  only  moderate  medial  retraction 
will  prove  sufficient  for  exposure.  Large  veins  are  di- 
vided between  ligatures  since,  if  cauterized  only,  they 
will  frequently  bleed  later  and  may  cause  oblitera- 
tion of  the  operative  field.  It  is  important  to  localize 
the  mid-portion  of  vertebral  body  or  disc  at  this  time; 
too  lateral  an  approach  to  the  disc  may  easily  result 
in  injury  to  the  sympathetic  chain.  The  prevertebral 
fat  and  fascia  are  stripped  and  the  vertebral  bodies 
and  disc  are  exposed.  As  the  nuchal  prevertebral 
muscles  are  stripped,  bleeding  may  occur  and  is  read- 
ily controlled  by  cautery  or  bone  wax.  An  18-gauge 
spinal  needle  is  now  placed  into  the  disc  (5-10  mm) 
and  a portable  cross-table  x-ray  is  taken  for  local- 
ization of  the  interspace.  If  anatomical  landmarks  be 
confused  for  any  reason  at  this  point,  palpation  of 
the  nasogastric  tube  in  the  esophagus  may  prove 
quite  helpful  and  reassuring  to  the  operator.  Once 
the  involved  interspace  has  been  accurately  ascer- 
tained, a small  circular  window  is  cut  into  the  disc 
through  the  anterior  longitudinal  ligament  and  disc 
substance  removed  by  means  of  pituitary  forceps  and 
up-angled  curette.  Once  the  posterior  longitudinal 
ligament  has  been  reached,  lateral  curettage  is  done 
cautiously,  always  bringing  the  curette  from  the 
depth  towards  the  surface.  A nerve  hook  can  be  used 
periodically  to  determine  the  extent  of  lateral  disc  re- 
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moval.  It  has  not  been  necessary  to  expose  directly 
the  nerve  roots  for  visualization,  and  vigorous  re- 
moval of  osteophytic  spurs  or  opening  of  the  poste- 
rior longitudinal  ligament  is  avoided.  Rupture  of  disc 
substance  through  the  ligament  will  often  be  fortui 
tously  removed  by  the  procedure  described.  It  cannot 
be  denied  that  there  may  remain  the  possibility  of  es- 
cape of  a ruptured  fragment,  but  this  has  not  oc- 
curred in  this  author’s  small  series. 

The  entire  procedure  may  be  easily  accomplished 
by  use  of  Cloward  manually-held  retractors  without 
teeth  for  exposure  or  the  use  of  two  hand  retractors; 
in  any  case,  the  retractors  are  placed  beneath  the 
muscles  overlying  the  disc  and  vertebral  bodies  on 
each  side,  thus  avoiding  injury  to  trachea,  esophagus, 
carotid,  or  recurrent  laryngeal  nerve.  After  evacua- 
tion of  the  disc,  small  amounts  of  gelfoam  are  placed 
in  the  disc  interspace  and  the  wound  closed  without 
drainage.  No  collar  is  necessary  postoperatively,  the 
patient  is  ambulatory  the  same  day,  and  usually  may 
be  discharged  three  to  four  days  following  surgery. 

Results 

Of  30  patients  operated  on  by  this  technique,  good 
results  were  obtained  in  29.  In  the  one  poor  result, 
the  patient  continued  to  have  discomfort  in  both 
hands,  was  later  operated  on  at  another  hospital  for 
median  nerve  disability  at  the  wrist  level,  again  with- 
out improvement  and  with  continued  shoulder  pain; 
it  is  probable  this  patient  had  an  undetermined  spi- 
nal cord  disease  of  a dilfuse  nature. 

The  only  significant  complication  of  postoperative 
hoarseness  in  a few  of  the  earlier  cases  can  be  as 
cribed  to  forceful  lateral  retraction  which  can  be 
avoided  by  the  technique  described.  No  case  of 
hoarseness  was  permanent,  and  only  in  the  earlier 
operations  did  this  problem  occur.  One  patient  devel- 
oped a transitory  ptosis  due  to  injury  to  the  cervical 
sympathetic  chain,  but  this  too  can  be  avoided  by 
meticulous  technique. 


The  author  wishes  to  thank  his  secretary,  Mrs.  Sandra 
Kestner,  for  her  assistance  with  this  and  many  other  of  his 
manuscripts. 
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Tenuate’  @ 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
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Fig.  la.  Preoperative  chest  X ray. 


Fig.  lb.  Barium  swallow. 


Fig.  1c.  Thoracic  spine  tomogram.  Fig.  Id.  Pantopaque  myelogram. 
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Case  Report 


Osteochondroma  with  Thoracic  Cord  Compression 
in  Hereditary  Multiple  Exostoses:  a Case  Report 

William  Levi  Old,  Jr.,  MD,  and  Joseph  N.  Triplett,  Jr.,  MD,  Norfolk,  Virginia 


Reported  cases  of  osteochondroma  causing  spinal 
cord  compression  are  few.  Review  of  the  literature 
revealed  one  report  of  thoracic  cord  compression 
whereas  the  few  others  involved  the  cervical  spinal 
cord  or  cauda  equina.  Another  case  which  occurred 
in  a patient  with  hereditary  multiple  exostosis  is  re- 
ported. 

Case  Report 

This  21 -year-old,  white  female  with  multiple  exostoses 
was  initially  seen  in  1959  at  age  7 years  at  which  time  a 
painful  exostosis  of  the  right  lower  rib  cage  was  surgically 
exised.  (A  brother  was  found  to  have  multiple  exostoses  at 
that  time  also.)  No  irradiation  was  used  for  treatment  of 
her  other  lesions.  In  early  1975  she  developed  a painful 
mass  in  the  interscapular  area  with  radiation  of  pain 
around  the  chest  toward  the  left  breast.  On  physical  exami- 
nation there  was  a 4 X 5 cm  mass  just  medial  to  the  upper 
vertebral  border  of  the  left  scapula,  but  not  attached  to  it. 
Neurological  evaluation  revealed  only  a distinct  hyper- 
esthetic area  along  the  lateral  aspect  of  the  right  foot.  No 
sensory  abnormality  was  found  over  the  thoracic  derma- 
tomes. Chest  X ray  (Fig.  la)  including  a barium  swallow 
(Fig.  lb),  showed  a large  lobulated  calcified  mass  in  the  left 
upper  posterior  mediastinal  area.  Tomography  of  the  dor- 
sal spine  (Fig.  lc)  showed  involvement  of  the  facets  of  T3- 
4 and  the  left  hemilamina  of  the  third  thoracic  vertebra. 
Bone  survey  X rays  showed  other  small  exostoses  of  the 
long  bones  and  ribs.  Pantopaque  myelography  (Fig.  Id) 
showed  an  anterolateral  extradural  defect  at  the  third  tho- 
racic level  which  caused  a deviation  of  the  spinal  cord  to 
the  right. 


From  the  Departments  of  Surgery  and  Neurosurgery, 
Eastern  Virginia  Medical  School.  Address  correspondence 
to  Dr.  Old  at  406  DePaul  Medical  Building,  Norfolk  VA 
23505. 

Submitted  12-13-78. 


On  May  9,  1975,  under  general  endotracheal  anesthesia, 
through  a “comma”-shaped  incision,  a left  posterolateral 
thoracotomy,  costotransversectomy  at  T3  and  T4,  was  ac- 
complished. The  large  osteochondroma  seemed  to  arise 
from  the  costovertebral  junction  of  T3.  In  addition  there 
was  a large  excrescence  involving  the  dorsal  surface  of  the 
left  hemilamina  of  T3,  articulating  facets  of  the  T3-T4 
junction  and  costotransverse  junction.  This  mass  extended 
through  the  intervetebral  foramen  and  intimately  sur- 
rounded the  third  left  thoracic  root  and  formed  an  approx- 
imately 2.0  X 1.5  X 0.5  cm  extradural  mass  which  com- 
pressed the  dural  sac  from  left  to  right.  After  the 
thoracotomy  exposed  the  mediastinal  portion,  the  spinal 
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Fig.  2.  Operative  photograph.  “I”  indicates  tumor  on  left 
hemilamsna  of  T3.  “II”  is  mediastinal  portion  of  tumor.  Ar- 


row upper  right  points  to  interspinous  ligament. 

and  intraspinal  excision  was  carried  out  and  then  the  medi- 
astinal mass,  which  did  not  involve  the  major  vessels,  was 
easily  removed  (Fig.  2,  above).  For  total  excision  it  was 
necessary  to  carry  out  the  costotransversectomy  at  T3  and 
T4,  removal  of  the  pedicle  of  T3,  division  of  the  third  tho- 
racic root  and  removal  of  the  posterior  lateral  portions  of 
the  third  and  fourth  ribs.  The  resultant  defect  in  the  chest 
wall  was  closed  by  soft  tissue  transfer. 

Postoperatively  the  patient  did  well  and  the  hyper- 
esthesia along  the  lateral  aspect  of  the  right  foot  dis- 
appeared. Figs.  3a,  3b,  3c,  and  3d,  show  the  excised  mass, 
photomicrograph  of  the  typical  tumor,  and  the  operative 
wound  for  the  combined  procedure  as  well  as  the  post- 
operative chest  X ray. 

Discussion 

Hereditary  multiple  exostosis  is  a condition  of 
anomalous  skeletal  development  manifested  by  mul- 
tiple osteocartilaginous  excresences  from  cortical  sur- 
faces of  bones  derived  from  cartilage.  These  tumors 
most  frequently  arise  symmetrically  at  the  metaphy- 
seal regions  of  long  bones,  particularly  those  of  the 
lower  extremities,  the  ribs  and,  least  frequently,  from 
the  vertebrae.  Nomenclature  has  been  confusing. 
Jaffe’s  term,  hereditary  multiple  exostosis,  seems  to 
describe  the  condition  better  than  Keith’s  diaphysial 
aclasis,  a term  which  the  British  prefer,  or  other  syn- 
onyms, such  as  hereditary  deforming  chondrodys- 


plasia or  osteogenic  disease.1'3  Multiple  enchon- 
dromatosis (Ollier’s  disease,  or  dyschondroplasia)  is  a 
separate  disease  entity.4  Osteochondromata  are  the 
commonest  benign  bone  tumor  and  not  infrequently 
present  as  cases  of  hereditary  multiple  exostoses.3,5 
Males  predominate,  and  usually  between  the  age  of 
10  and  20  years  at  the  time  of  presentation.  It  is  usu- 
ally transmitted  as  an  autosomal  dominant  with  a 
variable  penetrance.3  6 7 Fifty  percent  of  the  children 
of  affected  parents  will  manifest  the  disease.  If  famil- 
ial cases  are  considered  alone,  males  are  affected 
more  often  than  females  by  a ratio  of  7 : 3,  whereas 
there  is  little  difference  in  sex  incidence  when  indi- 
vidual cases  are  studied.  Apparently  unaffected  fe- 
males may  transmit  the  disease.3  8 Of  the  few  exo- 
stoses that  affect  the  vertebral  column,  these  arise 
from  secondary  centers  of  ossification  and  most  com- 
monly are  located  near  the  tips  of  the  spinous  proc- 
esses, and  those  involving  the  ribs  usually  arise  at  the 
chondral  end,  or  posteriorly  at  the  costotransverse 
junction.3  9 Sarcomatous  changes  have  occurred  in  a 
few  cases  of  hereditary  multiple  exostoses,  though 
this  is  unusual.  Surgical  excision  of  the  benign  exos- 
toses is  rarely  followed  by  recurrence  at  the  operative 
site.2 1012  One  of  the  first  cases  which  showed  com- 
pression of  the  spinal  cord  was  reported  by  Reid  in 
1843.  This  exostosis  was  found  at  autopsy  and  arose 
from  the  root  of  the  odontoid  and  compressed  the 
cord  at  this  level  to  cause  eventual  death.13  Ochsner 
and  Rothstein  reported  surgical  removal  of  an  exo- 
stosis which  caused  cord  compression  at  the  second 
cervical  level  in  1907.  This  patient’s  spastic  para- 
paresis improved  postoperatively.14 

Ehrenfried  reviewed  the  American  literature 
through  19 16. 15  From  a later  review  of  the  literature 
Slepian  and  Hamby  found  19  cases  which  had 
proven  neurologic  complications,  and  nine  of  these 
had  cord  compression  (the  others  had  peripheral 
nerve  involvement).  They  also  reported  an  additional 
case  of  cord  compression  at  the  level  of  the  sixth  cer- 
vical vertebra.16 

Gokay  and  Bucy  in  1955  reported  a case  in  which 
an  osteochondroma  of  the  lumbar  spine  caused 
cauda  equina  compression.  This  was  surgically  re- 
moved in  two  stages,  the  first  decompressed  the 
cauda  equina  and  the  second  removed  the  remainder 
of  the  tumor  from  the  paraspinal  muscle  and  tis- 
sues.17 

In  1957  Larson  et  al  reported  a patient  with  mul- 
tiple exostoses  who  developed  a spastic  paraplegia 
which  was  secondary  to  an  intraspinal  extension  of 
an  exostosis  at  the  third  costovertebral  junction  on 
the  left.18  That  case  is  similar  to  this  case  report,  ex- 
cept our  patient  had  not  developed  paraparesis, 
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Fig.  3a.  Excised  mass. 


Fig.  3b.  Photomicrograph. 


Fig.  3c.  Operative  incision. 


Fig.  3d.  Postoperative  chest  X ray. 


though  the  dural  sac  was  compressed  from  left  to 
right. 

Carmel  and  Cramer  reported  a modified  Brown- 
Sequard  syndrome  secondary  to  an  osteochondroma 
at  C1-C2  area  which  originated  at  the  junction  of  the 
lamina  and  pedicle  at  C2  on  the  left.  Good  motor  im- 
provement and  slight  sen  sory  improvement  occurred 
postoperatively.19  Chiurco  also  described  a patient 
with  spinal  cord  compression  at  C1-C2  level  who  de- 
veloped progressive  neurologic  deficit  and  died  from 
respiratory  failure.  Autopsy  showed  an  osteo- 
chondroma which  extended  from  the  posterior  edge 
of  the  foramen  magmun  to  C2.20 

Thomas  and  Andress  diagnosed  radiologically  an 
osteochondroma  of  the  right  hemilamina  of  C6 
which  had  produced  upper  motor  neuron  signs  of  the 
right  leg,  right  Homer’s  syndrome,  and  lower  motor 
neuron  deficit  of  the  C6  and  C7  nerve  roots.21  Green- 
wood mentions  a patient  with  paraparesis  secondary 


to  an  osteochondroma  of  the  body  of  C6  with  intra- 
spinal  extension  who  recovered  after  the  removal  of 
the  intraspinal  extension  and  much  of  the  involved 
bone.22 

In  the  case  here  reported,  total  excision  of  the  pos- 
terior mediastinal  and  intraspinal  exostosis  was  car- 
ried out  during  a combined  procedure  by  utilizing  an 
incision  which  has  been  used  for  other  similar  tumors 
such  as  a dumbbell  neurofibroma.  Almost  4 years 
later,  the  patient  continues  to  do  well. 
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quality  food  and  accommodations 
of  the  Fort  Magruder  Inn. 

But  space  isn't  the  whole  story. 
We’ve  also  got  all  the  touches 
your  group  is  looking  for: 

Pool,  saunas,  lighted  tennis 
courts,  244  balcony  rooms,  res- 
taurant, lounge  and  live  entertain- 
ment. With  golf  nearby  at  beauti- 
ful Kingsmill-on-the- James. 

For  space,  or  further  information, 
write:  Mr.  John  A.  Corbin,  P.O.  Box 
KE,  Williamsburg,  Virginia  23185. 
Or  call  us  at  (804)  220-2250, 
collect. 

fbtfMaffiruder 
Conference  Center, 
Williamsburg 

Route  60  East  between  The 
Restored  Area  and  Busch  Gardens. 
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One  of  the  most 
heartening  break- 
throughs of  modern 
medicine  is  the 
public’s  growing  per- 
ception that  mental 
illness  is  no  longer 
a subject  to  be 
“hushed  up.”  The 
old  walls  of  silence 
have  fallen.  Now, 
more  men,  women 
and  children  are  able 
to  get  through  to  help 
in  restoring  a healthy 
emotional  balance. 

To  expand  public 
understanding  of 
mental  illness, 
Tidewater  Psychiatric 
Institute  has 
undertaken  a public 
information 
campaign.  Called 
“TAKE CARE,”  it 
highlights  mental 
and  emotional 
problems  which  may 
indicate  a need  for 
professional  advice 
or  treatment.  Sub- 
jects such  as  stress, 
depression,  and 
chemical  dependency 
are  explored.  Other 
messages  illuminate 
aspects  of  mental 
health  as  they  apply 
to  men,  women, 
children,  the  aged, 
and  the  family  unit. 

The  effectiveness 
of  modern  psychiat- 
ric treatment  and 
greater  public 
understanding  of 
mental  illness  are 
overcoming  the  old 
taboos  born  of  fear 
and  ignorance. 
“TAKE  CARE” 
speaks  to  today's 
eager-to-learn  public. 
And  the  message 
is  one  of  help  and 
hope. 
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iCase  Report 


Adenocarcinoma  of  die  Endometrium 
In  a Malformed  Uterus 


Anibal  A.  Acosta,  MD,  Fred  T.  Given,  MD,  Arthur  B.  Frazier,  MD, 
and  Jack  A.  Childress,  MD,  Norfolk,  Virginia 


The  coexistence  of  a congenital  uterine  anom- 
aly in  a patient  with  adenocarcinoma  of  the  endome- 
trium, although  rare,1  can  make  diagnosis  and  treat- 
ment more  difficult  and  can  be  easily  overlooked 
unless  hysterogram  is  used  routinely  in  the  work-up. 
Such  radiological  investigation  of  the  endometrial 
cavity,  when  carcinoma  of  the  endometrium  is  sus- 
pected, has  long  been  proposed  by  European2  and 
Latin  American3  research  groups  and  seems  to  be 
gaining  support  in  the  United  States.4  Hysterogram 
provides  information  about  the  location  and  exten- 
sion of  the  tumor  and  also  gives  some  data  regarding 
penetration  in  the  myometrium  and  degree  of  differ- 
entiation of  the  neoplastic  growth;  it  also  gives  the 
gynecologic  and  radiation  oncologists  an  accurate 
outline  of  the  uterine  cavity.  If  any  kind  of  uterine 
anomaly  is  present,  a hysterogram  is  the  most  ade- 
quate procedure  to  demonstrate  it,  whereas  a routine 
blind  curettage  can  miss  the  presence  of  the  tumor 
when  it  is  located  only  in  one  cornua,  and  radium  in- 
sertion, using  the  standard  techniques,5  may  be  diffi- 
cult to  perform. 

Case  Report 

A 46  year  old  white  female,  gravida  8,  para  1,  abortus  7, 
hypertensive  and  obese,  was  admitted  on  5/31/77  with  a 
chief  complaint  of  intermittent  vaginal  spotting  for  the  last 
year.  Her  last  Papanicolau  smear  was  performed  1 year 
ago  and  the  result  is  unknown.  A D&C  was  done  3 years 
ago  due  to  a similar  episode  of  vaginal  bleeding  and  the 
pathology  report  is  not  available.  The  patient  has  lost  30 
pounds  in  the  last  year.  She  has  been  on  estrogen  (Pre- 
marin)  for  the  past  6 years,  (1.25  mg  25  days  a month  with 
5 days  rest)  and  no  break-through  or  withdrawal  bleeding 
episodes  have  been  noticed  except  for  one  episode  3 years 
ago.  Patient  has  always  been  overweight,  extremely  obese 
in  the  last  4 years.  Mild  diabetes  has  been  diagnosed.  She 


had  right  salpingo-oophorectomy  10  years  ago  and  left  sal- 
pingo-oophorectomy,  cholecystectomy  and  appendectomy 
6 years  ago.  Menarche  at  the  age  of  9;  regular  periods  fol- 
lowed. One  early  miscarriage  at  age  18,  a premature  IVi 
month  delivery,  and  five  subsequent  miscarriages,  all  be- 
tween 3rd  and  4th  month  of  pregnancy,  are  reported. 

BP  varies  between  140/90  and  160/100;  otherwise  nor- 
mal physical  examination.  On  pelvic  examination,  vagina 
and  cervix  are  hypotfophic  and  the  uterus  cannot  be 
clearly  outlined  due  to  obesity.  Adnexal  areas  and  cul  de 
sac  are  free.  On  speculum  examination,  normal  cervix  was 
visualized  and  the  uterus  sounded  to  1 1 cm  in  both  cornua. 

CBC,  differential,  platelet  count,  urine  analysis  and 
SMA-6  were  all  normal  except  for  a mildly  elevated  CO-2. 
A slightly  abnormal  glucose  tolerance  test  was  found. 

Chest  X-Ray  and  retrograde  pyelogram  were  within  nor- 
mal limits.  Lymphangiogram  was  not  performed  due  to  io- 
dine allergy.  A hysterogram  was  done  with  all  the  neces- 
sary precautions  and  a septate  uterus  was  discovered  (Fig. 
1).  In  the  left  cornua  a typical  brush  bristle  picture  was 
found,  characteristic  of  a moderately  well  differentiated 
adenocarcinoma.  On  the  right  side,  a round,  small,  regular 
filling  defect  was  found  in  the  lower  portion,  suggesting  en- 
dometrial adenoma,  and  at  the  top  several  irregular  filling 
defects  were  disclosed  with  the  radiologic  appearance  of 
papillary  adenocarcinoma.  A well  developed  septum  was 
seen  between  both  cavities.  No  involvement  of  the  endo- 
cervical  canal  was  present.  A biopsy  of  the  cervix  revealed 
only  chronic  cervicitis  with  squamous  metaplasia.  Frac- 
tional D&C  showed  adenocarcinoma  Grade  I-II.  Cervix 
free.  Cystoscopy  and  proctoscopy  were  negative. 

On  6/9/77  and  6/22/77  two  intracavitary  cesium  appli- 
cations were  performed.  At  the  first  application  multiple 
source  Heyman  type  of  packing  was  attempted  with  diffi- 
culty and  films  showed  somewhat  poor  distribution  of  the 
capsules  in  the  two  uterine  cornua;  vaginal  ovoids  of  the 
Fletcher-Suit  type  were  used,  calculated  to  deliver  approxi- 
mately 2500  mg/hr  to  the  endometrium  from  the  intra- 
uterine source.  The  second  application  consisted  of  two  af- 
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ter-loading  Fletcher-Suit  tandems,  one  in  each  cornua, 
with  a differential  loading  in  one  of  them  so  that  there  was 
no  excessive  dose  to  the  lower  uterine  segment  and  cervix, 
where  the  two  tandems  abut  each  other.  No  technical  diffi- 
culties were  found  using  this  technique.  The  cesium 
sources  were  left  in  long  enough  to  deliver  approximately 
2500  mg/hr.  No  vaginal  ovoids  were  used  with  the  second 


Fig.  1.  Septate  uterus  in  hysterogram.  Moderately  well  dif- 
ferentiated carcinoma,  left  cornua;  adenoma  and  carci- 
noma, right  cornua. 


Fig.  2.  Surgical  specimen.  Small  residual  adenoma  in  right 
cornua.  No  gross  residual  tumor  present. 


application.  On  8/1/77  the  patient  was  taken  to  the  oper- 
ating room  and  a total  abdominal  hysterectomy  was  per- 
formed with  a degree  of  difficulty  due  to  extreme  obesity. 
No  ovarian  remnants  were  found.  No  evidence  of  spread 
of  tumor  beyond  the  uterus  was  noticed.  The  patient’s 
postoperative  course  was  uneventful  and  she  was  dis- 
charged on  the  11th  postoperative  day.  The  surgical  speci- 
men (Fig.  2)  showed  no  gross  tumor  present.  The  pathol- 
ogy report  revealed  only  chronic  cervicitis  and  radiation 
effect  in  the  endocervical  canal.  The  cervix  and  endome- 
trium were  free  of  residual  tumor. 

Comment 

The  routine  use  of  hysterogram  permitted  an  accu- 
rate assessment  of  the  uterine  cavity’s  size  and  shape 
as  well  as  tumor  extension  and  location.  Heyman 
technique  proved  to  be  difficult  in  this  patient,  but 
the  use  of  Fletcher  type  of  tandem  was  easy,  and  the 
efficacy  of  dose  distribution  was  proved  by  the  dis- 
appearance of  the  tumor  from  the  uterine  cavity. 

The  patient’s  malformed  uterus  may  account  for 
the  repeated  miscarriages. 

Although  endometrial  carcinoma  has  been  re- 
ported in  patients  with  bilateral  oophorectomy,  the 
incidence  is  very  low. 
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Alterations  in  Intestinal  Structure,  Fat  Absorption  and 
Body  Weight  after  Intestinal  Bypass  for  Morbid  Obe- 
sity. James  G.  Chandler,  MD,  Charlottesville,  and 
Harold  I.  Friedman,  MD,  Carl  C.  Peck,  MD, 
Thomas  J.  Nemeth  and  Sharon  K.  Odum,  BS,  San 
Francisco. 

Eleven  patients  underwent  jejunoileal  bypass  for 
morbid  obesity.  Serial  intestinal  biopsies  were  ob- 
tained prior  to,  and  at  timed  intervals  following,  op- 
eration in  both  fasted  and  fat-fed  states.  Villus  height 
increased  asymptotically,  reaching  a plateau  one  year 
after  operation,  with  an  increase  of  80  per  cent  in 
mean  villus  length.  The  postbypass  body  weight 
reached  a plateau  at  63.9  per  cent  of  initial  body 
weight  and  correlated  linearly  with  villus  height  fol- 
lowing an  asymptotic  curvilinear  course.  The  time 
required  to  attain  90  per  cent  of  total  body  weight 
loss  was  15.9  months.  A study  of  intestinal  fat  ab- 
sorption at  both  the  light  microscopic  and  ultrastruc- 
tural  levels  showed  that  the  enlarged  villi  are  lined 
along  the  entire  villus  by  functionally  mature  epithe- 
lium capable  of  transporting  lipid.  Villus  hyper- 
trophy is  an  important  mechanism  in  the  plateauing 
of  weight  loss  after  jejunoileal  bypass  for  morbid 
obesity.  Surg  Gyn  Ob  146:757-767,  1978. 

Pattern  of  Combined  Collapse  of  Right  Upper  and 
Right  Middle  Lobes.  R.  Brent  Harrison,  MD,  R.  F. 
Lees,  MB,  and  Hubert  A.  Shaffer,  Jr.,  MD,  Char- 
lottesville. 

Three  cases  of  combined  collapse  of  the  right  upper 
and  middle  lobes  are  presented.  The  appearance  is 
the  mirror  image  of  collapse  of  the  left  upper  lobe. 
The  radiographic  appearance  is  described,  and  pos- 
sible causes  and  mechanisms  of  collapse  are  dis- 
cussed. South  Med  J 71:577-579,  1978. 

Intraoperative  Assessment  of  Arterial  Reconstruction 
by  Doppler  Ultrasound.  Robert  W.  Barnes,  MD, 
Richmond , and  Wilson  V.  Garrett,  MD,  Tex- 
arkana, Texas. 

The  Doppler  ultrasonic  velocity  detector  is  a 
simple,  inexpensive  and  versatile  device  for  intra- 
operative monitoring  of  the  integrity  and  hemo- 
dynamic result  of  vascular  reconstructive  surgical 
procedures.  With  this  instrument,  an  ankle-arm  sys- 
tolic pressure  index  may  be  obtained  before  and  after 
aortoiliac  and  femoral  reconstructive  surgical  proce- 
dures. If  the  ankle  pressure  index  does  not  increase 
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following  aortofemoral  bypass  and  a thromboem- 
bolic vascular  accident  has  been  ruled  out,  it  is  un- 
likely that  the  patient  will  be  significantly  helped  by 
that  procedure  alone.  The  use  of  a sterile  Doppler 
probe  permits  qualitative  assessment  of  arterial  ve- 
locity signals  following  femoropopliteal  bypass,  ca- 
rotid endarterectomy  and  mesenteric  or  renal  vascu- 
lar procedures.  The  Doppler  detector  may  also  be 
used  to  assess  periorbital  flow  dynamics  following 
carotid  endarterectomy.  Selective  intraoperative  arte- 
riography can  be  based  upon  the  presence  of  residual 
flow  abnormalities  detected  by  Doppler  ultrasound. 
Surg  Ob  Gyn  146:896-900,  1978. 

Treatment  of  Intracranial  Aneurysms  Associated  with 
Other  Entities.  Berkley  L.  Rish,  MD,  Norfolk. 

Considering  the  current  state  of  surgery  for  intra- 
cranial aneurysm,  a philosophy  for  treating  intra- 
cranial aneurysms  associated  with  other  entities  is 
presented.  The  premise  is  based  on  a comprehensive 
review  of  the  literature  relative  to  the  risk  factors 
applied  to  intracranial  aneurysms  and  personal  expe- 
rience in  dealing  with  the  combination  of  problems  of 
aneurysms  diagnosed  in  association  with  other  intra- 
cranial aneurysms,  vascular  malformations,  neo- 
plasms, trauma,  and  inflammatory  diseases.  A pa- 
tient’s problem  must  be  considered  individually  and 
comprehensively,  using  all  known  prognostic  factors 
and  the  specific  features  of  the  case  for  an  appropri- 
ate therapeutic  regimen  to  be  designed.  Current  mor- 
tality and  morbidity  rates  warrant  the  surgical  inter- 
vention for  the  incidentally  diagnosed  aneurysm,  but 
the  occurrence  of  an  aneurysm  in  conjunction  with 
another  serious  entity  demands  careful,  comprehen- 
sive evaluation.  The  surgical  challenge  of  these  com- 
plex problems  should  take  second  priority  to  a care- 
ful therapeutic  deliberation  to  promote  the  best  final 
outcome.  South  Med  J 71:553-557,  1978. 

Accuracy  of  Gram's  Stain  in  Identifying  Pneumococci 
in  Sputum.  Michael  F.  Rein,  MD,  Jack  M.  Gwalt- 
ney,  Jr.,  MD,  William  M.  O’Brien,  MD,  Robert 
H.  Jennings,  MD,  and  Gerald  L.  Mandell,  MD, 
Charlottesville. 

We  prospectively  examined  the  accuracy  of  Gram- 
stained  sputum  for  identifying  pneumococci  in  42 
patients  with  community-acquired  pneumonia.  We 
considered  the  Gram’s  stain  positive  if  a pre- 
ponderant flora  or  more  than  ten  Gram-positive  lan- 
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cet-shaped  diplococci  were  seen  per  oil  immersion 
(X  1,000)  field.  These  criteria  were  met  in  1 8 (62%)  of 
29  specimens  that  actually  contained  pneumococci  as 
determined  by  a positive  quellung  reaction,  or  culture 
on  plates  or  in  mice.  The  Gram's  stain  was  negative 
in  11  of  13  specimens  that  did  not  contain  pneumo- 
cocci. Of  the  20  specimens  yielding  positive  Gram's 
stains,  18  contained  pneumococci.  A positive  Gram- 
stained  smear  of  sputum  strongly  suggests  the  pres- 
ence of  pneumococci,  but  will  miss  38%  of  specimens 
containing  pneumococci.  Deviation  from  these  cri- 
teria substantially  reduces  the  overall  accuracy  of  the 
test.  JAMA  239:2671-2673,  1978. 

Systemic  Membrane  Defect  in  the  Proximal  Muscular 
Dystrophies.  Nathan  A.  Pickard,  PhD,  Columbus, 
Ohio,  Hanns  Dieter  Gruemer,  Richmond,  Har- 
land  L.  Verrill,  PhD,  Flint,  Michigan,  Edward  R. 
Isaacs,  MD,  Richmond,  Meinhard  Robinow,  MD, 
Charlottesville,  and  Walter  E.  Nance,  MD,  Edwin 
C.  Myers,  MD,  and  Barbara  Goldsmith,  BS,  Rich- 
mond. 

We  studied  lymphocyte  capping  in  61  patients  with 
Duchenne,  Becker,  limb-girdle,  facioscapulohumeral 
and  congenital  muscular  dystrophies.  All  showed  a 
markedly  diminished  percentage  of  capped  cells  when 
compared  with  86  normal  controls,  providing  sup- 
port for  previous  evidence  that  an  alteration  in  mem- 
brane fluidity  may  be  a common  pathogenic  feature 
in  several  genetically  distinct  forms  of  proximal  mus- 
cular dystrophy. 

Heterozygous  carriers  of  Duchenne  muscular  dys- 
trophy showed  diminished  capping  that  was  in- 
distinguishable from  that  of  afflicted  males  and  was 
often  present  even  when  serum  enzyme  levels  were 
normal.  Studies  in  25  families  with  16  suspected  spo- 
radic cases  indicated  that  no  more  than  four  out  of  30 
afflicted  males  may  represent  new  mutations. 

These  findings  imply  that  most  cases  of  Duchenne 
dystrophy  might  be  prevented  by  a population 
screening  program  for  carrier  females  combined  with 
prenatal  detection  of  afflicted  males.  N Engl  J Med 
299:841-846,  1978 

Psychotic  Depression  and  Bronchogenic  Carcinoma. 

Jonathan  G.  Solomon,  MD,  and  Sandra  Solo- 
mon, MS,  Hampton. 

The  authors  report  a case  in  which  a 51-year-old 
woman  with  manic-depressive  illness,  depressed  type, 
presented  with  what  appeared  to  be  her  fourth  epi- 
sode of  psychotic  depression.  The  episode  was  similar 
to  her  three  previous  episodes  of  affective  illness,  but 
medical  evaluation  unexpectedly  revealed  the  pres- 
ence of  a bronchogenic  carcinoma,  which  may  have 
caused  or  contributed  to  her  symptomatology.  This 


case  highlights  the  importance  of  medical  evaluation 
of  psychiatric  patients.  Am  J Psychiatry  135:859-860, 
1 978 

Value  of  Routine  Flow  Studies  in  Nuclide  Brain 
Scanning.  Brian  R.  J.  Williamson,  MD,  and  C. 
David  Teates,  MD,  Charlottesville. 

Nuclide  brain  scanning  offers  a noninvasive  means 
of  obtaining  dynamic  information  about  intracranial 
disease.  Lesions  which  could  be  missed  without  the 
flow  study  are  described,  and  other  instances  in  which 
the  differential  diagnosis  is  greatly  improved  by  the 
use  of  the  vascular  sequence  are  demonstrated.  We 
recommend  the  routine  use  of  the  flow  study  when 
performing  brain  scans.  South  Med  J 71:1082-1086, 
1978 

Rhegmatogenous  Retinal  Detachment  Complicating 
Diabetic  Retinopathy.  William  T.  Humphrey,  MD, 
Norfolk. 

Retinal  detachment  complicating  proliferative  dia- 
betic retinopathy  is  being  recognized  with  increasing 
frequency.  Although  one  type  of  detachment  is  trac- 
tional  and  requires  vitrectomy  for  hopeful  repair,  the 
other  variety  of  detachment  is  rhegmatogenous.  The 
rhegmatogenous  form  of  retinal  detachment  does  not 
generally  require  the  radical  surgical  approach  of 
vitrectomy.  However,  because  of  the  unusual  nature 
of  the  retinal  detachment,  a standard  encircling 
scleral  buckling  procedure  does  not  suffice  to  correct 
the  problem.  The  unusual  characteristics  of  this  form 
of  retinal  detachment  are  discussed,  and  the  criteria 
for  types  of  surgical  repair  are  considered.  A modifi- 
cation of  scleral  buckling  procedure  which  has  been 
successful  in  anatomically  reattaching  most  rheg- 
matogenous retinal  detachments  is  described.  The 
complications  resulting  from  surgery  are  reviewed 
along  with  methods  to  avoid  complications.  South 
Med  J 71:1206-1210,  1978 

The  Kidney  and  Pregnancy.  Jeffrey  P.  Harris,  MD, 
Winchester,  and  Alexander  C.  Chester,  MD,  and 
George  E.  Schreiner,  MD,  Washington  DC. 

Many  clinical  parameters  and  biochemical  values 
normally  change  as  a result  of  the  profound  effect  of 
pregnancy  on  the  kidney.  These  changes  include  hy- 
dronephrosis, decreased  BUN  and  uric  acid,  protein- 
uria and  glycosuria  (70  percent  one  time),  frequency, 
nocturia,  edema  (80  percent)  and  reductions  in  blood 
pressure.  “Normal  is  abnormal.”  A BUN  of  20  mg. 
percent  is  the  equivalent  of  40  mg.  percent  in  a non- 
pregnant woman,  and  a blood  pressure  of  120/80  in 
the  24th  week  of  pregnancy  may  be  hypertensive.  Am 
Fam  Phy,  October  1978,  pp  97-102 
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McGuire  Clinic,  Inc. 

7702  Parham  Road  Richmond,  Va.  23229 
(804)  270-0240 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

FAMILY  PRACTICE 

Terry  G.  Arnold,  M.D. 
Charles  F.  Irwin,  M.D. 

INTERNAL  MEDICINE 
John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 

W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 
Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 
David  D.  Vaughan,  M.D. 


ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

Ronald  N.  Kroll,  M.D. 
James  A.  Repass,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 


NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D.  . 

PULMONARY 

Richardson  Grinnan,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
G.  Dennis  Vaughan,  Ml,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 


LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 

3600  Grove  Ave.,  Richmond  VA  23221 

804  353-3881 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 

Accredited  by  JCAH 

2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 
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The  Medical  Society  of  Virginia 

— CEEDINGS 


Minutes  of  Council 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  Society  head- 
quarters on  Saturday,  January  27,  1979. 

Members  Present:  Dr.  Charles  E.  Davis,  Jr.;  Dr. 
George  M.  Nipe;  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Percy  Wootton;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Gervas  S. 
Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.;  Dr.  Gordon 
G.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  Rob- 
ert C.  Green,  Jr.;  Dr.  Harry  C.  Kuykendall;  Dr.  Rob- 
ert V.  Gailliot;  Dr.  C.  Barrie  Cook 

Others  Present:  Dr.  H.  C.  Alexander,  III,  2nd  Vice 
President;  Dr.  Hugh  G.  Stokes,  Jr.,  3rd  Vice  Presi- 
dent; Dr.  James  B.  Kenley,  Commissioner  of  Health; 
Dr.  William  Stewart  Burton,  Dr.  Frederick  K. 
McCune,  Dr.  Latane  Ware,  Dr.  Charles  H.  Crowder, 
Jr.,  Dr.  William  R.  Watkins,  Dr.  John  M.  Stirewalt, 
Dr.  George  E.  Broman,  Dr.  Nicholas  G.  Colletti,  Dr. 
James  L.  Patterson,  Jr.  and  Dr.  Gerald  J.  Fisher, 
Vice-Councilors;  Dr.  Michael  A.  Puzak,  Dr.  Carl  E. 
Stark,  Dr.  F.  Ashton  Carmines  and  Dr.  John  A.  Mar- 
tin, AMA  Delegates;  Dr.  W.  Leonard  Weyl,  Dr.  Ray- 
mond S.  Brown  and  Dr.  Arthur  A.  Kirk,  Alternate 
AMA  Delegates;  Dr.  William  S.  Hotchkiss,  Member 
Board  of  Trustees  of  AMA;  Dr.  Gerald  H.  Holman, 
Dean,  Eastern  Virginia  Medical  School;  Dr.  Harold 
Haley,  representing  Dr.  Norman  J.  Knorr,  Dean, 
University  of  Virginia  School  of  Medicine;  Dr.  Kin- 
loch  Nelson,  Coordinator  of  Continuing  Medical 
Education;  Dr.  Harold  Nemuth,  Chairman  VaM- 
PAC;  Mr.  Tom  Norton,  AMPAC;  Mr.  Robert  Stuart, 
Executive  Secretary,  VaMPAC;  Mr.  Allen  Goolsby, 


Attorney  for  the  Society;  Ms.  Leslie  Naranjo,  Legis- 
lative Intern;  Dr.  George  Contis  and  Mr.  Ed  DeBolt, 
Vanguard  Consultants. 

Following  the  invocation  by  Dr.  Girard  V. 
Thompson,  Dr.  Hagood  was  asked  by  Dr.  Davis  to 
serve  as  Council  Parliamentarian.  He  reminded  those 
present  that  the  large  volume  of  business  to  be  trans- 
acted made  it  necessary  to  observe  certain  ground 
rules  as  to  who  should  address  the  various  issues  and 
under  what  conditions. 

The  President  reported  that  he  had  recently  met 
with  members  of  the  media  in  the  Norfolk  area  and 
was  convinced  that  a great  deal  of  good  had  been  ac- 
complished. He  expressed  the  feeling  that  most  re- 
porters want  very  much  to  be  fair  and  accurate  and, 
for  the  most  part,  are  ready  and  willing  to  discuss 
medical  matters  with  members  of  the  profession.  He 
called  attention  to  a recent  article  in  the  Norfolk  Vir- 
ginian Pilot  as  a good  example.  The  article  com- 
mented on  needless  surgery  and  second  opinions  and 
treated  the  two  subjects  in  a fair  and  unbiased  man- 
ner. 

Dr.  Davis  then  introduced  Dr.  Kinloch  Nelson,  the 
Society’s  new  Coordinator  of  Continuing  Medical 
Education. 

Vanguard 

Len  Varmette,  secretary  to  the  Vanguard  Com- 
mittee, reported  that  the  Committee’s  activities  and 
responsibilities  continue  to  increase.  The  Committee 
has  been  enlarged  in  order  to  better  meet  the  chal- 
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lenge  and  fulfill  its  function.  It  is,  at  the  present  time, 
engaged  in  the  review  of  various  HSA  plans  and  is 
holding  meetings  on  a regular  basis  with  the  External 
Liaison  Committee  of  the  State  Health  Coordinating 
Council.  Mr.  Varmette  stated  that  he  was  working  as 
closely  as  possible  with  local  Vanguard  Committees 
and  that  a great  deal  of  progress  was  being  made  at 
the  local  level. 

Medical  Service  Consultants 

Medical  Service  Consultants,  Inc.,  provides 
backup  assistance  to  the  Vanguard  Committee  and 
Dr.  George  Contis  reported  on  its  activities  during 
the  past  several  months.  He  indicated  that  a special 
effort  is  being  made  to  see  that  active  and  knowl- 
edgeable providers  are  appointed  to  the  governing 
bodies  of  HSAs.  Effective  input  from  providers  is  be- 
coming more  important  every  day. 

Dr.  Contis  went  on  to  say  that  the  new  Congress  is 
considering  several  pieces  of  health  planning  legisla- 
tion. In  addition,  government  spending  in  the  area  of 
health  planning  is  expected  to  increase  tremendously. 
Dr.  Contis  predicts  increasing  activity  at  local  and 
state  levels  and  expects  HSAs  to  take  on  additional 
responsibilities.  He  believes  they  will  become  quite 
active  in  such  areas  as  physician  productivity,  physi- 
cian distribution,  data  accumulation,  rate  setting, 
redefining  of  such  classifications  as  “providers”, 
reimbursement  of  hospitals  for  closing  of  beds,  etc. 

Public  Relations  Consultants 

Mr.  DeBolt  reported  that  health  care  is  currently 
one  of  the  biggest  items  before  the  Congress.  Gov- 
ernment is  seeking  to  become  more  and  more  in- 
volved, a fact  made  only  too  clear  by  HEW  efforts  to 
set  fees  for  physicians’  services  under  Medicare  and 
Medicaid.  Mr.  DeBolt  stated  that  national  health  in- 
surance is  once  again  high  on  the  legislative  priority 
list. 

Council  was  told  that  cost  containment  continues 
to  be  on  everyone’s  mind  and  that  only  about  20%  of 
the  population  believes  that  physicians  are  sincerely 
interested  in  controlling  costs. 

Mr.  DeBolt  stated  that  this  is  just  one  reason  why 
silence  is  no  longer  golden.  Medicine’s  story  must  be 
told  now  more  than  ever  before.  A large  part  of  the 
Virginia  press,  particularly  that  in  the  southern  part 
of  the  state,  is  sympathetic  to  medicine’s  problems, 
and  this  in  itself  is  a plus. 

Mr.  DeBolt  complimented  the  Vanguard  Com- 
mittee for  its  dedication  and  enthusiasm.  He  stated 
that  the  communications  seminars  were  being  revised 
and  a shorter  version  will  soon  be  available  for  pre- 
sentation at  local  Society  meetings.  It  was  also 


learned  that  the  staff  of  the  DeBolt  organization  is 
being  modified  and  adjusted  to  meet  the  new  chal- 
lenges of  the  day. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  PSROs  in  Virginia  are 
doing  quite  well  and  are  now  in  a position  to  demon- 
strate cost  effectiveness.  Dr.  Nipe  stated  that,  in  pre- 
paring for  a speech  on  cost  containment,  he  had 
found  proof-positive  that  in  some  instances  hospital 
costs  can  be  cut  by  as  much  as  $2  per  day  without  an 
accompanying  reduction  in  services. 

VaMPAC 

Dr.  Weyl  called  attention  to  VaMPAC’s  successful 
track  record  and  reported  that  medicine  does  indeed 
have  the  ear  of  responsible  men  in  government — at 
both  national  and  state  levels.  He  went  on  to  say  that 
VaMPAC  is  seriously  considering  becoming  involved 
in  races  at  the  state  level. 

Medical  Examiners 

Some  localities  have  experienced  difficulty  in  ob- 
taining medical  examiners  and  the  cause  has  been  at- 
tributed in  large  part  to  the  low  case  fee  paid  by  the 
state.  The  fee  is  $25  and  has  remained  unchanged 
since  1972.  Dr.  Davis  indicated  surprise  at  the  low 
case  fee  and  stated  that,  in  his  opinion,  it  should  be 
considerably  higher.  Dr.  Kenley  stated  that  Virginia 
has  an  excellent  medical  examiner  system  and  that  its 
success  is  a credit  to  the  contributions  of  dedicated 
physicians.  Doubt  was  expressed  that  the  individual 
examiner  can  ever  really  be  adequately  compensated 
for  his  services. 

The  best  answer,  however,  seems  to  lie  in  the  pro- 
posed revision  of  Title  32  of  the  State  Code  which 
would  make  it  possible  for  the  Department  of  Health 
to  bring  the  case  fee  up  to  a reasonable  level.  A sug- 
gestion was  made  that  perhaps  the  Department 
should  give  some  consideration  to  a scale  of  fees  de- 
termined by  such  factors  as  time,  distance,  degree  of 
difficulty,  etc. 

Association  of  Medical  Society  Executives 

It  was  recalled  that,  three  years  ago,  the  American 
Association  of  Medical  Society  Executives  had  re- 
quested all  state  medical  societies  to  make  contribu- 
tions to  its  continuing  education  program.  Contribu- 
tions of  $500  per  year  were  requested  over  a three- 
year  period.  The  Medical  Society  of  Virginia  did 
contribute  $100  in  1977  and  a similar  amount  in 
1978. 

AAMSE  has  now  requested  a third  and  final  con- 
tribution. Dr.  Gailliot  moved  that  $100  be  contrib- 
uted again  in  1979  with  the  expressed  hope  that  no 
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further  assessments  will  prove  necessary.  The  motion 
was  seconded  and  carried. 

AMA  Highlights 

Dr.  Puzak,  Chairman  of  the  Virginia  AMA  delega- 
tion, reported  the  highlights  of  the  recent  meeting  of 
the  AMA  House  of  Delegates  in  Chicago.  Of  particu- 
lar interest  were  those  matters  pertaining  to  national 
health  insurance,  chiropractic  litigation  and  Prin- 
ciples of  Medical  Ethics.  Dr.  Puzak  stated  that  the 
chiropractic  issue  resulted  in  one  of  the  few  executive 
sessions  ever  held  by  the  House.  With  reference  to 
national  health  insurance,  the  delegates  were  very  ex- 
plicit this  time  in  making  their  wishes  known  to  the 
Board  of  Trustees.  As  a result,  no  AMA-sponsored 
bill  on  nhi  is  expected  in  the  foreseeable  future. 

Litigation  connected  with  the  chiropractic  problem 
seems  well  on  its  way  to  being  resolved  and  a court 
ruling  on  a proposed  statement  is  expected  in  the 
very  near  future. 

Council  was  advised  that  a regional  meeting  on 
medical  ethics  will  be  held  in  Atlanta  on  March  24 
under  the  sponsorship  of  AMA.  State  medical  so- 
cieties are  being  given  an  opportunity  to  submit  writ- 
ten statements  concerning  current  principles  and  pro- 
posed revisions.  Society  representatives  can  also 
testify  personally  should  they  wish  to  do  so.  A final 
report  by  the  AMA  Committee  on  the  Principles  of 
Medical  Ethics  must  be  presented  to  the  House  dur- 
ing the  AMA  Annual  Meeting  in  July.  Although  no 
final  decision  was  made,  there  were  those  who 
thought  that  The  Medical  Society  of  Virginia  should 
seriously  consider  sending  a representative  to  the  At- 
lanta meeting. 

Williamsburg  Regional  Conference 

For  the  past  several  years,  The  Medical  Society  of 
Virginia  has  joined  with  its  counterparts  in  Dela- 
ware, District  of  Columbia,  Maryland,  New  Jersey 
and  Pennsylvania  in  staging  one-day  conferences  of  a 
general  nature.  The  conferences  are  attended  by  the 
various  state  society  presidents  or  their  representa- 
tives, key  staff  members  and  any  others  the  individ- 
ual societies  might  wish  to  include. 

It  is  now  Virginia’s  turn  to  host  the  conference  and 
the  cost  is  estimated  at  approximately  $400.  Tenta- 
tive plans  call  for  it  to  be  held  in  Williamsburg 
around  the  middle  of  November. 

Dr.  Hagood  stated  that  the  conference  was  most 
worthwhile  and  Dr.  Gailliot  followed  with  a motion 
that  Council  approve  the  Society’s  participation  and 
authorize  a special  appropriation  of  $400  to  cover 
such  costs  as  might  be  required.  The  motion  was  sec- 
onded and  adopted. 


Congressional  Luncheon 

Council  was  requested  to  consider  once  again  the 
advisability  of  continuing  the  annual  congressional 
luncheon.  The  luncheons  are  normally  held  in  an  ap- 
propriate room  of  the  Capitol  in  Washington  and  at- 
tended by  Virginia’s  congressional  delegation  and  of- 
ficers and  members  of  Council.  Late  April  or  early 
May  have  been  the  most  popular  times. 

Dr.  Davis  reported  that  the  senators  and  congress- 
men enjoy  the  luncheon  very  much — particularly 
since  the  Society  is  fully  aware  of  their  very  busy 
schedules  and  make  sure  that  the  luncheons  last  no 
longer  than  an  hour.  He  considers  them  a “must”. 
Dr.  Davis  also  requested  that  we  obtain  a room  in 
the  Capitol  which  is  equipped  with  both  Senate  and 
House  code  light  systems  for  voting  and  quorum 
calls. 

A motion  by  Dr.  Wallace  to  proceed  with  plans  for 
a congressional  luncheon  in  either  late  April  or  early 
May  was  seconded  and  carried. 

A suggestion  was  then  made  that  AMA  delegates 
and  the  Chairman  of  VaMPAC  be  included  among 
those  attending  if  at  all  possible.  It  was  agreed  that 
every  effort  would  be  made  in  this  direction. 

Future  Meetings  of  Council 

Dr.  Davis  expressed  the  wish  that  dates  for  sub- 
sequent meetings  of  Council  be  agreed  upon  in  order 
that  everyone  could  plan  their  schedules  as  far  ahead 
as  possible.  The  dates  agreed  upon  were  April  28, 
July  14  and  September  29. 

Grandfather  Clause  with  Reference  to  Drug  Act 

A number  of  physicians  have  reported  losing  their 
licenses  to  dispense  as  a result  of  recent  actions  by 
the  Board  of  Pharmacy.  Consequently,  the  Society 
has  been  requested  to  support  legislation  which 
would  amend  the  Virginia  Pharmacy  Act  by  in- 
serting a grandfather  clause  for  the  benefit  of  those 
physicians  who  have  been  dispensing  in  their  com- 
munities over  the  years. 

Council  was  assured  that  the  legislation  is  not  in- 
tended to  open  a floodgate  where  dispensing  by  phy- 
sicians is  concerned.  In  fact,  it  was  brought  out  that 
possibly  not  more  than  50  physicians  over  the  state 
are  affected  and  that  the  problem  will,  in  all  likeli- 
hood, gradually  disappear  over  the  years. 

There  seemed  to  be  some  doubt  as  to  how  far  the 
Society  should  go  in  the  matter  and  a motion  by  Dr. 
Hagood  to  postpone  indefinitely  was  seconded  and 
adopted. 

Pharmacy  Committee  Recommendations 

The  Pharmacy  Committee,  over  a two-year  period, 
presented  a number  of  recommendations  to  Council 
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PEDIATRIC  INDICATIONS* 
FOR  BACTRIM  CONTINUE 

TO  GROW.. 


URINARY  TRACT 
INFECTIONS 


PNEUMOCYSTIS 

CARINI1 

PNEUMONITIS 


SHIGELLOSIS 


ACUTE  OTITIS 
MEDIA 


involving  susceptible  organisms. 


Please  see  Indications  section  in  summary  of  product  information  on  last  page  of  this  advertisement. 


NOW.. 

ROCHE  INTRODUCES 

NEW 

CHERRY  FLAVOR 

BACTRIM 

PEDIATRIC 

<~>  SUSPENSION 

Each  teaspoonful  (5  ml)  contains 
40  mg  trimethoprim  and  200  mg  sulfamethoxazole. 


ESPECIALLY  FLAVORED 
FOR  CHILDREN * 


Also  available:  The  original  fruit-licorice  flavor  to  be  prescribed 
as  "Bactrim  Suspension."  The  same  active  ingredient  formulation— the  difference  is  the  flavor. 


Contraindicated  in  children  under  2 months  of  age. 


Please  see  summary  of  product  information  on  following  page. 


(trimethoprim  and  sulfamethoxazole) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  frequency  of  resistant  or- 
ganisms limits  the  usefulness  of  all  antibacterials,  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influenzae 
or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers  an  advantage 
over  other  antimicrobials.  Limited  clinical  information  presently  available  on  effec- 
tiveness of  treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin- 
resistant  Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for 
prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  im- 
munosuppressed  by  cancer  therapy 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  pregnancy,  nursing 
mothers  infants  less  than  two  months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  patients  with  group  A /y-hemolytic  streptococcal  tonsil- 
lopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with  Bactrim  than 
do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides  Expe- 
rience with  trimethoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrombopema  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBC  s are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose-6-phosphate 
dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  During  therapy, 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin:  reassess  coagulation 
time  when  administering  Bactrim  to  these  patients. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopema.  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjuncti- 
val and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gastrointes- 
tinal reactions.  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea 
and  pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression,  convul- 
sions. ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness 
and  nervousness  Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities 
to  some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia 
in  patients;  cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with 
sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength).  2 
tablets  (single  strength)  or  4 teasp  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis  A guide  follows 
Children  two  months  of  age  or  older 


Weight 

lbs  kgs 

22  lo 

44  20 

66  30 

88  40 

Dose — everv  12  hours 
Teaspoonfuls  Tablets 

1 teasp  (5  ml)  V2  tablet 

2 teasp  (10  ml)  1 tablet 

3 teasp  (15  ml)  IV2  tablets 

4 teasp  (20  ml)  2 tablets  or 

1 DS  tablet 

For  patients  with  renal  impairment 

Creatinine 
Clearance  (mkmin) 

Recommended 
Dosaqe  Reqimen 

Above  30 

Usual  standard  reqimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage-  20  mg/kg  trimethoprim 

and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See 
complete  product  information  for  suggested  children's  dosage  table 
Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100;  Tel-E-Doses  packages  of  100,  Prescription  Paks  of  20  Tablets, 
each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole— bottles  of  100  and  500; 
Tel-E-Dose'5,  packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10  Pediat- 
ric Suspension,  containing  in  each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  cherry  flavored — bottles  of  16  oz  (1  pint).  Suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole, 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 

/ \ Roche  Laboratories 

< TOCHE  > Division  of  Hoffmann-La  Roche  Inc 
X / Nutley,  New  Jersey  071 10 
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April  4-7  Tennessee  Medical  Association 
Airport  Milton  Inn 
Memphis,  Tennessee 

April  19-21  Alabama  Medical  Association 

Birmingham  Hyatt  House,  Civic  Center 
Birmingham,  Alabama 


April  19-22  Missouri  State  Medical  Association 
Chase-Park  Plaza  Hotel 
St.  Louis,  Missouri 

April  20-22  Georgia  Medical  Association 
De  Soto  Hilton 
Savannah,  Georgia 


April  21-22  Iowa  Medical  Society 
Hyatt  House 
Des  Moines,  Iowa 


April  22-25  Arkansas  Medical  Society 

Little  Rock  Convention  Center 
Little  Rock,  Arkansas 

April  25-29  Arizona  Medical  Association 
Safari  Hotel 
Scottsdale,  Arizona 

April  26-29  South  Carolina  Medical  Association 
Myrtle  Beach  Hilton 
Myrtle  Beach,  South  Carolina 


April  29-  Nebraska  Medical  Association 

May  2 Holiday  Inn 

Kearney,  Nebraska 


and  the  House  of  Delegates.  In  1977  the  House  of- 
fered some  amendments  and  sent  the  recommenda- 
tions back  to  Committee  for  further  study.  In  1978 
the  reworked  recommendations  were  submitted  to 
the  House  as  a part  of  the  Committee’s  report.  The 
House  voted  to  file. 

The  Pharmacy  Committee  believes  the  recommen- 
dations are  deserving  of  more  definitive  action  and 
has  requested  Council  to  review  them  once  again. 

Following  considerable  discussion,  Dr.  Hagood 
moved  that  the  Committee’s  six  recommendations  be 
adopted.  The  motion  was  seconded. 

Dr.  Kuykendall  then  moved  to  amend  the  first  rec- 
ommendation by  inserting  after  the  word  “physi- 
cian” in  the  second  sentence  the  words  “or  an  assist- 
ant under  the  physician’s  direct  and  immediate 
supervision”.  His  motion  would  also  amend  Recom- 
mendation #6  by  striking  the  words  “encourages 
abolishment”  and  substituting  the  words  “dis- 
courages use”. 

The  amendments  proposed  by  Dr.  Kuykendall 
were  approved  and  the  Committee’s  six  recommen- 
dations adopted  as  follows: 

1.  All  prescriptions  must  be  initiated  by  the  pre- 
scribing physician.  Authority  to  dispense  may 
be  provided  by  his  signature  on  the  prescription 
or  by  direct  personal  communication  by  the 
prescribing  physician  or  an  assistant  under  the 
physician’s  direct  and  immediate  supervision  to 
the  pharmacist. 

2.  When  a prescription  has  been  filled  or  refilled 
the  maximum  number  of  times  as  initially  des- 
ignated, it  is  an  expired  prescription.  Authoriza- 
tion to  refill  an  expired  prescription  must  be  ob- 
tained by  the  pharmacist  by  direct  personal 
communication  with  the  prescribing  physician 
or  an  assistant  under  the  physician’s  direct  and 
immediate  supervision,  or  by  a new  pre- 
scription. 

3.  When  a pharmacist  has  concern  in  his  own 
mind  about  the  timeliness  of  a prescription  re- 
fill, patient’s  need,  and  all  other  factors  that 
demonstrate  the  appropriateness  of  the  physi- 
cian contact,  he  should  contact  the  physician 
for  the  purpose  of  obtaining  authorization  to  fill 
or  refill  the  prescription. 

4.  Patient  Profiles  maintained  by  the  pharmacist 
which  document  patients’  drug  histories  are 
considered  important  documents  that  would  be 
available  to  assist  the  pharmacist  in  familiar- 
izing the  physician  with  the  patient  and  con- 
current drugs  prescribed  by  other  physicians. 

5.  Using  the  patient  as  an  intermediary  in  commu- 


nications between  the  physician  and  pharmacist 
is  unacceptable,  e.g.,  the  physician  should  not 
tell  the  patient  to  inform  the  pharmacist  that 
the  physician  approves  additional  refills  of  a 
prescription. 

6.  The  Committee  discourages  use  of  the  term 
“PRN”  as  a prescription  refill  authorization 
and  recommends  that  physicians  be  specific  in 
designating  1)  the  frequency,  2)  a maximum 
time  limit,  3)  a maximum  number  of  refills. 

Perinatology 

The  Medical  Society  of  Virginia  has  been  re- 
quested to  make  its  thoughts  known  concerning  a 
special  committee  proposed  by  the  Secretary  of  Hu- 
man Resources  to  act  in  an  advisory  capacity  regard- 
ing perinatology.  The  Chairman  of  the  Society’s  Ma- 
ternal Health  Committee  had  been  contacted 
concerning  the  proposal  and  his  thoughts  and  recom- 
mendations were  discussed. 

Dr.  Dunn  believed  that  the  makeup  of  the  Com- 
mittee should  be  broad  enough  to  involve  all  organi- 
zations that  are  statewide  and  have  serious  concerns 
about  pregnancy  and  its  outcome.  He  mentioned 
such  groups  as  Virginia  Academy  of  Family  Physi- 
cians, Virginia  Ob-Gyn  Society,  Virginia  Section  of 
ACOG,  Virginia  Section  of  NAACOG,  Virginia 
Chapter  of  the  American  Academy  of  Pediatrics  and 
The  Virginia  Pediatric  Society,  Fetus  and  Newborn 
Committee  and  the  Committee  on  Maternal  Health 
of  The  Medical  Society  of  Virginia.  He  also  felt  that 
members  of  the  proposed  committee  should  report 
back  to  their  parent  organizations.  Dr.  Dunn  went  on 
to  say  that  the  committee  should  be  considered  advi- 
sory in  nature  and  established  at  a sufficiently  high 
level  to  assure  its  serving  a truly  useful  purpose  in  af- 
fecting legislation  and  regulations  regarding  this  spe- 
cific form  of  health  care.  He  concluded  by  stating 
that  the  committee  represented  a positive  step  and 
should  be  supported  by  The  Medical  Society  of  Vir- 
ginia. 

Dr.  Holman  expressed  the  opinion  that  the  state’s 
academic  services  should  certainly  be  represented  on 
the  proposed  committee,  particularly  since  the  medi- 
cal schools  would  be  very  much  involved. 

A motion  was  offered  by  Dr.  Taylor  to  support  the 
establishment  of  the  proposed  committee  in  keeping 
with  the  recommendations  submitted  by  Dr.  Dunn, 
Chairman  of  the  Society’s  Committee  on  Maternal 
Health.  The  motion  also  recommended  that  a repre- 
sentative of  the  academic  services  be  included  on  the 
committee.  The  motion  was  seconded  and  carried. 

It  was  the  consensus  that  the  committee,  once  es- 
tablished, would  very  likely  report  to  the  Department 
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of  Health.  It  was  also  agreed  that  the  committee 
should  very  definitely  act  in  an  advisory  capacity  to 
the  State  Health  Coordinating  Council. 

Subsequent  to  Council’s  action,  a motion  was  in- 
troduced by  Dr.  Kuykendall  calling  for  reconsider- 
ation. It  was  seconded  and  adopted.  At  issue  was  the 
question  of  whether  the  Committee  on  Perinatology 
should  be  under  the  Department  of  Health  or 
whether  it  should  be  a special  committee  of  The 
Medical  Society  of  Virginia.  There  were  those  who 
felt  that  the  Society  would  be  exceeding  its  pre- 
rogative should  it  attempt  to  establish  a committee 
proposed  by  others  and  already  in  the  first  stages  of 
development. 

A motion  was  then  offered  by  Dr.  Cook  approving 
the  concept  of  the  committee  and  recommending  that 
it  be  a part  of  The  Medical  Society  of  Virginia.  The 
motion  also  recommended  that  it  serve  in  an  advi- 
sory capacity  to  SHCC.  The  motion  was  seconded 
but  failed  to  carry. 

Podiatry 

The  Richmond  Academy  of  Medicine  had  re- 
quested Council  to  seek  legislative  action  restricting 
the  writing  of  prescriptions  by  podiatrists  to  those 
drugs  necessary  to  the  care  of  the  “limited  conditions 
of  the  feet  for  which  they  are  trained”.  It  was  the 
feeling  of  the  Academy  that  podiatrists  should  not  be 
rendering  primary  care  to  patients  with  metabolic, 
cardiovascular,  etc.,  diseases.  Mentioned  was  the  fact 
that  some  podiatrists  are  thought  to  be  writing  pre- 
scriptions for  colchicine  in  the  treatment  of  gout  and 
diuretics  for  patients  suffering  with  edema  of  the  feet. 
During  discussion  of  the  matter,  it  was  agreed  that 
involving  the  General  Assembly  should  be  avoided  if 
at  all  possible.  Council  was  then  advised  that  the 
Board  is  aware  of  the  situation  and  that  legal  deci- 
sions are  required  as  to  what  the  code  says  podiatrists 
can  and  cannot  do. 

Following  a motion  by  Dr.  Cook  to  postpone  in- 
definitely, a substitute  motion  was  offered  by  Dr. 
Green  directing  that  the  matter  be  referred  to  the 
Board  of  Medicine  and  that  every  effort  be  made  to 
hold  informal  discussions  on  possible  solutions.  The 
motion  was  seconded  and  carried. 

Dr.  Haley 

Council  was  advised  that  Dr.  Harold  Haley  is  a 
candidate  for  election  to  the  Council  on  Medical 
Education  of  the  American  Medical  Association.  He 
will  be  the  only  Virginian  running  for  the  AM  A of- 
fice this  year  and  seeks  the  support  of  the  Society. 
Two  non-incumbent  seats  on  the  Council  become 
available  in  July — the  first  time  in  several  years  that 


such  openings  have  existed.  Dr.  Haley  indicated  that 
written  indication  of  Society  support  is  needed  and 
that  he  hopes  The  Medical  Society  of  Virginia  will 
place  his  name  in  nomination.  He  promises  an  active 
campaign  and,  in  response  to  a question,  estimated 
the  cost  at  between  $400-$500. 

Following  strong  expressions  of  support  from  Vir- 
ginia’s AMA  delegates  and  members  from  the  Roa- 
noke area,  a motion  was  offered  by  Dr.  Nipe  sup- 
porting Dr.  Haley’s  candidacy  and  authorizing  the 
expenditure  funds  in  an  amount  not  to  exceed  $400. 
The  motion  was  seconded  and  adopted. 

Insurance  Committee 

The  Insurance  Committee  met  on  January  12  and 
recommended  that  Council  authorize  a study  to  de- 
termine the  feasibility  of  setting  up  a Society-spon- 
sored captive  insurance  company  for  professional  lia- 
bility coverage.  The  cost  of  such  study  was  estimated 
at  $6,000. 

Mr.  Gordon  McLean  and  Mr.  John  W.  Crews, 
speaking  on  behalf  of  the  Virginia  Hospital  Insur- 
ance Reciprocal,  discussed  the  operation  of  the  re- 
cently established  company. 

They  reported  that  the  operation  was  proving 
quite  successful  and  that  premium  savings  have  al- 
ready been  realized.  There  are,  at  the  present  time, 
some  nineteen  physician-owned  companies  in  the  na- 
tion and  a trend  in  this  direction  might  well  be  devel- 
oping. North  Carolina  was  cited  as  a classic  example 
of  what  could  be  accomplished.  Strict  control  was 
said  to  be  one  of  the  reasons  such  companies  are 
proving  successful — particularly  where  the  rejection 
of  bad  risks  is  concerned.  This  raised  a question  as  to 
what  liability  a Society  might  possibly  incur  when 
coverage  is  rejected  under  a physician-owned  com- 
pany. 

Mr.  McLean  stated  that  a feasibility  study  started 
immediately  could  be  completed  by  June  30.  The  ac- 
tual writing  of  coverage  could  then  be  expected  to 
begin  approximately  six  months  later.  The  reinsur- 
ance factor  is  vital  and  the  availability  of  such  cov- 
erage an  absolute  necessity.  Also  brought  out  was  the 
fact  that  most  physician-owned  companies  are  using 
the  claims-made  approach. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  the  Society’s  own  in- 
surance coordinator  would  conduct  a feasibility 
study  at  no  cost.  It  seemed  to  be  the  consensus,  how- 
ever, that  any  such  study  should  be  conducted  by  an 
independent  consultant  who  has  no  interest  in  ad- 
ministering such  a program.  It  was  also  brought  out 
that  while  the  North  Carolina  experience  has  been 
very  good,  it  enjoys  a unique  position  where  mal- 
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practice  is  concerned.  From  all  indications,  North 
Carolina  is  not  a suit-conscious  state  and  no  tremen- 
dously large  suits  have  ever  been  filed.  Whether  this 
situation  will  persist  is  anyone’s  guess. 

A question  was  raised  as  to  whether  there  exists 
any  real  need  for  the  Society  to  explore  the  feasibility 
of  a captive  company.  It  was  agreed  that  many  ques- 
tions need  to  be  answered  before  definitive  action  is 
taken. 

Dr.  Hagood  then  moved  that  the  Society  seek  a 
second  opinion  concerning  the  need  for  a feasibility 
study  and  that  any  consulting  company  selected  for 
such  study  be  one  which  does  not  market  profes- 
sional liability  coverage.  The  motion  requested  that  a 
report  be  made  to  Council  at  its  next  meeting.  The 
motion  was  seconded. 

Dr.  Caravati  then  offered  a substitute  motion  re- 
ferring the  matter  back  to  the  Insurance  Committee 
for  review  and  further  study — taking  into  consid- 
eration the  latest  information  available.  The  results 
of  the  Committee’s  review  and  its  recommendations 
would  be  made  known  to  Council  during  its  April 
meeting.  The  motion  was  seconded  and  carried. 

Legislative  Roundup 

Mr.  Goolsby  and  Mr.  Osbum  brought  Council  up- 
to-date  on  what  has  transpired  in  the  General  As- 
sembly thus  far.  Of  particular  interest  and  concern 
was  legislation  involving  optometrists,  clinical  social 
workers  and  podiatrists.  All  bills  are  being  watched 
very  closely  and  testimony  presented  whenever  the 
situation  warrants.  Although  it  is  a bit  early  to  make 
any  prediction,  the  overall  situation  is  encouraging. 

Section  on  Medical  Schools 

Dr.  Holman  discussed  the  advantages  to  be  ob- 
tained from  the  creation  of  a section  on  medical 
schools  and  expressed  the  hope  that  Council  would 
give  the  matter  very  serious  consideration.  Some 
states — particularly  Pennsylvania — have  created 
such  sections  and  have  found  them  invaluable  in 
their  relationships  with  medical  schools. 

It  was  suggested  that  Dr.  Holman  prepare  a formal 
proposal  for  distribution  prior  to  the  next  meeting  of 
Council  in  April.  A motion  to  this  effect  by  Dr.  Gail- 
liot  was  seconded  and  adopted. 

AMPAC 

Mr.  Tom  Norton,  a staff  member  of  AMPAC, 
stated  that  government  continues  to  increase  its  ac- 
tivities where  the  delivery  of  health  care  is  con- 
cerned. The  only  answer  to  the  problem  is  personal 
involvement  by  the  individual  physician  at  both  state 
and  national  levels.  He  stated  that  the  PAC  move- 


ment provides  the  physician  one  of  the  most  effective 
means  of  becoming  involved. 

HMOs 

Dr.  Caravati  expressed  concern  over  legislation 
currently  before  the  Congress  which  would  accord 
HMOs  favorable  treatment  by  the  government.  He 
stated  that  his  concern  is  shared  by  some  members  of 
Congress,  particularly  Congressman  Satterfield. 

It  was  brought  out  that  HMOs  are  fundamentally 
different  from  other  health  care  delivery  systems  and 
have,  for  a long  time,  been  a source  of  controversy.  A 
suggestion  was  made  that  Mr.  DeBolt  prepare  a re- 
lease pointing  out  the  weaknesses  in  the  legislation 
concerned  and  the  threat  it  poses  to  the  delivery  of 
health  care  in  the  nation.  It  was  also  recommended 
that  a letter,  incorporating  Mr.  DeBolt’s  release,  be 
sent  all  state  medical  societies  urging  their  opposition 
to  the  bill.  A motion  to  this  effect  was  introduced  by 
Dr.  Caravati  and  was  adopted.  It  was  agreed  that  the 
Society’s  opposition  would  be  directed  specifically 
against  the  legislation  before  the  Congress. 

Specialty  Society  Representation  in  the  House 

All  specialty  groups  within  the  state  have  been 
contacted  concerning  their  interest  in  being  repre- 
sented in  the  House  of  Delegates  of  The  Medical  So- 
ciety of  Virginia.  Fifteen  replies  have  been  received, 
with  13  in  favor  of  such  representation.  The  hope  has 
been  expressed  that,  should  such  representation  be 
made  possible,  it  would  constitute  the  biggest  step  yet 
toward  establishing  the  closest  possible  working  rela- 
tionship between  the  Society  and  the  various  special- 
ties. 

During  the  discussion  it  was  brought  out  that  there 
exists  considerable  differences  of  opinion  as  to  the 
apportionment  of  delegates.  Should  each  specialty 
society  be  granted  one  delegate,  the  size  of  the  House 
would  increase  by  approximately  20  members. 
Should,  on  the  other  hand,  some  other  formula  be 
employed,  the  size  of  the  House  could  increase  tre- 
mendously. 

A motion  by  Dr.  Hagood  to  postpone  indefinitely 
was  seconded. 

A substitute  motion  was  then  introduced  by  Dr. 
Wootton  which  would  refer  the  matter  to  the  Com- 
mittee on  Long  Range  Planning  for  its  study  and  rec- 
ommendations. The  substitute  motion  was  seconded 
and  adopted. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Charles  E.  Davis,  Jr.,  M.D.,  President 
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Chairmen  of  thirteen  Eastern  Virginia  Medi- 
cal School  departments  gathered  for  this  picture.  Front 
row,  left  to  right:  J.  Powell  Williams,  MD,  Diagnostic  Ra- 
diology; Margaret  C.  Conrad,  PhD,  Physiology;  James  E. 
Etheridge,  Jr.,  MD,  Neurology;  Joseph  T.  Mullen,  MD, 
Surgery;  and  F.  Stanley  Porter,  MD,  Pediatrics. 

Second  row,  left  to  right:  James  P.  Baker,  MD,  Internal 
Medicine;  Desmond  R.H.  Gourley,  PhD,  Pharmacology; 
and  Robert  J.  Faulconer,  MD,  Pathology. 

Third  row,  left  to  right:  William  T.  Humphrey,  MD, 
Ophthalmology;  Donald  J.  Merchant,  PhD,  Microbiology/ 


Immunology;  Robert  L.  Cassidy,  MD,  Family  Practice; 
Karl  A.  Schellenberg,  MD,  Biochemistry;  and  Joseph  T. 
McFadden,  MD,  Neurosurgery. 

These  department  chairmen  were  not  present  for  this 
picture:  Mason  C.  Andrews,  MD,  Obstetrics/Gynecology; 
Robert  Brownson,  PhD,  Anatomy;  Charles  Devine,  Jr., 
MD,  Urology;  Robert  Dorn,  MD,  Psychiatry/Behavioral 
Sciences;  Charles  Horton,  MD,  Plastic  Surgery;  Anas  M. 
El-Mahdi,  MD,  Radiation  Oncology/Biophysics;  Gary 
Schechter,  MD,  Otolaryngology;  and  Curtis  Spear,  MD, 
Orthopedics. 
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VIRGINIA  MEDICAL 


Salute  to  the  Third  of  a Triumvirate 


VIRGINIA  MEDICAL  devoted  its  February 
1977  issue  to  the  School  of  Medicine  at  the  Uni- 
versity of  Virginia,  its  April  1978  issue  to  the  Medical 
College  of  Virginia/ Virginia  Commonwealth  Uni- 
versity. This  issue  salutes  the  Eastern  Virginia  Medi- 
cal School  of  the  Eastern  Virginia  Medical  Author- 
ity. Thus  we  recognize  the  triumvirate  that  now 
educates  medical  students  in  our  state.  In  respect  to 
time,  this  sequence  of  introducing  our  medical 
schools  is  fitting:  The  school  of  medicine  in  Char- 
lottesville was  started  in  1825,  as  the  jewel  in  Mr.  Jef- 
ferson’s university;  what  is  now  the  Medical  College 
of  Virginia  opened  its  doors  in  Richmond  in  1838  as 
the  Medical  Department  of  Hampden-Sydney  Col- 
lege; and  now  the  Eastern  Virginia  Medical  School 


has  accepted  its  first  class,  in  1973,  and  is  busily  en- 
gaged in  fulfilling  its  educational  purposes. 

Dr.  Holman  describes  here  the  origins  of  the  East- 
ern Virginia  Medical  School  and  emphasizes  its  phi- 
losophy of  education  and  purposes.  Mr.  Quinlan 
gives  a heartening  view  of  the  rapid  development  and 
growth  that  is  taking  place,  emphasizing  the  Gradu- 
ate School  and  its  training  program. 

The  scientific  articles  have  been  chosen  from  those 
submitted  by  members  of  the  Faculty  of  Eastern  Vir- 
ginia Medical  School. 

Virginia  Medical  welcomes  EVMS  to  the  medi- 
cal school  triumvirate,  wishes  it  well,  and  thanks  its 
authors  for  the  fine  copy  that  makes  up  this  issue. 

W.  T.  Thompson  Jr.,  MD 


Eastern  Virginia  Medical  School: 
“Community-Based  School  Without  Walls” 


THE  symbol  of  the  Eastern  Virginia  Medical 
School  (EVMS)  of  the  Eastern  Virginia  Medical 
Authority  (EVMA)  depicts  triple  interlocking  strands 
representing  the  essential  relationships  needed  for 
the  development  of  an  excellent  regional  academic 
health  sciences  network.  Learning,  patient  care  and 
scholarly  endeavor,  organized  in  a coherent  regional 
educational  and  health  care  system,  are  the  elements 
and  resources  needed  to  provide  quality  services.  The 
intertwined  loops  also  represent  the  several  commu- 
nities of  eastern  Virginia  which,  working  together, 
have  achieved  a degree  of  health  care  that  none  of 
them  alone  could  attain.  Finally,  the  symbol  empha- 
sizes the  essential  need  for  collaborative  efforts 
among  health  care  professionals  and  institutions — 
hospitals,  colleges,  universities,  the  Medical  School 
and  the  Medical  Authority. 


In  1824,  when  it  was  proposed  that  William  and 
Mary  College  move  to  Richmond  to  establish  schools 
of  theology  and  medicine.  Thomas  Jefferson  wrote: 
No,  sir,  Richmond  is  no  place  to  furnish  subjects  for 
clinical  lectures.  I have  always  had  Norfolk  in  view 
for  this  purpose.  The  climate  and  Pontine  country 
around  Norfolk  render  it  truly  sickly  in  itself.  It  is 
moreover  the  rendezvous  not  only  of  the  shipping  of 
commerce,  but  of  the  vessels  of  the  public  navy.  The 
United  States  have  there  a hospital  already  estab- 
lished and  supplied  with  subjects  from  these  local  cir- 
cumstances. I had  thought,  and  have  mentioned  to 
yourself  and  your  colleagues,  that  when  our  medical 
school  has  got  well  under  way,  we  should  purpose  to 
the  federal  government  the  association  with  that  es- 
tablishment, and  at  our  own  expenses,  of  the  clinical 
branch  of  our  medical  school,  so  that  our  students 
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after  qualifying  themselves  with  the  other  branches 
of  the  science  here  (in  Charlottesville),  might  com- 
plete their  course  of  preparation  by  attending  clinical 
lectures  for  six  or  twelve  months  at  Norfolk. ' 

This  early  view  of  utilizing  established  community 
hospital  resources  for  clinical  studies,  and,  by  so 
doing,  improving  the  health  of  a community,  is  pre- 
cisely the  premise  promulgated  by  the  founders  of 
the  EVMS.  The  school,  established  through  over- 
whelming community  support,  is  committed  to 
achieving  excellence  in  the  continuum  of  medical 
education  and  to  the  improvement  of  health  care  in 
eastern  Virginia,  the  Commonwealth  and  the  nation.2 

The  Eastern  Virginia  Medical  School  is  a seminal 
division  of  the  Eastern  Virginia  Medical  Authority 
(formerly  the  Norfolk  Area  Medical  Center  Author- 
ity). The  latter  was  created  by  legislative  act  in 
March,  1964  after  several  years  of  planning  by  local 
civic  leaders,  health  planners,  physicians  and  inter- 
ested citizens.  This  legislation  states,  in  part, 

....An  Act  to  create  the  Norfolk  Area  Medical  Center 
Authority;  provide  for  appointment  and  terms  of  of- 
fice of  members  of  the  Authority  and  for  election  of 
certain  officers;  to  prescribe  the  powers  and  duties  of 
the  Authority  including  the  power  to  borrow  money 
and  issue  bonds;  and  to  authorize  certain  cities  to  ex- 
ercise certain  powers  in  cooperation  with  the  Author- 
ity.... 

Thus,  after  several  years  of  planning,  exhorting, 
and  convincing,  the  civic  and  professional  leaders 
had  an  official  mandate  from  the  Commonwealth  of 


Virginia  to  develop  a medical  school,  a medical  edu- 
cational system,  and  health  care  programs  in  eastern 
Virginia. 

The  first  Chairman  of  the  Board  of  Commissioners 
of  the  Eastern  Virginia  Medical  Authority  was  Dr. 
Mason  C.  Andrews,  a leading  Norfolk  obstetrician 
and  gynecologist.  Under  his  leadership  a sound  clini- 
cal base  was  laid,  on  which  a medical  education  pro- 
gram of  excellence  could  follow.  From  1964  until 
1969  several  new  clinical  elements  were  brought  into 
being  in  the  Norfolk  area  to  serve  as  the  basis  for  the 
Medical  School,  notably  a cardiac  diagnostic  labora- 
tory, cardiac  surgery  and  renal  dialysis.  Others  were 
to  follow.  Recognizing  the  need  for  the  development 
of  regional  resources,  since  state  funds  had  not  been 
provided  to  the  Authority  for  implementing  its  man- 
date, widespread  community  support  from  eastern 
Virginia  was  sought  and  obtained.  The  best  exam- 
ple of  this  support  is  exemplified  by  the  success  of  the 
Eastern  Virginia  Medical  School  Foundation, 
formed  in  December,  1969.  The  Foundation  brought 
together  civic  leaders,  businessmen,  health  planners 
and  politicians  of  eastern  Virginia,  who  committed 
themselves  to  raising  the  necessary  funds  to  finance 
the  Medical  School’s  development. 

The  regional  character  of  this  Foundation  contin- 
ues to  the  present.  Their  fund  raising  campaign  has 
been  overwhelmingly  successful  as  they  have  raised 
over  22  million  dollars  in  cash  and  pledges  to  date. 
These  monies  have  provided  much  of  the  capital 
costs  of  the  medical  school  as  well  as  creating  an  on- 


Table  1.  Hospitals  of  the  EVIMEC. 


Name  of  Hospital 

City 

Approved  Beds 

Outpatient  Visits 

Bay  side 

Virginia  Beach 

166 

9,984 

Chesapeake  General 

Chesapeake 

141 

5,200 

Children’s  Hospital  of  the  Kings  Daughters 

Norfolk 

92 

24,444 

Community  Mental  Health  Center  and  Psychiatric  Institute 

Norfolk 

56 

3,600 

DePaul 

Norfolk 

391 

93,121 

Ear,  Nose  and  Throat 

Norfolk 

16 

405 

General  Hospital  of  Virginia  Beach 

Virginia  Beach 

263 

43,713 

Hampton  General 

Hampton 

390 

21,404 

Louise  Obici  Memorial 

Suffolk 

240 

2,129 

Mary  Immaculate 

Hampton 

120 

NA 

Maryview 

Portsmouth 

346 

74,341 

Medical  Center  Hospitals  (2) 

Norfolk 

879 

44,700 

Naval  Regional  Medical  Center 

Portsmouth 

931 

1,097,043 

Norfolk  Community 

Norfolk 

190 

7,138 

Northhampton  Accomack  Memorial  Hospital 

Nassawatox 

125 

NA 

Portsmouth  General 

Portsmouth 

311 

26,534 

Portsmouth  Psychiatric  Center 

Portsmouth 

90 

NA 

Riverside 

Newport  News 

641 

49,416 

Southhampton  Memorial 

Franklin 

170 

24,148 

Tidewater  Psychiatric  Institute 

Virginia  Beach/Norfolk 

122 

NA 

U S.  Public  Health  Service 

Norfolk 

148 

113,766 

Veterans  Administration  Center 

Hampton 

384 

60,459 

Whitaker  Memorial 

Newport  News 

126 

NA 

TOTAL 

6,138 

1.746,245 

Data  provided  through  LCME  self-study  and  by  Health  Systems  Agency  V (HSA  V)  of  Virginia.  Reporting  is  for  the  year  1976. 
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going  endowment  to  support  the  School’s  yearly  op- 
erating budget. 

The  possibility  of  building  a university  hospital 
was  considered  in  the  early  development  years,  but 
the  limitation  of  available  resources  led  to  abandon- 
ing this  concept.  Rather,  the  organizing  principle  be- 
came that  of  “a  community-based  medical  school 
without  walls”.  This  approach  obviously  required  the 
full  fledged  support  of  the  existing  health  institutions, 
health  agencies,  city  councils  and  physicians  of  east- 
ern Virginia,  without  which  the  School  would  never 
have  been  established. 

The  charter  Dean,  Dr.  Robert  Manning,  came  to 
Tidewater  in  June  1971  and  set  about  recruiting  a 
faculty  and  planning  for  a unique  medical  education 
program.  A confederation  of  15  hospitals  was  formed 
just  prior  to  his  arrival  to  serve  as  a template  for  the 
undergraduate,  graduate  and  continuing  medical 
education  activities  that  would  be  needed.  This  hos- 
pital consortium,  the  Eastern  Virginia  Interhospital 
Medical  Education  Committee,  has  now  matured  to 
the  point  where  24  hospitals  with  over  6,100  inpatient 
beds  and  1.7  million  outpatient  visits  per  year  are 
providing  the  environment  for  the  educational  pro- 
grams of  the  EVMS  and  the  EVMA  (Table  1). 

In  the  original  planning,  the  possibility  of  Old  Do- 
minion University,  newly  created  as  a university  in 
1969,  serving  as  an  academic  base  for  the  medical 
school  was  seriously  considered.  There  was,  however, 
concern  by  state  government  as  to  whether  a pri- 
vately financed  institution  could  appropriately  inter- 
relate with  a state  financed  university.  As  a con- 
sequence of  this  concern,  this  relationship  did  not 
materialize. 

During  the  early  accreditation  process  (1971- 
1973),  the  absence  of  a strong  academic  base  was  of 
major  concern  to  the  Liaison  Committee  on  Medical 
Education.  The  first  president  of  the  Eastern  Virginia 
Medical  Authority,  Dr.  Richard  Magraw,  came  to 
Tidewater  in  April,  1973.  To  answer  this  concern  he 
personally  initiated  early  meetings  of  the  presidents 
of  several  institutions  of  higher  education  in  eastern 
Virginia  and  throughout  the  state — The  College  of 
William  and  Mary,  Hampton  Institute,  the  NAMCA, 
Norfolk  State  College,  Old  Dominion  University, 
Virginia  Polytechnic  Institute  and  State  University 
and  Virginia  Wesleyan  College — with  the  intent  of 
developing  an  educational  consortium  to  serve  in 
part  as  the  academic  base  of  the  medical  education 
programs.  This  has  evolved  into  the  Eastern  Virginia 
Health  Education  Consortium  (EVHEC)  and  now 
represents  several  academic  institutions  (Table  2). 

The  accreditation  teams  were  also  concerned 
about  the  financial  base  of  the  School.  President 


Table  2.  Eastern  Virginia  Health  Education  Consortium*  1978. 


College  or  University 

City  or  Area 

Christopher  Newport 
Eastern  Virginia  Medical 
Authority 

-C 

Newport  News 
Norfolk  & Region 

Hampton  Institute 

-C 

Hampton 

Norfolk  State 

-c 

Norfolk 

Old  Dominion 

-u 

Norfolk  & Region 

Thomas  Nelson  Community 

-c 

North  Hampton  Roads 

Tidewater  Community 

-c 

South  Hampton  Roads 

College  of  William  and  Mary 

-u 

Williamsburg 

* Associated  institutions  include  Virginia  Wesleyan  College  and 
Virginia  Polytechnic  Institute  and  State  University 


Magraw  and  Dean  Manning  recognized  that  a sub- 
stantial and  stable  resource  base  would  be  needed  to 
support  the  proposed  educational  programs  for  96 
medical  students  per  class.  They  sought,  and  success- 
fully obtained,  the  financial  support  of  six  municipal- 
ities in  eastern  Virginia.  As  a consequence,  the  Nor- 
folk Area  Medical  Center  Authority  officially 
became  the  Eastern  Virginia  Medical  Authority  in 
June,  1975,  with  representation  on  its  Board  of  Com- 
missioners from  the  cities  of  Chesapeake,  Hampton, 
Norfolk,  Portsmouth,  Suffolk  and  Virginia  Beach.  It 
is  expected  that  the  city  of  Newport  News  will  be- 
come an  active  participant  in  the  immediate  future. 
Thus,  the  consortium  of  municipalities,  with  the  con- 
sortium of  hospitals  and  educational  institutions, 
serves  as  the  major  resource  base  for  this  regional 
system  of  medical  education,  and  ultimately  assured 
accreditation. 

During  the  LCME  review,  concern  was  also  raised 
about  how  to  establish  and  finance  graduate  medical 
education  as  an  integral  part  of  the  educational  en- 
terprise. The  concept  of  regional  residency  programs 
was  first  advanced  in  the  fall  of  1972.  The  Board  of 
Commissioners,  after  intensive  negotiations  with  the 
hospitals  who  already  had  existing  residency  pro- 
grams, in  August,  1974,  created  the  Eastern  Virginia 
Graduate  School  of  Medicine  (EVGSM)  to  oversee 
residency  program  development.  This  approach  was 
initiated  under  the  directorship  of  Dr.  Charles  Hor- 
ton in  July,  1975.  With  substantial  growth  in  terms  of 
number  of  programs  and  involved  hospitals  (Figure 
1),  the  EVGSM  now  oversees  approximately  200 
residents  and  12  fellows. 

Thus  the  academic,  financial  and  organizational 
elements  needed  to  support  the  “regional  medical 
school  without  walls”  were  achieved  and  accredita- 
tion was  granted  in  June,  1973;  24  students  entered 
the  school  as  the  charter  class  in  October  of  that  year. 
In  February,  1978,  the  school  was  reaccredited  for 
three  additional  years. 

As  a basic  science  faculty  was  assembled  and  par- 
ticularly as  Lewis  Hall  neared  completion,  the  need 
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for  advanced  degree  programs  at  the  Master’s  and 
PhD  level  was  addressed.  Again  utilizing  the  organiz- 
ing principle  of  regional  cooperative  efforts,  a study 
was  initiated  in  January,  1976,  under  the  auspices  of 
the  State  Council  of  Higher  Education  and  as  a sub- 
committee of  the  EVHEC  to  determine  how  best  to 
develop  health  professions  educational  programs  in 
eastern  Virginia. 

After  several  months  of  intensive  study,  agreement 
was  reached  among  the  participating  institutions  as 
to  how  best  to  develop  these  programs.3  Table  3 sum- 
marizes these  agreements,  identifies  which  institu- 
tions would  develop  undergraduate  and  graduate 
health  professions  educational  programs,  which  insti- 
tutions would  work  with  each  other  in  their  develop- 
ment, and  whether  or  not  joint-degree  authorization 
would  be  sought.  As  a result  of  this,  a joint  Doctor  of 
Clinical  Psychology  program  and  a joint  PhD  pro- 
gram in  bio-medical  sciences  have  begun.  Several 
other  programs  involving  participating  institutions, 
but  not  the  EVMS,  have  also  started. 

Because  of  the  wide-spread  interest  in  this  ap- 
proach, a coordinator  for  health  professions  educa- 
tion has  been  hired  and  with  his  assistance,  this  ap- 
proach is  being  extended  to  the  sub-baccalaureate 
programs  involving  the  senior  institutions,  commu- 
nity college  systems  and  area  hospitals.  It  is  antici- 
pated that  a similar  plan  for  these  programs  will 
emerge. 

The  regional  organizing  principle  has  provided  an 
opportunity  for  the  participation  of  several  practicing 
physicians  and  other  health  professionals  as  faculty 
of  Eastern  Virginia  Medical  School.  The  growth  in 
this  area  has  been  equally  spectacular,  rising  from  12 
to  over  800  from  1972  to  1978.  This  includes  97  full- 
time faculty. 

Recognizing  the  splendid  opportunity  for  contin- 
uing physician  education  in  relation  to  this  large 
community-based  faculty,  an  office  for  Continuing 
Medical  Education  was  established  within  the  Medi 
cal  School  in  the  fall  of  1975.  This  program  now  op- 
erates in  22  of  the  24  EVIMEC  hospitals  and  reached 
nearly  1,000  physicians  last  year.  Each  year  faculty 
members  receive  a computer  printout  of  their  total 
continuing  education  credits. 

As  the  interest  in  other  health  professional  educa- 
tion developed  through  the  TAHEC  study3  and  the 
maturing  of  EVHEC,  efforts  were  mounted  to  develop 
continuing  health  education  in  the  EVIMEC  hospital 
system.  This  has  been  highly  successful,  and  last  year 
over  2000  employees  of  21  hospitals  participated  in 
these  programs.  Almost  50  programs  are  planned  for 
this  coming  year. 

The  original  education  concepts  of  Dean  Manning 


did  not  survive  the  accreditation  process  although  the 
primary  mission  of  educating  physicians  for  medical 
practice  remains. 

Originally,  a non-departmentalized,  small,  full- 
time faculty  working  with  community  physicians  and 
educators  was  to  develop  a curriculum  with  an  initial 
phase  of  learning  the  principles  of  the  sciences  basic 
to  medical  practice  followed  by  a second  phase  con- 
sisting of  a series  of  clinical  experiences,  leading  to  a 
third  phase  in  which  a student  would  select  in-depth, 
maturing,  clinical  and  basic  science  activities.  The 
objectives  were  to  be  so  clear  that  learning  would  be- 
come the  constant  and  time  the  variable.  Achieve- 
ment and  demonstration  of  learning  would  be  the 
criteria  of  performance.  A teacher,  in  addition  to 
imparting  information,  was  to  be  a “learning  facili- 
tator”, a diagnostician  of  a student’s  learning  prob- 
lems, and  a colleague  to  assist  the  student  to  over- 
come them.  An  integrating  principle  of  the  proposed 


Table  3.  TAHEC  Study.  Possible  Health-Professions  Edu- 
cational Programs  in  Eastern  Virginia,  Baccalaureate  and  Gradu- 
ate (Modified  1978) 


Programs 

Institution 

BS  in  Art  Therapy 

NSC  (Lead)* 

BS  in  Music  Therapy 

NSC  (Lead) 

BS  in  Medical  Records 

NSC  or  CNC  (Lead) 

Administration 

BS  in  Medical  Social  Work 

NSC  (Lead) 

BS  in  Dietetics  and  Nutrition 

NSC  (Lead) 

BS  in  Dance  Therapy 

CNC  (Lead) 

BS  in  Radiologic  Technology 

NCN  (Lead) 

BS  in  Physical  Therapy 

ODU  (Lead) 

BS  in  Health  Education 

CNC/HI  NSC/ODU 
(Cooperative)** 

BS  in  Health  Administration 

CNC/NSC/ODU  (Joint)*** 

BS  in  Pharmacy 

EVMS/NSC/ODU  (Joint) 

BS  in  Occupational  Therapy 

ODU  (Lead) 

Residency  Programs  for  MDs 

EVMA 

MS  in  School  Health 

ODU  or  NSC/ODU  (Joint) 

Education 

MS  in  Community  Health 

ODU  or  NSC/ODU  (Joint) 

Education 

MS  in  Medical  Technology 

ODU 

MS  in  Health  Administration 

ODU  or  EVMS/NSC/ODU 
(Joint) 

MS  in  Public  Health 

ODU  or  EVMS/ODU  (Joint) 

MS  in  Dietetics  and  Nutrition 

NSC/ODU  (Joint) 

MS  in  Art  Therapy 

EVMA/ODU  (Joint) 

MS  in  Nursing 

HI/ODU  (Cooperative) 

MA  in  Communication 

HI  or  HI/ODU  (Cooperative) 

Disorders 

MA  in  Gerontology 

HI/NSC/ODU  (Cooperative) 

Doctor  of  Psychology  (PsyD) 

EVMA/ODU/W&M  (Joint) 
with  NSC 

PhD  in  Health  Education 

EVMA/ODU  (Joint) 

PhD  in  Biomedical  Sciences 

EVMA/ODU  (Joint) 

* Lead:  Home  campus  for  program  but  with  significant  sharing 
with  other  area  institutions  and  their  students. 

**  Cooperative:  Individual  degree  programs  but  with  sharing  of 
staff,  facilities,  faculty  and  coursework. 

***  Joint:  Single  degree  program  with  participating  institutions 
providing  approximately  equal  parts  of  education  of  each  student. 
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Fig.  1.  Expansion  of  Hospital/Residency  Rotations  at 
Eastern  Virginia  Graduate  School  of  Medicine. 


instructional  sequence  was  to  be  “problem  solving  in 
a clinical  environment”. 

Dean  Manning  also  stated  additional  missions, 
which  included  ensuring  excellent  and  quality  con- 
tinuing physician  education,  a significant  com- 
mitment of  the  administration  and  the  faculty  to  re- 
search for  advancing  medical  knowledge,  and  the 
provision  of  high  quality  patient  care  services. 

Manning  also  recognized  the  national  need  for  pri- 
mary care  physicians.  He  believed  that  effective  pa- 
tient care  depended  as  much  on  a caring  attitude  as  it 
did  on  the  mastery  of  the  knowledge  and  application 
of  medical  sciences.  Thus  the  overall  goal  of  the 
school  became  identified  as  a commitment  to  ex- 
cellence in  educating  physicians  for  the  scientific  and 


compassionate  care  of  patients,  particularly  in  a pri- 
mary care  setting.  This  continues  as  the  primary  goal 
of  EVMS. 

The  present  medical  student  curriculum  is  a three- 
year,  three-phase,  33-month  program.  The  three 
phases  consist  of  a 15-month  first  phase  of  basic  sci- 
ence, clinical  correlations,  introduction  to  clinical 
skills  and  preceptorship  experiences.  A 12-month  ro- 
tating clinical  clerkship  in  six  major  disciplines,  and 
a nine-month  selective  experience  including  addi- 
tional mandatory  opportunities  in  medicine  and  sur- 
gery follows.  Physician  offices  and  six  regional  hospi- 
tals are  utilized  for  experiences  in  clinical  skills  and 
preceptorships  in  phase  one.  Clinical  clerkships  are 
provided  in  eight  hospitals  and  selective  programs 
utilize  14  hospitals,  several  community  agencies  and 
many  physicians’  offices. 

Although  much  remains  to  be  done,  substantial 
progress  has  been  made  in  the  seven  years  since 
Dean  Manning  arrived  in  Tidewater.  The  last  five 
years  of  growth  have  been  due  in  large  part  to  the 
creative  leadership  of  President  Magraw,  the  first 
president  of  the  Authority.  The  regional  template  is 
now  well  established.  The  extent  to  which  it  can  be 
fully  realized  is  limited  only  by  the  imagination  of  an 
already  creative  faculty,  administration  and  commu- 
nity. 

Gerald  H.  Holman,  MD 
Dean,  Eastern  Virginia  Medical  School 
700  Olney  Road,  Norfolk  VA  23510 
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Eastern  Virginia 
Graduate 

School  of  Medfcme 

THE  Board  of  Commissioners  of  the  Eastern  Vir- 
ginia Medical  Authority  (EVMA)  created  the 
Eastern  Virginia  Graduate  School  of  Medicine 
(EVGSM)  in  September  1974.  This  action  was  the 
culmination  of  activities  by  citizens,  hospitals  and 
physicians  that  began  in  1973.  The  function  of  the 
Graduate  School  was  to  create  an  academic  milieu 
which  would  allow  the  community-based  residency 
programs  to  become  a regional  organizational  struc- 
ture. This  has  required  and  still  is  dependent  upon  an 
extremely  high  level  of  personal,  institutional,  and 
organizational  trust  in  order  to  develop,  maintain, 
and  expand  such  a structure. 

In  1974,  free-standing  residency  programs  existed 
at  DePaul  Hospital,  the  Children’s  Hospital  of  the 
King’s  Daughters  and  Norfolk  General  Division  of 
Medical  Center  Hospitals.  In  addition,  several  pro- 
grams were  managed  by  corporate  physician  groups. 
The  Eastern  Virginia  Medical  School  was  instrumen- 
tal in  establishing  residency  training  programs  in 
psychiatry  and  family  practice  prior  to  the  formation 
of  the  Graduate  School  in  late  1974. 

The  EVGSM  began  as  a functional  unit  of  the 
EVMA  with  the  selection  of  a director,  Charles  E. 
Horton,  MD,  in  April  1975.  In  July  1975,  the  Depart- 
ment of  General  Surgery  became  the  first  formal  pro- 
gram within  the  Graduate  School. 

At  this  time,  there  were  80  residents  in  the  Tide- 
water area,  nine  specialty  programs  and  six  hospitals 
serving  as  training  site  locations.  Half  of  these  resi- 
dents were  foreign  medical  graduates.  Each  hospital 
was  financially  and  educationally  responsible  for  its 
own  residents.  The  hospitals  each  had  a medical  edu- 
cation committee  of  the  medical  staff  whose  function 
was  to  oversee  resident  education.  In  excess  of  70%  of 
the  total  residents  were  training  at  Medical  Center 
Hospitals.  Each  of  the  hospitals  had  its  own  stipend 
and  fringe  benefit  program,  and  autonomous  organi- 
zations managed  these  programs. 

There  have  been  key  elements  which  have  allowed 
the  EVGSM  to  develop.  The  hospitals  allowed  the 
EVGSM  to  create  single  departmental  budgets  and 
transferred  funds  for  EVGSM  expenses  from  the 
hospitals  to  the  EVMA.  Thus,  a single  financial  and 
budgetary  management  system  was  created.  In  the 
first  year  (1975-76),  the  budget  was  1 million  dollars. 
In  1980,  the  budget  will  reach  5 million  with  an  aver- 
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Fig.  1. 

age  resident  cost  of  $22,000.  Another  element  was  the 
endorsement  by  departmental  and  program  chair- 
men of  the  creation  of  common  academic  policies, 
applicable  to  all  residents  in  all  programs.  In  addi- 
tion, the  Medical  School  and  the  EVMA  agreed  to 
delegate  to  the  Graduate  School  the  development  of 
“novel”  budgetary,  accounting  and  personnel  poli- 
cies. Finally,  the  active  support  of  the  practicing  phy- 
sicians of  the  region  which  provide  most  of  the  teach- 
ing and  supervisory  activities  of  the  new  residencies 
was  essential. 

The  most  impressive  characteristic  of  the  EVGSM 
is  one  of  growth.  The  number  of  residency  training 
programs  has  grown  from  9 to  17,  and  fellowships 
have  risen  from  1 to  7.  The  hospitals,  based  as  clini- 
cal education  sites,  have  increased  from  6 to  14.  The 
number  of  residents  has  increased  from  80  to  190, 
representing  50  medical  schools  in  26  states.  Of  the 
resident  population,  67%  are  married,  17%  are  fe- 
male, and  8%  minorities.  EVGSM  residents  vary  in 
age  from  25  to  55  with  the  average  age  being  30;  45% 
of  resident  education  is  in  the  primary  care  special- 
ities of  internal  medicine,  pediatrics  and  family  prac- 
tice. Residents  learn  on  84  services  in  14  hospitals, 
each  integrated  for  graduate  medical  education. 
Medical  Center  Hospitals  is  the  training  site  for  47% 
of  the  residents,  DePaul  16%,  Children’s  Hospital 
9%,  Community  Mental  Health  Center  5%,  1%  at  the 
US  Public  Health  Service  Hospital  and  4%  at  the 
Ghent  Family  Practicing  Unit.  The  end  result  is  that 
82%  of  the  residents  in  Norfolk  are  EVGSM,  1 1%  in 
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Hampton  and  7%  in  Portsmouth.  Applicant  numbers 
are  increasing  (Fig  1),  in  part  due  to  an  increasing 
number  of  EVMS  graduates  available  for  applying. 

Collectively,  these  residents  have  participated  in 
the  care  of  43,000  patients:  35,000  in  Norfolk,  5,000 
in  Hampton  and  3,000  in  Portsmouth.  By  prorating 
patient  origin  date,  we  can  estimate  that  42%  of  total 
patients  reside  in  Norfolk,  13%  in  Virginia  Beach, 
12%  in  Chesapeake,  10.5%  in  Portsmouth,  with  the 
Suffolk-Franklin  areas  representing  about  8%.  Ap- 
proximately 1 1%  of  the  total  patients  received  care  at 
the  Veterans  Administration  Medical  Center  in 
Hampton,  for  which  no  origin  data  is  available. 

In  1977,  60  residents  and  fellows  left  the  Graduate 
School,  38  of  whom  entered  private  practice,  the  re- 
maining 22  transferred  to  other  institutions  to  con- 
tinue their  graduate  medical  education;  45%  of  the 
residents  and  fellows  entered  private  practice  in  Vir- 
ginia. 

This  rapid  rate  of  growth  and  development  has 
had  its  expected  problems,  some  of  which  currently 
remain  to  be  resolved.  General  programs  need 
strengthening,  curriculum  (objectives)  development 
for  residency  education  has  not  been  perceived  as  a 
major  priority  and  the  integrated  hospitals  have 
placed  economic  constraints  on  the  budget.  The  pri- 
mary allegiance  of  what  happens  internally  to  resi- 


dency programs  is  a direct  relation  to  their  respective 
American  Boards.  The  teaching  relationships  be- 
tween medical  students  and  residents  present  need 
more  detailed  description.  There  are  regional-politi- 
cal-social desires  to  have  the  residency  training  pro- 
grams expand  to  additional  institutions,  in  a direc- 
tion and  at  a pace  that  is  not  necessarily  consonant 
with  the  present  direction  of  the  School. 

Major  growth  for  EVGSM  now  appears  to  be  ta- 
pering off  and  the  School  can  concentrate  on  consoli- 
dation, refinement,  and  reinforcement  of  current  pro- 
grams. Significant  progress  has  been  made  in 
interrelationships  between  the  Medical  School  and 
the  Graduate  School,  resulting  in  a blending  of  activ- 
ities to  the  benefit  of  all  concerned. 

EVGSM  is  one  of  four  of  its  kind  in  the  United 
States  and  the  only  graduate  medical  education  or- 
ganization where  all  residencies  are  integrated  as  op- 
posed to  affiliated  with  or  solely  in  one  university 
hospital. 

Thomas  H.  Quinlan,  MS, Ed 

Associate  Director, 

Eastern  Virginia  Graduate  School  of  Medicine 


All  Eastern  Virginia  Medical  School  pictures  in  this  issue 
were  kindly  provided  by  Mr.  Vern  Jones  of  the  EVMA  Pub- 
lic Affairs  Department. 


PENINSULA  PSYCHIATRIC 
HOSPITAL 

A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 
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Thomas  E.  Oast,  MD 

Dr.  Thomas  Edgar  Oast,  retired  Portsmouth  pedia- 
trician, died  December  30,  1978,  in  a Portsmouth 
hospital.  He  was  82  years  old. 

Dr.  Oast  was  born  in  Portsmouth  and  was  a gradu- 
ate of  Randolph-Macon  College  and  the  University 
of  Pennsylvania  School  of  Medicine.  He  had  been  a 
staff  member  of  two  Portsmouth  hospitals,  Ports- 
mouth General  and  Maryview.  His  membership  in 
The  Medical  Society  of  Virginia  encompassed  54 
years,  and  he  belonged  also  to  the  Portsmouth  Acad- 
emy of  Medicine  and  the  American  Medical  Associa- 
tion. 

Stanley  M.  Sager,  MD 

Dr.  Stanley  M.  Sager,  Woodstock,  died  January  1 1 
at  the  University  of  Virginia  Hospital.  He  was  52 
years  old.  An  orthopedic  surgeon.  Dr.  Sager  was  a 
graduate  of  the  George  Washington  School  of  Medi- 
cine and  trained  at  the  National  Naval  Medical  Cen- 
ter in  Maryland.  He  belonged  to  The  Medical  So- 
ciety of  Virginia,  the  Northern  Virginia  Medical 
Society,  the  American  Medical  Association,  and  the 
American  Academy  of  Orthopedic  Surgeons. 

Thomas  F.  Coates,  MD 

Dr.  Thomas  F.  Coates,  63,  died  February  25  at  his 
home  near  Crozier  after  a long  illness.  He  had  retired 
from  the  practice  of  psychiatry  in  1978  because  of  his 
health. 

Dr.  Coates  was  a graduate  of  Hampden-Sydney 
College  and  received  his  medical  degree  from  the 
Medical  College  of  Virginia  in  1941.  During  World 
War  II  he  served  in  the  Army  Medical  Corps,  attain- 
ing the  rank  of  major,  and  was  chief  of  psychiatry  at 
a military  hospital  in  Columbus,  Indiana.  He  was 
chief  resident  in  psychiatry  at  MCV  after  his  Army 
discharge  and  later  was  on  the  MCV  teaching  staff  as 
a lecturer  on  hypnosis,  being  regarded  as  an  in- 
novator for  his  early  use  in  the  1940s  of  hypno- 
therapy. 

He  was  one  of  the  owners  of  Westbrook  Psychiat- 
ric Hospital,  Richmond,  before  it  was  sold  in  1970  to 
Charter  Medical  Corporation  and  practiced  psychia- 
try at  Westbrook  from  1947  until  his  retirement,  serv- 
ing also  as  its  assistant  medical  director. 


Dr.  Coates  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  since  1949  and  belonged  also  to  the 
Richmond  Academy  of  Medicine,  the  American 
Medical  Association,  the  American  Psychiatric  Asso- 
ciation, and  the  Society  for  Clinical  Experimental 
Hypnosis  and  was  a past  president  of  the  Tri-State 
Medical  Association. 

R.  Finley  Gayle  III,  MD 

Dr.  Robert  Finley  Gayle  III,  56  years  old,  died  un- 
expectedly February  12  at  a Richmond  hospital  after 
a coronary  attack.  A psychiatrist  in  private  practice 
in  Richmond,  Dr.  Gayle  was  a past  president  of  the 
Neuropsychiatric  Society  of  Virginia  and  an  associ- 
ate clinical  professor  of  psychiatry  at  the  Medical 
College  of  Virginia. 

It  was  at  the  Medical  College  of  Virginia  that  Dr. 
Gayle  earned  his  medical  degree,  graduating  in  1949 
after  previous  education  at  Hampden-Sydney  Col- 
lege; he  served  a year  of  internship  at  MCV  and  re- 
turned there  as  chief  resident  after  two  years  in  resi- 
dency at  the  Westchester  Division  of  New  York 
Hospital.  He  was  a fighter  pilot  in  the  US  Air  Corps 
during  World  War  II  and  in  1954  went  into  private 
practice  with  his  father,  who  was  an  MCV  professor 
of  psychiatry.  He  was  an  attending  psychiatrist  at 
five  Richmond  hospitals — Richmond  Memorial,  St. 
Mary’s,  Westbrook  Psychiatric,  Johnston-Willis,  and 
Chippenham;  had  been  chairman  of  the  division  of 
psychiatry  at  Richmond  Memorial;  and  served  on  the 
professional  relations  committee  of  Blue  Cross  and 
Blue  Shield  of  Virginia. 

Dr.  Gayle’s  professional  memberships  included 
The  Medical  Society  of  Virginia,  the  American  and 
Southern  Psychiatric  Associations,  both  of  which  had 
elected  him  to  fellowship,  the  American  Medical  As- 
sociation, and  the  Richmond  Academy  of  Medicine. 
He  was  a diplomate  of  the  American  Board  of  Psy- 
chiatry. 

Allen  K.  Turner,  MD 

Dr.  Allen  Knox  Turner,  81  years  old,  died  January 
7 at  Bristol  Memorial  Hospital,  Bristol,  Virginia,  He 
was  in  the  active  practice  of  obstetrics  and  pediatrics 
in  Bristol  from  1932  to  1952,  when  he  was  forced  to 
retire  because  of  ill  health  due  to  rheumatoid  arthri- 
tis and  its  complications.  Dr.  Turner  was  a graduate 
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of  the  University  of  Tennessee  Medical  College, 
Memphis,  class  of  1927.  He  had  belonged  to  The 
Medical  Society  of  Virginia  33  years. 

Rudolph  C.  Thomason,  MD 

Dr.  Rudolph  Cabell  Thomason,  Richmond  oph- 
thalmologist, died  January  31  in  a Richmond  hospi- 
tal at  the  age  of  73.  He  had  retired  in  1970  from  his 
private  practice  and  his  professorship  at  the  Medical 
College  of  Virginia. 

Dr.  Thomason  was  a Roanoke  native  but  lived 
most  of  his  life  in  Richmond.  He  was  a graduate  of 
the  University  of  Richmond  and  received  his  medical 
degree  in  1929  from  the  Medical  College  of  Virginia, 
going  on  to  postgraduate  work  at  MCV  and  at  the 
University  of  Chicago.  He  helped  found  the  Rich- 
mond Eye  Hospital  in  the  early  1950s,  was  a past 
president  of  its  board  of  trustees  and  a trustee  until 
his  death. 

He  had  been  a member  of  The  Medical  Society  of 
Virginia  45  years  and  belonged  also  to  the  Richmond 
Academy  of  Medicine,  the  American  Medical  Asso- 
ciation, the  Richmond  Eye,  Ear,  Nose  and  Throat 
Society  and  the  Virginia  Society  of  Ophthalmology 
and  Otolaryngology.  He  served  as  secretary  of  the 
Medical  College  of  Virginia  Alumni  Association 
from  1969  until  his  death. 

Memoir  of  Powell  G.  Dillard 
1895-1978 

By  George  B.  Craddock,  MD, 

J.  E.  Haynsworth,  MD,  and  F.  Read  Hopkins,  MD 

The  members  of  the  Lynchburg  Academy  of  Med- 
icine were  saddened  by  the  death  of  one  of  its  mem- 
bers, Dr.  Powell  G.  Dillard,  on  December  19,  1978. 
Dr.  Dillard,  the  twelfth  child  of  Mr.  and  Mrs.  James 
Spottswood  Dillard,  was  born  in  Lynchburg  on  June 
1 1,  1895.  His  formal  education  was  in  the  Lynchburg 
public  schools  and  the  University  of  Virginia.  He  re- 
ceived his  Doctor  of  Medicine  degree  in  1920.  After 
serving  his  hospital  training  in  New  York  City,  he  re- 
turned to  Lynchburg  in  1922,  where  he  practiced  his 
profession  until  1963,  when  he  retired  from  active 
practice.  In  addition  to  his  active  practice,  Dr.  Dil- 
lard served  as  physician  for  the  public  schools  of 
Lynchburg  from  1942  to  1947. 

Dr.  Dillard’s  was  in  general  practice,  and  he  served 
his  patients  with  competence,  faithful  interest,  and 
compassion.  He  was  a credit  to  our  profession.  He 
served  as  the  Lynchburg  Academy’s  president  for  the 


year  1941.  He  was  a founding  member  of  the  Lynch- 
burg Journal  Club  and  a member,  deacon,  and  elder 
in  the  First  Presbyterian  Church. 

After  his  retirement  in  1963,  he  enjoyed  good 
health  and  was  able  to  devote  more  time  to  his  hobby 
of  raising  beautiful  roses,  both  at  his  home  and  in  the 
gardens  of  the  First  Presbyterian  Church.  In  1973,  he 
suffered  his  first  stroke  and  was  invalided  from  that 
time.  However,  he  cheerfully  bore  the  limitations  im- 
posed by  his  illness.  Thanks  to  the  wonderful,  con- 
stant care  of  his  wife,  he  was  able  to  be  cared  for  at 
home  with  the  least  possible  discomfort. 

We  all  feel  this  loss. 

Prepared  and  published  at  the  request  of  the  Lynchburg 
Academy  of  Medicine. 

Memoir  of  Fred  T.  Renick 
1906-1979 

By  C.  P.  Sherman,  MD, 

J.  P.  Bing,  MD,  and  J.  C.  McKnight,  MD 

The  Medical  Staff  of  Memorial  Hospital  of  Mar- 
tinsville and  Henry  County  accepts  with  sincere  re- 
gret the  death  of  Dr.  Fred  T.  Renick  on  February  1 1, 
1979,  in  Lakeland,  Florida. 

Dr.  Renick  was  born  in  Calloway,  Virginia.  He 
graduated  from  Hampton-Sydney  College  and  the 
Medical  College  of  Virginia.  Following  six  years  of 
practice  in  Lawrence,  Kansas,  he  served  for  five 
years  in  the  US  Army  and  then  took  a residency  in 
pediatrics  at  Duke  University.  He  established  a pedi- 
atric practice  in  Martinsville  in  1946  and  carried  a 
tremendous  work  load  willingly  and  without  com- 
plaint. 

Dr.  Renick’s  interest  extended  well  beyond  his 
medical  interests  and  he  proved  himself  to  be  an  as- 
tute businessman.  He  was  the  originator  and  prime 
moving  force  in  establishment  of  the  Chatmoss  Cor- 
poration. He  served  ably  on  the  Martinsville  City 
Council  for  12  years,  six  as  mayor,  during  which  time 
our  city  experienced  major  growth. 

His  devotion  to  golf  was  well-known.  His  world- 
wide travels  took  him  with  his  family  to  most  of  the 
major  places  of  interest  in  the  world.  His  devotion  to 
family,  gentlemanly  conduct  with  all  classes  of 
people,  interest  in  community  affairs,  activity  in  his 
church,  and  genuine  friendliness,  endeared  him  to  all 
who  knew  him.  He  was  a great  lover  of  “little 
people’’,  as  he  described  his  pediatric  patients. 

Dr.  Renick  had  a good  life,  he  worked  hard,  he 
placed  emphasis  on  those  things  that  really  count, 
and  he  leaves  us  with  a feeling  of  being  better  people 
for  having  known  him. 
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Chippenham  Hospital 

Tucker  Pavilion 

7101  Jahnke  Road  • Richmond,  Vircinia  23225 


South  Richmond’s  Only  Community  Hospital 


A full  range  of 
treatment... 


Air  Force.  A great  way  of  Bife 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff 

In  addition  to  the  wide 
spectrum  of  clinical  ex- 
perience you’ll  gain,  you'll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload  The  type  of 
medicine  you  will  practice 
is  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 

Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today’s 
physicians. 

For  complete  information 
contact: 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  VA  23225 
Call  collect: 

(804)  782-2127/29 
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WHO’S 

WHO 

IINVIRGINIAMEDICINE 

At  85,  Dr.  Harry  E.  Sutelan,  Nor- 
folk, has  given  up  surgery  as  a con- 
cession to  age,  but  his  general  prac- 
tice continues  on  its  regular  office 
schedule.  In  sum,  he’s  going  strong, 
and  the  Norfolk  Ledger-Star  saluted 
him  recently  with  a feature  story  en- 
titled “ ‘Good  Old  Timey  Doctor’  a 
Remarkable  Man”.  The  “good  old 
timey  doctor”  appellation  came 
from  Dr.  Sutelan  himself  and  re- 
ferred to  the  fact  that  he  still  makes 
house  calls. 

He’s  a remarkable  man,  all  right, 
as  the  article  documents.  Born  in  the 
Ukraine  near  Kiev,  Dr.  Sutelan  left 
Russia  in  1911  when  he  was  18 
years  old  via  “an  underground 
route”,  came  to  this  country  in  steer- 
age, earned  $3  a week  in  a broom 
factory,  then  $8  a week  in  leather 
work,  and  began  attending  night 
school.  He  paid  his  own  way 
through  Rhodes  Preparatory  School 
in  New  York,  then  washed  dishes 
and  tutored  to  finance  himself 
through  the  University  of  Texas  at 
Austin,  graduating  Phi  Beta  Kappa; 
after  a stint  in  the  US  Army  over- 
seas during  World  War  I,  he  went  to 
the  medical  school  at  Galveston, 
Texas,  receiving  his  MD  degree  in 
1924.  He  established  his  practice  in 
Norfolk  three  years  later  and 
promptly  joined  The  Medical  So- 
ciety of  Virginia.  He’s  still  in  Nor- 
folk, 52  years  later,  and  he’s  still  an 
MSV  member. 

Dr.  Sutelan  is  quoted  as  attribut- 
ing his  long  life  to  “good  luck,  good 
diet  and  exercise”.  Of  his  diet,  he  is 
quoted  as  saying,  “I  limit  my  diet. 


Nothing  rich.  The  food  I eat  is  poor 
in  cholesterol.”  For  his  exercise,  he 
walks  daily,  no  less  than  four  miles, 
sometimes  as  much  as  ten  miles.  As 
for  the  good  luck,  it  would  seem  that 
Dr.  Sutelan  has  made  his  own  luck, 
by  good  old  timey  hard  work. 

Fellowship  in  the  Academy  of 
Psychosomatic  Medicine  was 
awarded  recently  to  Dr.  Albert  P. 
Spaar,  Jr.,  Charlottesville,  and  the 
American  Psychiatric  Association 
has  conferred  fellowship  on  Dr. 
Jonathan  G.  Solomon,  Hampton, 
whose  article  on  electroshock  ther- 
apy appears  elsewhere  in  this  jour- 
nal. 

Norfolk  may  be  going  to  have  a 
laboratory  fertilization  clinic,  offer- 
ing procedures  patterned  after  those 
of  England’s  Dr.  Patrick  Steptoe 
and  Dr.  Robert  Edwards,  who 
achieved  the  world’s  first  successful 
“test-tube”  fertilization  in  humans. 
Dr.  Howard  W.  Jones,  Jr.,  professor 
of  obstetrics  and  gynecology  at 
Eastern  Virginia  Medical  School, 


and  Dr.  Jack  M.  Rary,  director  of 
the  School’s  genetics  laboratory,  are 
planning  the  clinic.  Dr.  Jones  and 
his  wife,  Dr.  Georgeanna  Jones, 
came  to  EVMS  last  year  from  Johns 
Hopkins  University,  where  they 
conducted  research  on  in  vitro  fertil- 
ization; at  one  time  Dr.  Steptoe 
worked  with  Dr.  Howard  Jones  at 
Hopkins,  so  when  there  was  a meet- 
ing in  London  recently  to  confer  on 
the  proposed  Norfolk  laboratory, 
the  two  men  needed  no  introduc- 
tion. 

Dr.  Delmar  F.  Weaver  is  the  new 
president  of  the  Culpeper  County 
Medical  Society.  Elected  to  serve 
with  him  were  Dr.  William  H. 
Young,  Jr.,  vice  president,  and  Dr. 
Joseph  S.  Diasio,  secretary  treas- 
urer. 

In  Luray,  Dr.  Owen  D.  Oksanen 

has  received  certification  from  the 
American  Academy  of  Family  Phy- 
sicians and  Dr.  Fang  S.  Horng  was 
notified  of  his  certification  by  the 
American  Board  of  Surgery. 
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The  four  medical  students  shown  flanking  Dr.  Charles  E.  Davis,  Jr.,  (center)  are 
to  be  graduated  from  Eastern  Virginia  Medical  School  this  coming  June,  but  when 
this  photograph  was  made,  in  1977,  that  happy  event  was  much  work  and  many  dol- 
lars away.  The  occasion  for  this  picture  helped  in  the  dollar  department  at  least:  Dr. 
Davis,  then  Second  District  Councilor  and  now  MSV  President,  is  shown  presenting 
the  young  men  with  scholarship  checks  from  The  Medical  Society  of  Virginia.  The 
students  are,  from  left  to  right,  Keith  Brosius,  Annandale;  Stewart  Gleishman,  Nor- 
folk; John  Stephens,  Williamsburg;  and  James  Cook,  Richmond. 
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VI RGI N I A M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  I Of  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221. 


PHYSICIANS  WANTED,  Richmond  environs — Need 
physician  to  work  four  or  five  hours,  one  or  two  afternoons 
or  evenings  per  week,  licensed  hospital  resident  acceptable; 
also  full-time  internist  or  generalist  and  a semi-retired  phy- 
sician. JCAH  hospital  nearby.  Retiring  in  1981.  Send  cur- 
riculum vitae  to  Box  20,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

WILL  BUY — Physician  desires  to  purchase  general  or  in- 
ternal medicine  practice.  Open  for  any  kind  of  arrange- 
ments. Available  immediately.  Please  answer  Box  19,  Vir- 
ginia Medical,  4205  Dover  Road,  Richmond,  VA  23221. 

ANESTHESIOLOGIST — Board  eligible,  university 
trained.  Presently  working  in  university  hospital  in  all 
fields  of  anesthesiology  including  open  heart  and  OB. 
Wishes  to  relocate  in  Virginia  for  group  or  fee  for  service. 
Write  Dr.  J.  Patel,  133-52  Avery  Ave.,  Flushing  NY  11355, 
or  phone  day  (212)  430-2872,  eve  (212)  939-7979. 


PROFESSIONAL  OFFICE  SPACE 
WOODBRIDGE,  VIRGINIA 
LEASE  OR  BUY 

In  new  modern  4-story  building  located  in  fast-growing 
community  on  Route  US  1.  Elevators,  ample  parking. 
Pharmacy,  x-ray,  cobalt  treatment  facility,  and  pa- 
thology laboratory  on  premises.  Hospital  and  nursing 
home  close  by.  For  information  call  (703)  494-7909  or 
550-7899. 

M-K  CORPORATION 

14904  Jefferson  Davis  Hwy,  Woodbridge  VA  22191 

SOCIAL  WORKER — M.S.W.  seeks  position  in  an  adoles- 
cent psychiatric  inpatient  and/or  outpatient  facility.  Expe- 
rience in  group  and  individual  therapy  with  adolescents  and 
adults.  Prefer  urban  area  on  Eastern  Seaboard  but  can 
relocate  for  a desirable  position.  Resume  and  references 
available  upon  request.  Box  21,  Virginia  Medical,  4205 
Dover  Road,  Richmond  VA  23221. 

LOANS  to  Professionals — Loans  now  available  to  physi- 
cians and  physicians-in-training.  Consolidate  debts  or  any 
purpose  loans.  Also  loans  to  executives.  To  $50,000  or 
more,  unsecured,  no  collateral  necessary.  Also  second 
mortgages  available  to  $25,000  or  more.  For  information 
call  A.  Clayton  Rieder,  Financial  Consultant,  80  Circle 
Drive,  Syosset  NV  11791,  (516)  935-1234. 

WANTED — Board  certified  or  eligible  F.P.  to  join  solo 
practitioner  in  large  family  practice  adjacent  to  medical  fa- 
cility, Virginia  Beach  area.  Call  collect  (804)  490-3171. 


ATTENTION  PSYCHIATRISTS 

Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  replace- 
ment cost  of  $508,000.  Very  good  return  in  profits  and 
fees.  This  is  a fine  opportunity  for  a doctor  wanting  a 
guaranteed  income  plus  time  and  facilities  for  a private 
practice.  For  further  information  phone:  (703)  942- 
0505  Waynesboro,  VA 


INTERNIST,  age  46,  in  private  practice  ten  years,  wishes 
full-time,  salaried,  patient-oriented  position  with  industry 
or  group  of  three  or  more  in  Richmond  metropolitan  area. 
Box  22,  Virginia  Medical,  4205  Dover  Road,  Richmond 
VA  23221. 

WANTED — Staff  physicians,  generalists  or  family  practice 
preferred,  for  the  new  country-wide  outpatient  clinic  in  beau- 
tiful mountains  of  Southwest  Virginia.  Excellent  salaries 
based  on  qualifications  and  experience.  Physicians  must  be 
eligible  for  Virginia  license  and  the  National  Health  Service 
Corps.  Apply  Administrator,  Bland  County  Medical  Center, 
PO  Box  247,  Bland  VA  24315,  telephone  (703)  688-4251. 

FOR  RENT — Weekend  or  week.  Convenient  seaside  fam- 
ily retreat,  Virginia  Beach.  Furnished  Sandbridge  ocean 
cottage.  Baseboard  heat,  fireplace,  3 bedrooms,  1 Vi  baths. 
Surf  fishing,  dunes,  bay;  near  Norfolk,  Virginia,  beach  en- 
tertainment and  dining.  $35  per  day,  $220  per  week.  March 
15  to  June  1.  Call  (804)  464-3213  or  (804)  628-3178. 

TECHNICAL  WRITING,  editing  and  proofreading:  Sum- 
mit Consultants  would  like  to  help  you  prepare  your  medi- 
cal manuscripts  for  publication.  Contact  Mark  A.  Lofgren, 
Summit  Consultants,  Box  181,  Virginia  Beach  VA  23458, 
telephone  (804)  426-8500. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  coverage. 
For  full  details  and  rates  contact  Daniel  R.  Hoffman, 
Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 
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“Are  Doctors  Aware 
Of  Hospital  Costs?” 

The  increase  in  the  cost  of  health  care  on  both 
the  local  and  national  level  is  staggering.  In  1977,  the 
total  health  care  bill  was  142  billion  dollars;  this  rep- 
resented 9%  of  the  gross  national  product.1'3  The 
largest  share  of  the  increase  in  health  care  cost  be- 
longs to  the  hospital2  4,  and  there  are  a number  of 
reasons  for  this.  The  hospital  increasingly  has  be- 
come the  focus  for  the  delivery  of  health  care  in  the 
United  States.45  Modern  technology  and  the  people 
necessary  to  utilize  this  technology  have  greatly  in- 
creased the  cost  of  hospitalization;  for  example,  from 
1955  to  1975  salaries  for  hospital  workers  rose  230%, 
compared  to  salary  increase?  of  140%  for  non-hospi- 
tal workers  over  the  same  time.2 

Who  bears  the  burden  of  these  cost  increases?  The 
consumer  of  health  services,  obviously,  although 
third-party  payors  bear  the  immediate  burden.  Many 
who  write  on  health  care  costs  feel  that  there  is  little 
public  incentive  to  hold  down  these  costs.  For  in- 
stance, only  17%  of  those  Americans  who  are  insured 
participate  directly  in  payment  of  their  health  insur- 
ance, so  there  is  little  incentive  to  hold  down  costs.6 

Are  physicians  aware  of  hospitalization  costs? 
They  probably  are  aware  of  it  generally,  but  in  many 
instances,  physicians  are  not  cognizant  of  many  of 
the  details  of  the  cost  of  hospitalization.  Further- 
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more,  despite  the  complex  economic,  social,  medical- 
legal  and  ethical  questions  involved  in  health  care, 
the  American  public  holds  the  physician  largely  re- 
sponsible for  the  increase  in  health  care  costs.7 

The  question  of  physician  cost  awareness  was  ad- 
dressed recently  by  the  housestaff  association  at 
Jackson  Memorial  Hospital  in  Miami,  Florida.  It 
conducted  a poll  of  the  housestaff  to  assess  knowl- 
edge of  the  cost  of  various  items  in  the  hospital.  The 
poll  demonstrated  that  the  vast  majority  of  house- 
staff  officers  underestimated  the  cost  of  the  items 
listed.  Less  than  2%  of  all  of  the  responses  were  cor- 
rect. Additionally,  when  the  housestafFs  answers 
were  compared  to  those  of  attending  physicians  and 
medical  students,  there  was  not  a significant  differ- 
ence in  the  number  of  correct  answers. 

A similar  poll  was  conducted  recently  among 
housestaff  officers  of  the  University  of  Virginia  Hos- 
pital to  assess  their  knowledge  of  the  cost  of  various 
items  within  the  hospital.  Their  estimates  of  the  cost 
of  four  commonly  ordered  laboratory  tests  were  35% 
to  125%  below  actual  cost,  with  the  response  to  the 
cost  of  type  and  crossing  one  unit  of  w hole  blood  was 
66%  below  actual  cost. 

It  is  also  felt  by  many  that,  with  the  increase  in  the 
number  of  laboratory  and  diagnostic  tests  available 
for  patient  care,  the  potential  for  the  over-use  of 
these  tests  has  increased.  This  hypothesis  was  tested 
at  the  University  of  Rochester.  Over  a two-year  pe- 
riod, the  number  of  tests  to  diagnose  and  treat  pa- 
tients with  diabetic  keto  acidosis  increased.  During 


the  same  period,  the  number  of  tests  ordered  per  pa- 
tient increased  27%.  The  outcome  of  these  patients  as 
measured  by  the  length  of  hospitalization,  however, 
was  not  changed.8 

There  are  solutions  to  this  enormous  problem. 
Campaigns  within  hospitals  for  cost  containment  or, 
more  appropriately,  cost  awareness  should  be  insti- 
tuted. These  programs  should  be  directed  toward 
medical  students  and  housestaff  officers.  In  one  out- 
patient setting  wffiere  a campaign  of  cost  awareness 
was  instituted,  the  number  of  laboratory  tests  or- 
dered decreased  by  30%.9  Patterns  of  utilization  of  di- 
agnostic and  therapeutic  testing,  particularly  within 
teaching  hospitals,  should  be  examined  to  see  if  costs 
can  be  lowered.  Changes  should  not  be  made,  how- 
ever, if  the  quality  of  health  care  is  lowered.  The  in- 
flated cost  of  hospitalization  affects  everyone:  the 
physician,  the  hospital,  the  government  and,  most  of 
all,  the  patient.  With  the  active  participation  of  the 
hospital  and  the  physician,  however,  costs  can  be 
lowered. 

John  B.  Forrest,  MD 
Box  76,  University  of  Virginia  Hospital 
Charlottesville  VA  22908 

References  on  request. 

This  article  was  adapted  from  a speech  given  by  the  au- 
thor on  November  29,  1978,  at  the  Medical  Center  Hour  of 
the  University  of  Virginia  Medical  Center,  where  he  is  a 
resident  in  urology.  Address  correspondence  to  him  at  Box 
76,  University  of  Virginia  Hospital,  Charlottesville  VA 
22908. 
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Charlotte  T real  ment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”  — IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment  Center  we 
believe  that  alcoholism  is  a treatable 
disease,  and  that  those  who  suffer  from 
the  disease  of  alcoholism,  and  their 
families,  are  entitled  to  the  same  treat- 
ment and  loving  care  as  those  suffering 
from  any  other  disease. 

We  offer  a full  range  of  alcoholism 
medical  and  counseling  services,  in- 
cluding a full  time  Physician,  a 
Psychiatrist  Consultant,  a professional 
staff  of  Registered  Nurses,  a Pharmacist, 
an  X-Ray  unit,  and  a Medical  Laboratory. 
We  provide  individual  and  group 
counseling  for  the  alcoholic  and  the 
family,  and  a structured  program  of 
aftercare  which  seeks  to  insure 
longterm,  stable  recovery  through  inten- 
sive involvement  in  Alcoholics 
Anonymous  and  the  Al-Anon  Family 
Groups. 


The  Center  is  a private,  non-profit  cor- 
poration dedicated  to  providing  effective 
treatment  at  a reasonable  cost — treat- 
ment which  will  restore  the  sick  alcohol- 
ic, and  the  family  of  the  alcoholic,  to 
sober,  happy  and  rewarding  lives. 


Jamie  Carraway  Rex  R.  Taggart,  M.D. 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.  O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL  (704)  554-0285 
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A Call  From  Dr.  Nelson 
For  CME  Listings/Abstracts 

The  Commission  on  Continuing  Medical  Educa- 
tion of  The  Medical  Society  of  Virginia  has  written 
the  25  specialty  medical  organizations  in  the  state  re- 
questing advance  announcements  of  their  planned 
educational  activities;  in  addition,  they  are  being 
asked  to  provide  abstracts  of  the  presentations  pre- 
pared for  these  meetings  for  publication  in  Virginia 
Medical,  as  is  being  done  now  by  the  Virginia  sec- 
tion of  the  American  College  of  Physicians  (see  Vir- 
ginia Medical,  January  1979,  pp  77-81). 

This  letter  is  to  ask  all  other  in-state  organizations 
offering  CME  programs  to  let  the  Commission  have 
advance  notice  of  their  programs,  except  when  such 
offerings  are  intended  primarily  for  in-house  staff. 

The  Commission  plans  to  have  an  active  listing  of 
CME  programs  in  this  and  nearby  states,  as  well  as 
those  offered  by  major  national  organizations. 

Such  listings  and  abstracts  can  be  published  in 
Virginia  Medical,  making  CME  offerings  better 
known  and  more  available  to  all  concerned. 

Kinloch  Nelson,  MD, 
Coordinator 

Commission  on  Continuing  Medical  Education 

The  Medical  Society  of  Virginia 

4205  Dover  Road,  Richmond  VA  23221 

X Ray  Responsibility 
Interests  a Congressman 

I read  with  interest  the  Virginia  Medical  edito- 
rial shared  with  me  by  Dr.  A.  R.  Coppola  of  New- 
port News  on  who  has  the  responsibility  to  control 
patient  exposure  to  X rays'. 

I agree  that  the  emphasis  should  not  be  solely 


upon  the  proper  functioning  of  X-ray  machines  but 
rather  should  include  properly  trained  users.  Cer- 
tainly the  initiatives  taken  by  the  University  of  Vir- 
ginia Radiation  Safety  Committee  appear  to  be  steps 
in  the  right  direction.  Since  I believe  that  it  would  be 
appropriate  to  further  investigate  this  matter,  I have 
taken  the  liberty  of  forwarding  the  editorial  to  the 
Nuclear  Regulatory  Commission  so  that  it  may  have 
this  input. 

Paul  Trible 
1st  District,  Virginia 

Congress  of  the  United  States,  House  of  Representatives 
326  Cannon  Building,  Washington  DC  20515 

1.  Agarwal  SK,  Keats  TE:  Patient  exposure  to  X rays: 

whose  responsibility?  Va  Med  106:161-162,  1979 

“Certain  Highfalutin  Terms” 

Puzzle  This  Physician 

I am  writing  this  letter  from  the  point  of  view  of  a 
patient  as  well  as  a physician.  I might  mention  that 
my  views  may  or  may  not  reflect  the  views  of  the 
other  physician  members  of  my  professional  corpora- 
tion. This  is  a personal  letter. 

1 am  struggling  with  trying  to  understand  certain 
highfalutin  terms  which  have  been  passed  along  to  us 
by  insurance  companies  and  by  fellow  physicians. 
My  current  struggle  is  with  documentation,  cost  con- 
tainment, and  efficient  health  care  delivery  systems. 
God  knows  when  I will  get  around  to  trying  to  un- 
derstand such  erudite  matters  as  PSRO. 

Here  is  an  example  of  why  I need  to  understand 
these  things  better.  Fortunately — or  unfortunately,  as 
the  case  may  be — I am  a subscriber  to  Blue  Cross/ 
Blue  Shield.  In  the  past  year  or  so  the  people  at  Blue 
Cross/Blue  Shield  have  become  a little  more  particu- 
lar about  paying  claims  which  are  fully  covered  in 
my  contract.  They  recently  bounced  many  claims  I 
sent  to  them  because,  they  said,  I did  not  have  the 
proper  documentation.  They  seemed  pretty  well 
documented  to  me,  but  not  to  them.  For  instance, 
they  refused  to  pay  $16.00  for  the  repair  of  a brace.  I 
have  worn  a long  leg  brace  for  22  years,  and  I was 
fully  aware  a few  months  ago  that  it  was  not  func- 
tioning at  all.  This  astute  assumption  on  my  part  led 
me  to  my  local  orthopedic  shop,  where  it  was  duly  re- 
paired. But  the  kindly  gentlemen  in  the  Blue  Cross/ 
Blue  Shield  building  on  Staples  Mill  Road  want  a 
letter  from  a doctor  stating  the  medical  necessity  for 
this  repair.  Of  course,  this  implies  that  the  doctor 
knows  better  than  the  patient  when  a brace  is  not 
functioning  and  is  in  need  of  repair.  In  all  honesty  I 
did  not  go  to  my  orthopedic  surgeon  before  going  to 
my  orthopedic  shop,  but  in  future,  when  my  brace 
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does  not  work,  I shall  have  to  do  so.  He  will  charge 
me  $15.00  to  $25.00  for  a visit — and  for  a wise  agree- 
ment that  my  brace  is  indeed  not  functioning  and 
must  be  repaired. 

If  we  now  look  at  this  from  the  point  of  view  of 
everyone  in  the  state  who  uses  orthopedic  appliances, 
and  the  number  of  increased  visits  to  orthopedic  sur- 
geons to  get  authorizations  for  medical  necessities, 
the  amount  of  dollars  this  will  take,  and  the  amount 
of  paper  work  this  will  take,  the  increased  claims 
which  will  be  paid  by  Blue  Cross/Blue  Shield  bog- 
gles one’s  mind. 

Could  you  please  let  me  know  how  all  of  these 
matters  pertain  to  documentation,  cost  containment, 
and  efficient  health  care  delivery  systems? 

I also  use  Isuprel  Mistometers®.  I am  wondering 
when  Blue  Cross  is  going  to  have  the  wisdom  to  send 
someone  to  my  home  to  determine  the  number  of 
puffs  I take  and  the  number  of  puffs  each  Mistometer 
can  actually  deliver. 

Julian  W.  Selig,  Jr.,  MD 

103  Third  Street 
Norfolk  VA  23510 


Colby  College  Medical  Seminars 

Due  to  the  wide  attendance  and  high  regard  con- 
sistently generated  by  the  national  Summer  Semi- 
nars in  continuing  medical  education  at  Colby  Col- 
lege, Waterville,  Maine,  the  1979  summer  schedule  is 
published  below.  The  courses  are  co-sponsored  by 
the  Mid-Maine  Medical  Center  and  are  approved 
for  AMA  Category  I credit;  many  also  carry  credit 
from  the  American  Academy  of  Family  Physicians. 
Inquiries  and  requests  for  brochures  should  be  ad- 
dressed to  R.  H.  Kany,  Director,  Division  of  Special 
Programs,  Colby  College,  Waterville  ME  04901. 

Allergy  and 


Immunology 

16  Credits 

July  2-5 

Topics  in  Emergency 

Medicine 

24  Credits 

July  8-12 

Epilepsy  Course 

18  Credits 

July  10-14 

Topics  in  Pediatrics 

17  Credits 

July  15-19 

Surgical  Techniques 

15  Credits 

July  17-20 

Hematology 

22  Credits 

July  22-26 

Neurosurgery 

21  Credits 

July  22-26 

Dermatology 

16  Credits 

July  29- August  2 

Otolaryngology 

18  Credits 

July  29-August  2 

Ophthalmology 

18  Credits 

August  5-9 

Nuclear  Medicine 
Obstetrics- 

30  Credits 

August  12-17 

Gynecology 

18  Credits 

August  12-16 

Forensic  Medicine 

21  Credits 

August  19-23 

Pulmonary  Disease 

19  Credits 

August  19-23 

THE  SECOND  ANNUAL 
G.  SLAUGHTER  FITZ-HUGH 
SYMPOSIUM 

HEAD  AND  NECK 
RECONSTRUCTIVE  SURGERY 

June  14-17,  1979 

GUEST  SPEAKERS: 

Jerome  E.  Goldstein  Emmanuel  Skolnik 

Nels  R.  Olson  Paul  H.  Ward 

TUITION: 

$200 — Practitioners 

$100 — Residents  and  Military 

SEND  INQUIRIES  TO: 

Dept,  of  Otolaryngology  and  Maxillofacial  Surgery 
University  of  Virginia  Medical  Center 
Charlottesville,  Virginia  22901 

1 5 Hours  Continuing  Education  Credit 


Accredited  for  CME  in  Virginia 

The  following  Virginia  organizations,  listed  alpha- 
betically, are  accredited  by  the  national  Liaison 
Committee  on  Continuing  Medical  Education,  Chi- 
cago, to  present  programs  of  continuing  education. 
These  accreditations  are  resurveyed  periodically,  but 
as  this  journal  went  to  press  this  list  was  complete 
and  current. 

• Eastern  Virginia  Inter-Hospital  Medical  Education 
Committee 

• Eastern  Virginia  Medical  School 

• Fairfax  Hospital 

• Medical  College  of  Virginia/Virginia  Common- 
wealth University 

• Northern  Virginia  Consortium  for  Continuing  Med- 
ical Education 

• Riverside  Hospital  Medical  Staff 

• Roanoke  Memorial  Hospital 

• St.  Luke’s  Hospital/McGuire  Clinic  Consortium 

• University  of  Virginia  School  of  Medicine 

• Virginia  State  Health  Department 

• Winchester  Memorial  Hospital 
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MEETINGS 

ABOUT 

MEDICINE 


These  meetings  are  recommended  by  the  Commis- 
sion on  Continuing  Medical  Education  of  The  Medi- 
cal Society  of  Virginia,  Kinloch  Nelson,  MD,  Coor- 
dinator. Address  correspondence  to  him  at  4205 
Dover  Road,  Richmond  VA  23221. 


May  21-22 

Hansberger  Day:  EEG  Symposium  (MCV  Dept,  of  Neu- 
rology), Richmond.  Mrs.  Erma  Blanchard,  (804)  786-0496. 

May  24 

Genetics  Update  (Children’s  Rehabilitation  Center,  UVa), 
Charlottesville.  Anne  Raynor,  (804)  924-5161. 

May  30-June  1 

6th  Annual  Symposium  on  Recent  Advances  and  Common 
Problems  in  Pediatrics:  A Small  Group  Approach  (Chil- 
drens’ Hospital  National  Medical  Center  and  American 
Academy  of  Pediatrics),  Washington  DC.  Mrs.  Susan 
Weiss,  (202)  745-3000. 

June  3-8 

10th  Family  Medicine  Review,  Session  1 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Frank  R.  Lemon,  (606)  233- 
5161. 

June  5-9 

Third  Annual  Flap  Dissection  Workshop  (Eastern  Virginia 
Medical  School),  Norfolk.  28  AMA  and  MSV  Category  1 
credits.  Mrs.  Vicky  Martin,  (804)  623-1090. 

June  9 

Second  Annual  Allergy  Symposium  (Virginia  Allergy  So- 
ciety), Sheraton  Inn,  Virginia  Beach.  Dr.  F.  Stanford  Mas- 
sie,  (804)  288-4105. 


June  20-21 

Surgery  Symposia  (East  Tennessee  State  University),  Ap- 
palachian State  University,  Boone,  North  Carolina.  Office 
of  CME,  (615)  928-6426. 

June  21-23 

Dermatology  Days  (University  of  Maryland  School  of 
Medicine),  Sheraton  Fontainbleu,  Ocean  City,  Maryland. 
(301)  528-3956. 

June  24-29 

10th  Family  Medicine  Review,  Session  2 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Lemon,  (606)  233-5161. 

July  26-29 

Review  of  New  Developments  in  the  Neurosciences  (Medi- 
cal College  of  Virginia),  Sheraton  Beach  Inn,  Virginia 
Beach.  I6V2  AMA  and  MSV  Category  I credits.  Miss 
Glenda  Snow,  (804)  786-0494. 

June  28-30 

Pacemakers  in  1979  and  Beyond  (American  College  of 
Chest  Physicians),  Pocono  Hershey  Resort,  White  Haven, 
Pennsylvania.  1 1 AMA  and  MSV  Category  1 credits.  Dale 
E.  Braddy,  (312)  698-2200. 

June  29-30 

Medical  Horizons:  Hypertension  and  Cardiovascular  Dis- 
ease (Bowman  Gray  School  of  Medicine),  Myrtle  Beach, 
South  Carolina.  10  AMA  and  MSV  Category  1 credits. 
Fee,  $150.  Emery  C.  Miller,  MD,  (919)  727-4051. 

July  9-13 

Duke  University  Medical  Center  Postgraduate  Course  for 
the  Clinician,  Atlantic  Beach,  North  Carolina.  30  AMA  and 
MSV  Category  1 credits.  M.  Henderson  Rourk,  MD,  (919) 
684-5068. 


June  14-16 

Rehabilitation  of  the  Traumatic  Brain-Injured  Adult  (Med- 
ical College  of  Virginia),  Fort  Magruder  Conference  Cen- 
ter, Williamsburg.  Miss  Glenda  Snow,  (804)  786-0494. 

June  14-17 

Seaboard  Medical  Association  of  North  Carolina  and  Vir- 
ginia Annual  Convention,  Holiday  Inn,  Kill  Devil  Hills, 
North  Carolina.  Mrs.  Annette  S.  Boutwell,  (919)  821-2226. 


July  30-August  4 

Diagnostic  Radiology,  Including  Ultrasound,  CT  Scanning 
and  Nuclear  Medicine  (Duke  University  School  of  Medi- 
cine), Atlantic  Beach,  North  Carolina.  30  AMA  and  MSV 
Category  1 credits.  Fee,  $200.  Robert  McLellarfd,  MD, 
(919)  684-4397. 

Is  your  specialty  meeting  listed  in  these  columns? 

See  Dr.  Nelson's  letter  page  345. 
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When  it  comes  to  helping  young  people  with 
their  problems,  we  obviously  focus  our 
primary  attention  on  the  child  or  adolescent 
in  therapy.  But  we  don’t  stop  there.  We 
can't.  You  see,  a lot  of  times  other  family 
members  don’t  fully  understand  the  nature 
of  the  problems,  and  therefore,  they  are 
unable  to  offer  the  support  necessary  to 
help  the  young  person  solve  them. 

At  Portsmouth  Psychiatric  Center, 
family  therapy  is  an  integral  part  of  the  child 
and  adolescent  total  treatment  program. 


While  our  programs  benefit  the  patient 
during  his  or  her  stay  in  the  hospital,  a major 
goal  for  these  young  people  is  to  prepare 
them  to  be  an  effective  family  member.  It  is 
because  the  family  actively  participates  in 
therapy  that  it  becomes  a vital  factor  in  the 
continued  success  of  the  child  or 
adolescent’s  progress. 

Through  family  therapy  we  are  able  to 
give  other  family  members  a better 
understanding  of  where  their  brother  or 
sister,  or  son  or  daughter  has  been.  And 


how  to  work  to  keep  them  on  a meaningful, 
productive  path  of  growth. 

Ours  is  a profession  of  understanding. 
And  family  therapy  gives  us  the  opportunity 
to  work  toward  a better  understanding  for 
all  family  members  involved. 

We  maintain  our  family  therapy 
programs  at  Portsmouth  Psychiatric  Center 
because  we  sincerely  maintain  the  belief 
that  when  a child  or  adolescent  has  a 
problem,  the  family  is  a large  part  of  the 
solution. 


PORTSMOUTH  PSYCHIATRIC  CENTER 

People  Grow  Here. 


Fort  Lane  and  Crawford  Parkway,  Portsmouth,  Virginia  23704/Telephone  804-393-0061/24-Hour  Admission 
Ronald  1.  Dozoretz,  M.D.,  Medical  Director/Melvin  N.  Bass,  Administrator 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

Brian  Peter  Conway,  MD,  Ophthalmology,  Box  475, 
University  of  Virginia  School  of  Medicine, 
Charlottesville  VA  22908 

J.  Ronald  Heller,  MD,  Child  Psychiatry,  922  9Vi  St„  NE, 
Charlottesville  VA  22901 

Frank  B.  Sloop,  Jr.,  MD,  Pathology,  1213  Augusta  St., 
Charlottesville  VA  22901 

Augusta  County  Medical  Society 
John  Albert  Legett,  MD,  Pediatrics,  Professional  Center, 
Waynesboro  VA  22980 

Chesapeake  Medical  Society 
Charles  J.  Donlan,  Jr.,  MD,  Internal  Medicine,  400  W. 
Brambleton  Ave.,  Norfolk  VA  23510 

Danville-Pittsylvania  Academy  of  Medicine 

Oscar  Flores  Bernardez,  MD,  General  Surgery,  Memorial 
Hospital,  142  S.  Main  St.,  Danville  VA  24541 

Jose  M.  Estevez,  MD,  Pathology,  Memorial  Hospital,  142 
S.  Main  St.,  Danville  VA  24541 

Fairfax  County  Medical  Society 
Stafford  Samuel  Goldstein,  MD,  Emergency  Medicine, 
2020  F St.  NW,  Washington  DC  20006 
Robert  Thomas  Herron,  DO,  Cardiology/Osteopathic 
Medicine,  360  Maple  Ave.,  Vienna  VA  22180 
Martin  Herbert  Stein,  MD,  Psychiatry,  2960  Sleepy 
Hollow  Rd„  Falls  Church  VA  22044 
Harry  Applewhite  Whitaker,  Jr.,  MD,  Allergy,  6501 
Loisdale  Ct„  Springfield  VA  22050 

Hampton  Medical  Society 

Panos  Ignatiadis,  MD,  Neurosurgery,  Tower  Box  61,  2101 
Executive  Dr.,  Hampton  VA  23666 

Lynchburg  A cademy  of  Medicine 

Lucy  Hodnette  Gibbs,  MD,  Physical  Medicine,  4700  Doyle 
Terr.,  Lynchburg  VA  24503 

Norfolk  Academ  v of  Medicine 

Lenox  Dial  Baker,  Jr.,  MD,  Thoracic/Cardiovascular 
Surgery,  400  W.  Brambleton  Ave.,  Norfolk  VA  23510 

Trevor  Newton  Golding,  MD,  Diagnostic  Radiology,  1401 
Tidewater  Dr.,  Norfolk  VA  23504 

Northern  Virginia  Medical  Society 

Don  Gary  Karolyi,  MD,  General  Practice,  415  W. 
Monmouth  St.,  Winchester  VA  22601 


Prince  William  County  Medical  Society 
Rodolfo  V.  Babiera,  MD,  Anesthesiology,  12711  Gordon 
Blvd.,  Woodbridge  VA  22192 

Richmond  A cademy  of  Medicine 

David  G.  Hughes,  MD,  Internal  Medicine,  7601  Forest 
Ave.,  Richmond  Va  23229 

Ralph  Victor  MacMillan,  MD,  General  Practice,  3500 
Grove  Ave.,  Richmond  VA  23221 
Vaclav  Albert  Vokac,  MD,  Gastroenterology,  121 1 
Sherwood  Ave.,  Richmond  VA  23220 

Rockingham  County  Medical  Society 

Charles  Harris  Brooks,  MD,  Internal  Medicine/ 
Nephrology,  170  S.  Main  St.,  Harrisonburg  VA  22801 

Southside  Virginia  Medical  Society 
Clinton  J.  Perini,  MD,  Otolaryngology,  700  S.  Sycamore 
St.,  Petersburg  VA  23803 

Southwestern  Virginia  Medical  Society 
Marion  Butler  Pate,  Jr.,  MD,  Family  Practice,  Box  2970, 
Radford  VA  24141 

Tri-  County  Medical  Society 

Arnold  Graboyes,  MD,  Emergency/Internal  Medicine,  305 
Western  Ave.,  Suffolk  VA  23434 
Mahendra  Natwarlal  Patel,  MD,  Obstetrics/Gynecology, 
558  First  Ave.,  Suffolk  VA  23434 


VIRGINIA 

MEDICAL 

Tlie  Monthly  Publication  of  Tlie  Medical  Society  of  Virginia 


Present  your  ideas 

I in  VIRGINIA  MEDICAL 


For  details  on  submitting  manuscripts,  send  for  a copy  of 
“Advice  to  Authors”,  Managing  Editor,  VIRGINIA  MEDI- 
CAL, 4205  Dover  Road,  Richmond  VA  23221. 
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Fig.  1.  The  University  of  Glasgow,  where  William  Macewen  was  medical  student,  surgeon  and  teacher.  In  the  foreground  is 
the  River  Kelvin,  from  which  William  Thompson,  Professor  of  Physics  at  the  University,  took  his  title  of  Lord  Kelvin. 

Photograph  courtesy  of  Dr.  M.  G.  H.  Smith. 
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William  Macewen: 
Master  of  Surgery 

J.  Douglas  Miller,  MD,  PhD,  Richmond,  Virginia 


“In  a four-year  period  he  had  published  on  rupture  of  the  bladder,  ova- 
riectomy, ligation  of  the  femoral  artery,  penetrating  chest  and  abdominal 
wounds,  phosphorus  poisoning,  and  the  introduction  of  nasogastic  tubes.  This 
characteristic  wide-ranging  approach  secured  him  undoubted  greatness  but 
robbed  him  of  recognition  as  the  principal  founder  of  neurological  surgery.” 


IN  1889  William  Macewen,  then  Lecturer  in  Clini- 
cal Surgery  at  the  Royal  Infirmary  in  Glasgow, 
Scotland,  received  a letter  from  the  Johns  Hopkins 
University  in  Baltimore  offering  him  the  Foundation 
Chair  of  Surgery  in  the  School  of  Medicine  soon  to 
be  established  in  Baltimore.  Macewen  declined  the 
offer.  A further  offer  was  made,  coupled  with  a 
promise  to  construct  surgical  wards  entirely  to  Mace- 
wen’s  specifications,  for  Macewen  to  bring  with  him 
from  Scotland  any  number  of  assistants  and  nurses 
that  he  considered  reasonable.  Again  the  offer  was 
declined,  and  the  post  was  offered  to  William  Stewart 
Halsted  of  New  York,  ushering  in  an  era  of  ex- 
cellence which  carried  the  reputation  of  Johns  Hop- 
kins around  the  world  and  into  history. 

From  the  Division  of  Neurosurgery,  Medical  College  of 
Virginia/Virginia  Commonwealth  University,  where  Dr. 
Miller  is  Lind  Lawrence  Professor.  Address  correspon- 
dence to  him  at  Box  758,  MCV  Station,  Richmond  VA 
23298. 

Submitted  10-18-78. 


But  who  was  the  man  who  could  turn  down  such 
an  opportunity  and  what  led  an  American  university 
to  seek  to  recruit  a man  from  such  distant  shores? 
The  trustees  of  Johns  Hopkins  University  were  well 
informed  and  determined  to  find  the  best  man  pos- 
sible for  their  important  position,  and  at  the  time 
Macewen  was  probably  the  brightest  star  on  the  sur- 
gical scene.  Had  he  been  persuaded  to  leave  his  na- 
tive Scotland,  the  development  of  surgery  and  of 
neurosurgery  in  the  United  States  and  Europe  might 
have  been  quite  different.  Speculation  such  as  this  is 
one  of  the  fascinations  of  history. 

William  Macewen  was  born  130  years  ago  on  the 
island  of  Bute  lying  in  the  estuary  of  the  River  Clyde. 
The  Clyde  is  the  river  on  which  the  city  of  Glasgow 
stands,  and  so  to  Glasgow  it  was  that  the  young 
Macewen  went  to  attend  high  school  and  to  its  uni- 
versity to  study  medicine  (Fig.  1).  Glasgow  is  an  an- 
cient city  whose  800th  birthday  was  celebrated  the 
year  before  the  American  Bicentennial.  The  Univer- 
sity of  Glasgow  is  over  500  years  old  and  tradition- 
ally strong  in  science,  engineering  and  medicine. 
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Fig.  2.  This  memorial  plaque  to  Sir  William  Macewen 
hangs  in  Glasgow  Royal  Infirmary  beside  a similar  one 
commemorating  Lord  Joseph  Lister,  under  whom  Mace- 
wen studied.  Photograph  courtesy  of  Dr.  M.  G.  H.  Smith. 

When  Macewen  came  to  Glasgow  University  the 
Chair  of  Surgery  was  occupied  by  Joseph  (later 
Lord)  Lister,  who  was  then  establishing  the  practice 
of  antiseptic  surgery,  based  on  the  bacteriological 
revelations  of  Louis  Pasteur.  By  the  time  Macewen 
graduated  in  Medicine  in  1869,  Lister  had  already 
left  Glasgow  to  take  the  Chair  of  Surgery  in  the  Uni- 
versity of  Edinburgh.  It  is  clear,  however,  that  Mace- 
wen’s  contacts  with  Lister  as  a student  dresser  in  his 
department  were  a powerful  influence,  both  in  his 
choice  of  a surgical  career  and  in  many  of  his  aca- 
demic interests. 

After  internship  in  Glasgow  Royal  Infirmary  and  a 
brief  spell  in  an  infectious  diseases  hospital  Macewen 
entered  general  practice  in  the  city  of  Glasgow,  sup- 
plemented by  a position  as  police  surgeon — prosaic 
beginnings  for  a surgical  star.  But  already  he  was  en- 
gaged in  studies  on  growth  of  bone  and  aneurysm 
formation  in  an  improvised  laboratory  in  the  parish 
hospital  where  he  worked.  He  had  begun  to  explore 
the  possibilities  of  peroral  intubation  of  the  larynx — 
born  from  his  depressing  experiences  with  laryngeal 
diphtheria.  His  police  work  provided  fertile  ground 
for  studies  of  the  nature  of  wounds  and  of  distin- 


guishing between  alcoholic  and  traumatic  coma.  His 
description  of  the  pupillary  response  to  painful  stim- 
ulation, something  we  know  as  the  ciliospinal  reflex 
today,  soon  became  a classic.  In  a four-year  period 
he  had  published  on  rupture  of  the  bladder,  ova- 
riectomy, ligation  of  the  femoral  artery,  penetrating 
chest  and  abdominal  wounds,  phosphorus  poisoning 
and  the  introduction  of  nasogastric  tubes.  This  char- 
acteristic wide-ranging  approach,  which  continued 
throughout  his  life,  secured  him  undoubted  greatness 
but  at  the  same  time  robbed  him  of  the  credit  for 
being  the  principal  founder  of  neurological  surgery. 

In  1874  he  was  appointed  to  the  outpatient  staff  of 
Glasgow  Royal  Infirmary,  one  of  the  two  principal 
teaching  hospitals  in  the  city,  and  two  years  later,  at 
the  age  of  28,  became  a surgeon  in  charge  of  wards — 
a position  usually  awarded  to  surgeons  at  least  15 
years  his  senior.  His  surgical  status  now  officially  rec- 
ognized, his  work  soon  catapulted  him  into  recogni- 
tion far  beyond  the  bounds  of  Glasgow  and  Scotland 
(Fig.  2). 

When  he  returned  to  work  in  the  hospital  where  he 
had  been  a student,  surgical  procedures  were  carried 
out  under  a fine  spray  of  carbolic  acid.  Surgical 
wounds  were  treated  by  application  of  phenol-im- 
pregnated dressings.  These  measures  had  dramati- 
cally reduced  the  mortality  from  infection  from  45  to 
15  percent  and  brought  deserved  fame  to  Lister. 
Macewen  was  a strong  advocate  of  the  Listerian 
principles  at  first,  but  increasing  concern  for  the  tis- 
sue necrosis  caused  by  carbolic  acid,  and  the  wave  of 
new  information  in  the  burgeoning  world  of  bacte- 
riology which  he  followed  assiduously  led  him  to 
look  for  a better  solution  of  the  problem  of  infection. 
How  much  better  to  prevent  infection  from  ever 
gaining  a foothold!  A second  surgical  revolution  was 
born.  Applying  recent  knowledge  of  the  effects  of 
soap  and  heat  on  bacteria,  Macewen  insisted  that  all 
involved  with  surgical  procedures  scrub  hands  and 
forearms  with  soap  and  water,  wear  clean  gowns  for 
each  case  (a  practice  laughed  at  by  his  surgical  col- 
leagues) and  boil  all  instruments  and  the  hempen  lig- 
atures used  for  tying  off  arteries.  This  seems  almost 
laughable  today,  but  the  Galenical  concept  of  “laud- 
able pus”  was  heavily  entrenched  in  medical  think- 
ing, and  it  was  only  in  1879  that  Macewen  himself 
identified  microorganisms  in  the  purulent  discharge 
from  surgical  wounds,  thus  ending  one  of  the  greatest 
medical  misconceptions  of  all  time.  The  new  practice 
of  “aseptic”  rather  than  “antiseptic  surgery”  led 
Macewen  to  develop  all-metal  surgical  instruments, 
since  it  was  not  possible  to  sterilize  the  existing  bone 
and  wooden  handled  instruments.  Dissatisfaction 
with  ligature  and  suture  material  caused  him  to  de- 
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velop  chromic  catgut.  For  the  rest  of  his  life  he  in- 
sisted on  supervising  personally  the  preparation  of  all 
catgut  used  in  his  operating  room. 

The  medical  profession  has  always  been  notori- 
ously conservative,  and  the  changes  brought  by 
Macewen  were  not  greeted  with  enthusiasm.  He  was 
a man  of  great  stature  and  conviction,  however,  not 
in  the  least  daunted  by  criticism  of  his  work,  and  in 
any  case  proved  its  merit  by  results.  Added  to  this 
was  a dry  humor,  the  source  of  very  many  anecdotes. 
When  referring  to  himself  Macewen  was  fond  of  us- 
ing the  term  “we”,  an  expression  normally  used  only 
by  the  Sovereign  of  Britain  or  editors  of  newspapers. 
When  one  of  his  students  was  attempting  to  define 
suppuration  he  was  cut  short  by  Macewen:  “Ah 
yes, — we  remember  it  now.  But  we  do  not  have  it 
here.  However,  should  you  wish  to  see  it  elsewhere  in 
the  hospital,  it  can  easily  be  found.”  Some  years  later 
a visiting  surgeon  from  the  United  States  accosted 
Macewen  on  his  rounds  in  the  hospital  and  asked 
him  if  he  used  carbolic  spray  in  his  operation  room. 
Macewen,  at  six  feet  an  unusually  tall  man,  looked 
down  on  the  visitor:  “Ah — no,  sir.  We  simply — wash 
our  hands.” 

The  work  on  sterilization  and  design  of  surgical  in- 
struments attracted  great  attention  in  Germany 
where  von  Bergmann  and  Schimmelbusch  advanced 
the  cause  by  introducing  steam-pressure  sterilizing  of 
dressings  and  instruments.  Not  until  1897,  however, 
had  all  of  the  hospitals  in  Glasgow  been  equipped  to 
practice  aseptic  surgery.  By  then  Macewen  had  al- 
ready propelled  himself  to  the  front  rank  of  world  re- 
nowned surgeons  by  a series  of  surgical  triumphs  un- 
paralleled in  scope  and  significance  before  or  since. 

His  early  study  of  syphilitic  aneurysm,  a subject 
which  fascinated  and  eventually  killed  his  illustrious 
countryman,  John  Hunter,  flowered  in  an  extensive 
dissertation  on  the  pathophysiology  of  the  condition, 
and,  typical  of  Macewen  the  applied  scientist  par  ex- 
cellence, into  improved  methods  of  treatment.  By  the 
careful  insertion  of  specially  designed  stainless  steel 
pins  into  the  aneurysm  sac  to  induce  thrombosis,  he 
was  able  to  cure  three  patients.  This  technique  has 
been  recently  been  revived  for  the  treatment  of  giant 
intracranial  aneurysms. 

Interest  in  the  growth  of  bone  and  the  possibilities 
of  transplantation  of  bone  continued  throughout 
Macewen’s  career.  The  prevalence  of  rickets  and  tu- 
berculous diseases  of  bone  in  Glasgow  produced  hid- 
eous and  disabling  deformities,  many  of  them  in  chil- 
dren. Due  to  the  advent  of  aseptic  surgery, 
operations  on  bone  could  finally  be  carried  out  with 
a low  risk  of  infection.  With  the  aid  of  specially  de- 
signed osteotomes  Macewen  raised  the  operation  of 


femoral  osteotomy  for  genu  valgum  to  a fine  art.  In 
1884  Macewen  reported  to  the  International  Medical 
Congress  in  Copenhagen  on  1800  osteotomies  with- 
out a single  case  of  septicemia.  In  1879  a boy  who 
had  suffered  pyogenic  necrosis  of  the  shaft  of  the  hu- 
merus and  was  threatened  by  amputation  was  in- 
stead treated  by  transplantation  of  bone  from  an- 
other patient;  this  was  repeated  several  times  over  a 
one-year  period  until  restoration  of  the  missing  shaft 
of  humerus  was  complete  and  function  restored.  In 
later  years  Macewen  carried  out  many  bone  grafting 
procedures  using  the  patient’s  own  bone,  largely  to 
repair  defects  in  the  skull  and  mandible.  The  spe- 
cialty of  orthopedic  surgery  owes  much  to  Macewen, 
but  not  so  much  because  of  his  surgical  expertise, 
since  many  of  the  medical  problems  which  so  con- 
cerned him  are  no  longer  a major  problem;  rather  it 
is  because  of  his  studies  on  bone  growth  and  his  clear 
exposition  of  the  role  of  the  periosteum,  which  had  a 
major  influence  on  the  methods  of  treating  fractures 
and  on  the  performance  of  elective  orthopedic  proce- 
dures. 

In  1883  Macewen  reported  to  the  Glasgow  Me- 
dico-Chirurgical  Society  his  views  on  the  surgical 
treatment  of  inguinal  hernia.  This  stemmed  from  a 
study  on  the  subject  begun  in  1876.  He  emphasized 
the  need  for  complete  and  meticulous  dissection  of 
the  peritoneal  sac  and  its  return  to  the  abdominal 
cavity  via  the  internal  ring  after  transfixing  it  with  a 
suture.  The  internal  ring  had  to  be  closed  and  the 
valvular  configuration  of  the  inguinal  canal  restored 
for  the  procedure  to  be  complete.  A full  account  was 
published  in  Annals  of  Surgery  in  1886  and  attracted 
attention  and  praise  from  Europe  and  America.  Cur- 
rent procedures  of  hernia  repair  are  essentially  modi- 
fications of  Macewen’s  technique. 

Like  all  surgeons,  Macewen  was  presented  fre- 
quently with  the  problem  of  cancer.  Always  inter- 
ested in  clinico/pathological  correlations,  for  the 
Glasgow  Medical  School  had  a long  tradition  of  ex- 
cellence of  pathology,  he  was  deeply  interested  in  the 
means  by  which  cancer  spreads.  This  led  to  an  em- 
phasis on  radical  surgery.  Not  all  of  his  colleagues 
were  as  enthusiastic;  believing  such  surgery  to  be  a 
lost  cause.  Presented  one  day  with  a patient  with  a 
large  rodent  ulcer,  Macewen  advised  radical  excision. 
The  patient  then  informed  him  that  another  equally 
eminent  surgeon  had  advised  that  surgery  was  un- 
necessary and  that  the  surface  of  the  growth  should 
be  painted  with  a coagulating  agent.  “Ah  yes,  let  us 
paint  it  by  all  means”,  said  Macewen,  “but  first — we 
shall  remove  it.” 

In  view  of  the  prevalence  of  pulmonary  tubercu- 
losis in  Glasgow  at  that  time,  it  is  not  surprising  that 
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Macewen  was  frequently  faced  with  chest  problems. 
Thoracoplasty  was  a common  procedure  in  his  prac- 
tice but  it  is  less  well  known  that  he  successfully  per- 
formed the  first  total  pneumonectomy  in  1895  in  a 
man  with  empyema  and  abscess  formation  in  the  left 
lung.  So  successful  was  the  result  that  his  patient  was 
re-admitted  to  the  same  hospital  45  years  later  for  re- 
pair of  an  inguinal  hernia.  This  was  a truly  remark- 
able surgical  feat  which  he  was  to  repeat  four  times 
by  1913  without  the  benefits  of  endotracheal  in- 
tubation and  positive  pressure  ventilation. 

From  what  has  been  written  here  it  is  clear  that 
William  Macewen  was  a man  undeterred  and  uncon- 
strained by  prevailing  opinion  and  limitations.  His 
surgical  boldness  stemmed  not  from  ignorance,  for 
none  was  better  informed  of  the  state  of  the  art  both 
nationally  and  internationally,  but  from  confidence 
in  his  own  skill  and  the  courage  to  follow  his  own 
logic.  Nowhere  is  this  more  evident  than  in  his  pio- 
neering incursion  into  cranio-spinal  surgery.  Apart 
from  trepanation  and  surgery  of  necessity  following 
trauma  to  the  skull  or  spine,  the  idea  of  deliberate 
operations  on  the  brain  or  spinal  cord  was  generally 
considered  out  of  the  question  in  1875.  The  time  was 
ripe,  however.  Understanding  of  the  role  of  the  cen- 
tral nervous  system  was  increasing  at  a gathering 
rate,  but  clinical  localization  of  lesions  of  the  brain 
was  not  possible.  Then  Broca  described  the  frontal 
speech  area  in  1861,  and  in  1873  Hughlings  Jackson 
of  Queen  Square  Hospital,  London,  published  his 
paper  on  diagnosis  of  tumors  of  the  brain,  clinico- 
pathological  studies  based  on  the  localizing  value  of 
focal  epilepsy  and  loss  of  motor  function.  Macewen 
was  well  aware  of  the  astounding  advances  being 
made  in  clinical  neurology  from  the  very  start  of  his 
postgraduate  career.  Alexander  Robertson,  his  chief 
in  the  parish  hospital  where  he  first  worked  before 
his  appointment  to  Glasgow  Royal  Infirmary,  pub- 
lished a paper  on  the  motor  system  in  the  Journal  of 
Mental  Science  in  1867,  three  years  before  Macewen 
went  to  work  with  him,  and  we  know  that  the  two 
men  remained  firm  friends  for  many  years.  Thus 
Macewen’s  thoughts  must  have  been  directed  early 
towards  the  possibilities  of  surgery  on  the  brain. 

The  opportunity  presented  itself  in  1876  when  an 
11 -year-old  boy  was  presented  to  Macewen.  Follow- 
ing an  injury  to  the  head  he  had  developed  seizures 
involving  right  side  of  face,  then  right  arm,  then  leg. 
These  were  followed  by  expressive  aphasia.  Mace- 
wen made  a diagnosis  of  a brain  abcess  located  be- 
tween Broca’s  area  and  the  left  internal  capsule  and 
advised  that  the  skull  be  opened  and  the  abcess 
drained.  Permission  was  refused,  and  the  boy  died 
soon  after.  Macewen  did  obtain  permission  for  an 


autopsy  and  opened  the  skull  himself,  demonstrating 
an  abcess  precisely  where  he  had  said  it  lay,  just  deep 
to  the  third  frontal  convolution  on  the  left.  It  was 
three  years  before  he  again  had  an  opportunity  to 
perform  cranial  surgery  but  in  that  year,  1879,  he 
successfully  evacuated  a chronic  subdural  hematoma 
and  removed  a left  frontal  convexity  meningioma. 
More  cases  followed  at  an  increasing  rate,  until  in 
1888  Macewen  reported  on  a series  of  21  operated 
brain  abscesses  with  1 8 recoveries  (a  record  unequal- 
led before  or  since)  and  six  cases  of  spinal  laminec- 
tomy with  four  recoveries. 

Chronic  middle  ear  infection  was  rife  in  Glasgow 
and  intracranial  complications,  abscess  and  venous 
sinus  thrombosis,  were  common.  By  1893  Macewen 
had  dealt  with  94  patients  with  intracranial  infections 
and  operated  on  74,  of  whom  63  were  cured.  These 
included  30  patients  with  brain  abscesses.  This  expe- 
rience was  gathered  together  in  a widely  acclaimed 
book,  Pyogenic  Infective  Diseases  of  the  Brain  and 
Spinal  Cord.  The  logical  extension  of  his  work  on 
brain  abscess  was  the  eradication  of  chronic  middle 
ear  infection,  and  he  brought  a new  precision  and 
standard  to  the  performance  of  mastoidectomy.  The 
suprameatal  triangle,  “Macewen’s  triangle,”  was  the 
route  of  approach  to  the  mastoid  antrum,  and  in 
place  of  hammer  and  chisel  Macewen  used  the  burr 
and  curettes,  commenting  that  he  had  never  injured 
the  sigmoid  sinus  and  only  once  produced  temporary 
worsening  of  a facial  nerve  paresis. 

In  the  year  1888,  a dozen  years  after  his  appoint- 
ment as  a Surgical  Chief  in  Glasgow  Royal  In- 
firmary, the  British  Medical  Association  held  their 
annual  meeting  in  Glasgow.  At  this  meeting  Mace- 
wen, now  exactly  40  years  old,  delivered  a now  fa- 
mous address,  “On  the  Surgery  of  the  Brain  and  Spi- 
nal Cord.”  This  speech  alone  would  have  secured 
him  a place  in  history,  such  was  its  impact  at  the 
time,  but  Macewen  followed  his  lecture  by  a series  of 
surgical  demonstrations  which  even  now  stagger  the 
imagination.  These  included  a demonstration  of  the 
radical  cure  of  inguinal  hernia,  an  anatomical  dis- 
play of  the  inguinal  region  and  presentation  of  sev- 
eral successfully  operated  cases.  A series  of  cases  of 
joint  excision  were  then  presented.  Two  patients  who 
had  had  spinal  decompressions  performed  for  para- 
plegia and  eight  patients  who  had  had  intracranial 
tumors,  hematomas  and  abscesses  successfully  re- 
moved were  next  shown.  These  cases  were  followed 
by  a patient  who  had  had  a comminuted  depressed 
skull  fracture  elevated  and  the  bone  fragments  suc- 
cessfully replaced  as  a mosaic,  and  by  presentation  of 
the  boy  whose  humerus  had  been  restored  by  bone 
grafting.  On  the  following  day  the  operation  of  femo- 
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Fig.  3.  This  is  the  original  block  of  Glasgow  Western  University;  it  has  changed  little  since  William  Maceweri  worked  there 

in  1892-1923.  Photograph  courtesy  of  Dr.  M.  G.  H.  Smith. 
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ral  supracondylar  osteotomy  was  demonstrated,  to- 
gether with  a series  of  postoperative  cases.  More 
cases  followed  to  demonstrate  Macewen’s  complete 
mastery  of  the  entire  field  of  surgery  as  it  existed 
then.  The  opinion  of  the  medical  press  at  the  time 
was,  “Results  have  been  obtained  by  Dr.  Macewen 
which  would  never  have  been  dreamt  of  a quarter  of 
a century  ago.” 

This  was  the  man,  then,  who  was  so  ardently 
sought  in  the  following  year  by  Johns  Hopkins  Uni- 
versity as  their  first  Professor  of  Surgery.  In  1889  he 
was  made  Professor  of  Clinical  Surgery  at  the  Royal 
Infirmary  in  Glasgow,  climaxing  his  great  work  in 
that  hospital.  Three  years  later  the  Regius  Chair  of 
Surgery  in  Glasgow  University,  the  principal  chair 
ordained  by  the  Sovereign,  became  vacant.  This  was 
the  chair  which  Lister  had  held  and  it  may  be  sup- 
posed that  Macewen  prized  this  above  all  other  posi- 
tions. Certainly  he  had  an  immense  regard  for  the 
University  which  had  held  such  giants  as  William 
Cullen,  Joseph  Black,  William  Hunter  and  Adam 
Smith.  In  support  of  his  application  for  the  Chair  of 
Surgery,  Macewen  offered  16  testimonials  from  fa- 
mous surgeons  from  all  parts  of  the  world — England, 
Germany,  France,  Russia,  and  Sweden  and  from 
Lewis  Pilcher  of  New  York  and  William  White  of 
Philadelphia. 

Upon  appointment  to  the  Chair  of  Surgery  Mace- 
wen had  to  transfer  his  clinical  practice  to  the  West- 
ern Infirmary  of  Glasgow  (Fig  3).  Sadly,  this  was  ac- 
complished only  after  much  argument  and  bickering. 
He  spent  the  rest  of  his  professional  career  at  the 
Western  Infirmary  steadily  reaping  the  honors  which 
were  his  due.  In  1895  he  was  elected  a Fellow  of  the 
Royal  Society  and  the  following  year  made  his  first 
trip  to  the  United  States  to  deliver  the  Lane  Lectures 
at  Stanford  University.  In  1898  he  was  elected  a 
member  of  the  Royal  Academy  of  Medicine  in  Rome 
and  of  the  Imperial  Military  Academy  of  Medicine 
of  Russia.  In  1902  he  was  knighted  by  Edward  VII. 

When  World  War  I broke  out,  Sir  William  Mace- 
wen was  66.  He  was  commissioned  as  Surgeon-Gen- 
eral for  the  Navy  in  Scotland  with  the  rank  of  Rear 
Admiral  and  given  the  task  of  organizing  a hospital 
in  Scotland  for  the  limbless  victims  of  the  war.  With 
characteristic  energy  he  designed  a series  of  simple 
artifical  limbs,  not  hesitating  to  remove  several  wil- 
low trees  from  the  university  grounds  in  his  search 
for  suitable  wood  for  the  prostheses.  His  great  contri- 
bution to  the  care  of  the  war  wounded  was  recog- 
nized by  the  award  of  Companionship  of  the  Order 
of  the  Bath  by  King  George  V,  and  in  1922  he  was 
elected  president  of  the  British  Medical  Association. 
The  following  year  he  travelled  across  the  United 


States  once  more  and  on  to  Australia  as  the  represen- 
tative of  the  British  Medical  Association  in  what  was 
to  be  his  last  series  of  public  appearances.  Shortly  af- 
ter his  return  to  Glasgow  he  contracted  pneumonia 
and  died  in  March,  1924. 

Thus  ended  the  life  of  a truly  great  man,  a 
thoughtful  and  original  surgical  anatomist  and  physi- 
ologist, a bold,  innovative  surgeon.  He  was  a man 
honored  by  scientists  and  surgeons  from  all  over  the 
world  but  who,  sadly,  was  accorded  least  regard  and 
acclaim  by  his  own  townsmen.  How  different  things 
might  have  been  had  he  moved  to  Baltimore  where 
those  other  innovators  of  medical  teaching  and  prac- 
tice awaited  him.  Even  now  it  is  fascinating  to  specu- 
late on  what  might  have  been. 
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A Cytologic  Aid  to  Diagnosing 
Congenital  Glaucoma 
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Using  the  Giemsa  and  Papanicolaou  staining  methods,  the  authors  studied 
the  superficial  corneal  epithelium  of  17  glaucoma  patients  and  25  normal  pa- 
tients. Smears  of  the  normal  patients  exhibited  a high  frequency  of  pre- 
cornified  cells  and  a paucity  of  cornified  cells  with  pyknotic  nuclei.  Smears  of 
the  glaucomatous  patients  illustrated  striking  tinctorial  changes;  these  changes 
were  so  pronounced  that  examination  of  a single  section  strongly  suggested  a 
diagnosis  of  glaucoma.  A case  report  is  presented  in  which  a preliminary  diag- 
nosis of  congenital  glaucoma  was  disproved  by  these  staining  techniques. 


I^^EVERAL  papers  have  depicted  changes  in  cor- 
neal and  conjunctival  epithelium  in  animals. 
Huber  and  Smith1  described  an  increase  in  corn- 
ification  of  bovine  bulbar-conjunctival  epithelium 
following  vitamin  A deficiency.  Babino  and  Fox2,3 
studied  the  corneal  epithelial  changes  in  the  buph- 
thalmic  rabbit  eye.  Sheppard,  Shanklin  and  Fox4 
made  a more  comprehensive  comparative  study  of 
corneal  epithelium  of  the  normal  and  buphthalmic 
rabbit  eye.  Duke-Elder  and  Wybar5  described  the 
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histology  of  normal  human  corneal  epithelium  and 
its  morphologic  changes  in  passing  from  the  basal 
cell  to  the  superficial  layers. 

The  purpose  of  this  study  was  to  investigate  the  va- 
lidity of  the  Papanicolaou  and  Giemsa  staining  tech- 
niques as  an  aid  in  the  diagnosis  of  glaucoma  in  the 
young  and  also  to  compare  cytologically  normal 
corneal  epithelium  with  that  of  glaucomatous  eyes. 

Materials  and  Methods 

This  study  was  based  on  the  findings  in  17  patients 
with  congenital  glaucoma  and  25  normal  patients. 

The  ages  of  the  patients  with  glaucoma  at  the  time 
epithelium  was  studied  ranged  from  9 days  to  16 
years;  the  ages  of  the  normal  patients  ranged  from  9 
months  to  16  years. 

The  method  for  obtaining  smears  and  the  modifi- 
cations of  the  Papanicolaou  and  Giemsa  techniques 
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Fig.  1.  Normal  corneal  epithelium.  Large  squamous  cells 
with  light  blue  stained  cytoplasm  and  purple  stained  nu- 
clear material  showing  good  detail.  Papanicolaou  x600. 
From  4-year-old  male. 


i 


Fig.  3.  Glaucomatous  corneal  epithelium.  Note  striking  div- 
ersity of  cells  from  large  to  small  and  degrees  of  corn- 
ification  from  normal  to  highly  cornified,  and  cytoplasmic 
granules.  Papanicolaou  X600.  From  12-week-old  male. 

have  been  described  by  Sheppard,  Shanklin  and 
Fox.4 

The  authors  attempted  to  correlate  tinctorial 
changes  seen  with  the  Papanicolaou  staining  method 
with  morphologic  findings  in  congenital  glauco- 
matous patients.  Nuclear  and  cell  membrane  changes 
were  demonstrated  with  the  Giemsa  stain. 

It  was  shown  previously  in  the  rabbit  cornea  that 
the  nuclei  of  cells  from  the  deeper  layers  stained  by 
the  Papanicolaou  method,  in  both  normal  and  buph- 
thalmic,  were  purple  and  their  cytoplasm  various 
shades  of  blue.4  In  passing  superficially,  cytoplasm  of 
many  cells  stained  pink  to  red,  and  those  in  the  out- 
ermost layers  were  frequently  colored  yellow  to  or- 
ange. The  nuclei  were  usually  normal  except  in  the 
yellow  to  orange  stained  cells,  where  the  nuclei  were 
often  pyknotic.  In  the  current  study  similar  epithelial 


Fig.  2.  Normal  corneal  epithelium.  Three  normal  cells  with 
intensely  stained  cell  membranes;  cytoplasm  homogeneous. 
Nucleus  of  small  cell  pyknotic.  Giemsa  X600.  From  2-year- 
old  male. 


i1 


Fig.  4.  Glaucomatous  corneal  epithelium.  Degenerating 
cells:  left,  fair  cell  membrane;  right,  extruding  nuclei;  pyk- 
notic nucleus  upper  right  extrudes  from  precursor  ghost 
cell.  Giemsa  X600.  From  3-month-old  male. 

changes  were  noted  in  the  human. 

Emmel  and  Cowdry6  attributed  these  cytoplasmic 
color  changes  to  an  increase  in  acidity.  Sandler7 
stained  human  oral  epithelium  by  the  Papanicolaou 
method  and,  on  the  basis  of  tinctorial  changes,  classi- 
fied those  cells  as  pre-cornified  and  cornified. 

We  considered  those  cells  with  pink  to  red  cyto- 
plasm as  pre-cornified  and  those  with  yellow  to 
orange  cytoplasm  as  cornified.  The  nuclei  of  the 
precomified  cells  were  usually  normal;  those  of  the 
cornified  cells  were  usually  pyknotic.  In  the  final 
stage  the  pyknotic  nuclei  were  fragmented  or  lost 
when  the  cytoplasm  lost  its  affinity  for  the  stain.  The 
colorless  non-nucleated  cells  were  called  “ghost 
cells”.  The  Giemsa  stain  showed  the  cell  membranes 
and  nuclei  better  in  both  the  normal  and  buphthal- 
mic  corneal  epithelial  cells. 
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Cytologic  Findings 

Multiple  stains,  slides  and  figures  demonstrated 
the  varied  tinctorial  epithelial  changes  using  the  Pa- 
panicolaou stain:  they  varied  from  normal  green-blue 
through  pink,  red  and  orange  to  yellow,  the  last  rep- 
resenting advanced  cornification. 

The  Giemsa  stain  complimented  the  diagnostic 
Papanicolaou,  varying  from  the  normal  well-formed 
nucleus,  with  granular  cytoplasm  and  a well-stained 
cell  membrane,  to  a degenerative  cell  with  pyknotic 
or  fragmented  nucleus  and  a poorly  stained  mem- 
brane. 

The  staining  of  the  cells  varied  greatly  with  stages 
of  ocular  pathology,  moderately  with  patient  age. 

Examples  of  normal  Papanicolaou  and  Giemsa 
stains  are  illustrated  in  Figures  1 and  2. 

Examples  of  buphthalmic  Papanicolaou  and 
Giemsa  stains  are  illustrated  in  Figures  3 and  4. 

Discussion 

This  study  showed  conclusively  that,  even  in  the 
very  youngest  patients,  damaged  corneal  epithelium, 
when  stained  by  the  Papanicolaou  method,  showed 


striking  tinctorial  changes,  with  cornification  and 
pyknotic  nuclei.  Similar  changes  were  not  observed 
in  the  normal  group  (Table  1). 

The  corneal  epithelium  in  the  younger  glauco- 
matous patient  (9  days  to  5 years)  was  of  diverse 
shape  and  size,  indicating  varying  stages  of  cor- 
nification with  some  orange  colored  cells  with  pyk- 
notic nuclei.  Extensive  cell  fragmentation  was  not 
observed  in  this  younger  group.  The  corneal  epithe- 
lium in  the  older  group  (6  to  16  years)  frequently  ex- 
hibited a high  degree  of  cornification,  extensive  cell 
fragmentation,  and  darkly  stained  pyknotic  nuclei, 
with  frequent  extrusion  of  the  nucleus  and  areas  of 
ghost  cells.  Nearly  all  cells  observed  in  an  11 -year- 
old  female  demonstrated  extensive  cellular  degenera- 
tion. 

The  corneal  cellular  changes  in  young  humans  de- 
scribed in  this  study  are  similar  to  those  observed  in 
the  rabbit,48,  where  the  epithelium  in  the  normal 
cornea  was  found  to  be  well  attached  to  the  stroma; 
in  the  buphthalmic  cornea,  however,  the  epithelium 
was  easily  detached.  This  was  due  to  edema  of  cells 
in  the  deeper  layers,  frequently  leaving  only  the  basal 


Table  1.  Cytologic  Characteristics  of  Superficial  Corneal  Epithelium  in  17  Patients  With  Congenital  Glaucoma. 


Patient 

Age  at 
Diagnosis 

Sex 

Papanicolaou 

Giemsa 

SB. 

2 mos. 

Female 

Precornified  and  cornified  cells  with 
vacuoles  in  cytoplasm 

Good  cell  membranes  with  little 
nuclear  degeneration 

G.A. 

3 mos. 

Male 

Marked  cornification,  diverse  shapes 
and  sizes,  ghost  cells 

Many  nuclei  devoid  of  cytoplasm, 
degenerating  nuclei  common 

V.H. 

3 mos. 

Female 

Marked  cornification,  diverse 
morphology,  ghost  cells 

Nuclei  devoid  of  cytoplasm  many 
degenerating  nuclei 

J.B. 

5 mos. 

Female 

Marked  cornifications  many  ghost 
cells 

Prominant  nuclei  without  cytoplasm, 
many  degenerating  nuclei 

MB. 

I mo. 

Female 

Advanced  cornification  with 
marked  pleomorphism,  ghost  cells 

Pyknotic  nuclei,  prominent 
vacuolated  cells 

K.B. 

6 mos. 

Female 

Advanced  cornification  with  pleo- 
morphism and  ghost  cells 

Pyknotic  nuclei  with  little  cytoplasm 

C.C. 

3 mos. 

Male 

Advanced  cornification,  with  pleo- 
morphism and  ghost  cells 

Pyknotic  nuclei  with  little  cytoplasm 

K.F. 

4 mos. 

Male 

Moderate  cornification  with  little 
pleomorphism,  no  ghost  cells 

Few  pyknotic  nuclei,  good  cell 
membranes 

W.H. 

2 mos. 

Female 

Marked  cornification  with  pleo- 
morphism, ghost  cells 

Pyknotic  nuclei  with  little  cytoplasm 

R.J. 

2 mos. 

Male 

Moderate  cornification  with 
moderate  pleomorphism,  no  ghost 
cells 

Few  pyknotic  nuclei  but  some 
normal  cells 

W.S. 

4 mos. 

Female 

Moderate  cornification  with  pleo- 
morphism, few  ghost  cells 

Pyknotic  nuclei  with  scant  cytoplasm 

c.s. 

2 weeks 

Male 

Marked  cornification, 
severe  pleomorphism 

Pyknotic  nuclei,  many  without 
cytoplasm 

v.w. 

2 years 

Female 

Marked  cornification,  severe 
pleomorphism,  ghost  cells 

Pyknotic  nuclei,  extensive  cellular 
degeneration 

K.W. 

6 mos. 

Male 

Marked  cornification,  pleomorphism, 
ghost  cells 

Pyknotic  nuclei,  with  little  cytoplasm 

R.F. 

15  weeks 

Male 

Slight  precornification,  uniform 
cells 

Good  nuclei,  normal  cell  membranes 

I. A. 

12  mos. 

Male 

Marked  cornification,  pleomorphism, 
ghost  cells 

Pyknotic  nuclei,  with  little  cytoplasm 

H.B. 

3 mos. 

Male 

Marked  cornification,  pleomorphism, 
ghost  cells 

Pyknotic  nuclei,  with  little  cytoplasm 
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Fig.  5.  Normal  corneal  epithelium.  Most  helpful  diagnostic 
feature  was  uniformity  of  cell  size,  shape  and  staining  char- 
acteristics. Papanicolaou,  X600,  from  case  report  patient 
A.  W. 


Fig.  6.  Two  cells  with  normal  membranes  and  nuclei. 
Giemsa,  x600,  from  patient  A.W. 

cell  layer.  Similar  changes  were  found  in  an  infant 
with  glaucoma. 

The  striking  importance  of  the  cytologic  findings 
here  documented  is  illustrated  by  the  following  case 
report,  in  which  a preliminary  diagnosis  of  con- 
genital glaucoma  was  disproved  by  the  staining  tech- 
niques described. 

Case  Report 

A.  W„  a white  female,  who  was  first  seen  at  the  age 
of  9 months,  was  referred  from  another  ophthalmolo- 
gist because  of  a history  of  tearing  and  photophobia. 
The  child’s  father,  uncle,  and  paternal  grandfather 
were  all  blind  as  a result  of  congenital  glaucoma. 
Since  office  examination  was  unrewarding,  the  child 
was  examined  in  the  hospital  under  general  anes- 
thesia. At  that  time,  intraocular  pressures  were  20 
mm  Hg  and  19  mm  Hg  respectively  in  the  right  and 
left  eye.  Corneal  measurements  revealed  a horizontal 


diameter  of  11.5  mm  and  a vertical  diameter  of  11 
mm  in  both  eyes.  There  were  no  tears  in  Descemet’s 
membrane.  Gonioscopy  revealed  a rather  flat  in- 
sertion of  iris  root  in  both  eyes,  but  the  scleral  spur 
was  visible  in  certain  areas.  Examination  of  the  fun- 
dus using  the  Goldmann  three-mirror  contact  lens 
revealed  a cup/disc  ratio  on  the  left  of  0.2  and  on  the 
right  of  0.1.  Both  cups  were  quite  deep.  Epithelial 
specimens  were  taken  for  examination  by  both  Pa- 
panicolaou and  Giemsa  methods.  Both  stains  re- 
vealed essentially  normal  corneal  epithelium  (Figs.  5 
and  6).  The  morphology  and  tinctorial  characteristics 
of  the  cells  were  well  within  normal  limits. 

Despite  the  strong  family  history  and  many  pa- 
rameters of  diagnosis  neither  clearly  normal  nor  ab- 
normal, the  normal  size,  shape  and  staining  charac- 
teristics of  the  cells  gave  strong  support  to  the 
conclusion  that  this  child  did  not  have  congenital 
glaucoma. 

We  believe  that  the  cytologic  examination  of  su- 
perficial corneal  epithelial  cells,  stained  by  the  Pa- 
panicolaou and  Giemsa  methods,  may  provide  help- 
ful information  in  the  suspected  diagnosis  of 
congenital  glaucoma  where  the  traditional  methods 
of  diagnosis  are  difficult  to  apply. 
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Clinical  Note 


The  Clinical  Picture  of  “Cough  Purpura,” 
Benign  and  NonThrombocytopenic  Eruption 


PAUL  Kravitz,  MD,  Springfield,  Virginia 

Purpura  when  presenting  as  a clinical  sign  in  a 
patient  frequently  represents  serious  underlying  pa- 
thology. Purpura  is  blood  loss  into  the  dermis  of  the 
skin  from  small  blood  vessels.  Generally,  it  can  be  di- 
vided into  two  major  categories:  thrombocytopenic 
causes  and  non-thrombocytopenic  causes.1  In  the 
former,  neoplasms,  drugs,  connective  tissue  disease, 
infections,  transfusions,  and  hemangiomas  might  be 
considered.  In  the  latter  category,  there  are: 

1)  Extravascular  causes,  i.e.,  Marfans’  syndrome, 
pseudoxanthoma  elasticum,  and  Ehlers-Danlos  syn- 
drome, where  supporting  blood  vessel  structures  are 
weak. 

2)  Vascular  causes,  i.e.,  stasis,  vasculitis,  diabetes, 
amyloidosis  and  toxins. 

3)  Intravascular  causes,  i.e.,  quantitative  and  qual- 
itative platelet  abnormalities  and  coagulation  defects 
are  frequently  considered.  An  unclassifiable  category 
of  purpura  might  include  progressive  pigmentary 
purpura. 


Fig.  1.  Purpuric  macules  extending  across  upper  eyelid. 


I have  recently  seen  three  cases  of  a non-thrombo- 
cytopenic cause  of  purpura  with  an  etiology  that  may 
not  be  recognized  readily  by  physicians.  In  one  case, 
a 20-year-old  female  presented  with  the  acute  onset 
of  a rash  on  her  face,  after  an  evening  of  forceful 
vomiting  secondary  to  presumed  viral  gastrointesti- 
nal upset.  She  had  numerous  punctate  petechiae  over 
both  eyelids  producing  a blue  to  purplish  hue  (Figs.  1 
and  2).  Petechiae  and  large  macular  purpura  ex- 
tended on  her  upper  and  lateral  cheeks  and  toward 
each  nasolabial  fold.  Dozens  of  lesions  were  present. 
The  forehead,  chin  and  nose  and  all  areas  below  the 
chin  were  all  spared.  The  remainder  of  the  physical 
examination  was  normal.  Laboratory  studies  con- 
cerning coagulation  defects  and  platelet  abnormal- 
ities were  normal.  The  eruption  cleared  in  48  hours 
and  the  patient’s  course  was  uneventful. 

Two  additional  patients,  a 3-year-old  and  a 7-year- 
old,  were  also  examined  in  the  recent  past.  Vigorous 
coughing  preceded  the  eruption  in  each  case.  Simi- 


Fig.  2.  Infraorbital  punctate  macules  extending  onto  cheek. 
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larly,  the  purpura  cleared  rapidly.  All  laboratory 
studies  were  normal. 

The  etiology  of  this  benign  and  transient  eruption 
composed  of  a localized  shower  of  petechiae  is  not 
often  recognized.  Repetitive  coughing  seems  most  of- 
ten to  produce  this,  making  the  term  “cough  pur- 
pura” appropriate.  In  young  children  with  a high  in- 
cidence of  upper  respiratory  infections,  coughing, 
vomiting,  sneezing  or  any  forceful  head  movement 
should  be  suspect  when  a shower  of  petechiae  is  seen 
on  the  face.  Dozens  to  hundreds  of  punctate  purpuric 
macules  may  result.  They  occur  specifically  on  the 
eyelids  and  upper  cheeks,  probably  because  of  the 
lack  of  strong  connective  tissue  support  for  the  frag- 
ile blood  vessels  located  there.  Increased  hydrostatic 
pressure  may  also  play  a role.  The  lack  of  generalized 
involvement  of  the  purpura  should  offer  some  assur- 
ance that  a more  serious  underlying  pathology  does 
not  exist.  Obviously,  clinical  acumen  must  be  used  to 
determine  the  extent  of  evaluation  of  the  patient. 
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Grand  Rounds: 

The  Treatment  of  Lupus  Nephritis 


From  the  Department  of  Medicine, 

Medical  College  of  Virginia,  Virginia  Commonwealth  University. 
Discussed  by  John  P.  Hayslett,  MD. 


The  entity  of  lupus  nephritis  has  been  reason- 
ably well  defined  and  the  evidence  indicates  that  the 
pathogenesis  involves  an  immune-complex  disorder. 
This  evidence  is  based  in  part  on  the  finding  of  anti- 
DNA  antibodies  in  serum  and  a high  percentage  of 
positive  reactions  for  circulating  immune  complexes, 
using  assays  such  as  Clq  and  Raji  cell  binding.  Elutes 
from  kidneys  of  patients  with  systemic  lupus  ery- 
thematosus (SLE)  have  demonstrated  immunoglobu- 
lins which  react  to  both  double  stranded  and  single 

Dr.  Hayslett  is  Professor  of  Medicine  and  Chief  of  the 
Division  of  Nephrology  at  the  Yale  University  School  of 
Medicine.  Address  correspondence  to  him  at  the  Univer- 
sity, 333  Cedar  Street,  New  Haven  CT  06510. 

Presented  at  the  Medical  Grand  Rounds  of  March  14, 
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stranded  DNA  and  to  RNA.  Direct  immuno- 
fluorescence of  glomeruli  has  also  noted  the  presence 
of  both  types  of  DNA.  Taken  together,  these  data 
have  strongly  suggested  that  the  nephropathy  associ- 
ated with  SLE  is  an  immunocomplex  disorder,  and 
the  sequence  of  events  illustrated  in  Figure  1 have 
been  proposed  to  explain  the  tissue  reaction. 

Circulating  complexes  composed  of  double 
stranded  DNA  and  anti-DNA  are  entrapped  in  the 
glomerular  tufts,  and  C,,  bound  to  the  complexes, 
catalyzes  C4  and  C2  into  an  active  product  that  results 
in  cleavage  of  C3  into  two  components.  The  small 
molecular  weight  product  induces  mast  cells  to  re- 
lease vasoactive  amines  and  cause  neutrophil  chemo- 
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Figure  1:  Schematic  representation  of  mechanism  of 
glandular  injury  due  to  antigen-antibody  complexes. 
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taxis.  The  other  breakdown  product  of  C3  activates 
the  C,  — C9  components  of  the  complement  pathway 
and  alters  vascular  permeability.  In  addition,  the  al- 
ternate pathway  may  be  activated  in  some  instances 
via  properidin. 

It  has  been  known  for  some  time  that  the  injury  re- 
action, as  it  involves  the  kidney,  can  result  in  a wide 
spectrum  of  histological  changes,  including  a mild 
proliferative  lesion,  a membranous  type  of  nephropa- 
thy and  a diffuse  glomerulonephritis.  On  the  basis  of 
clinical  criteria,  such  as  the  presence  of  proteinuria, 
abnormal  urine  sediment  and/or  reduced  glomerular 
filtration  rate,  approximately  60-70%  of  adult  pa- 
tients with  documented  SLE  have  renal  involvement. 
Although  the  clinical  experience  in  children  is  not  as 
great,  renal  involvement  in  children,  based  upon 
clinical  signs  of  renal  disease,  is  probably  higher,  ap- 
proaching about  90%.  Recently,  however,  renal 
biopsies  have  been  performed  in  several  series  of  pa- 
tients without  clinical  manifestations  of  renal  in- 
volvement. The  studies  have  demonstrated  histo- 
pathological  changes  of  lupus  nephritis  in  a large 
percent  of  patients  who  do  not  show  signs  of  renal 
disease.  While  it  is  evident,  therefore,  that  a renal  in- 
jury reaction  is  much  more  common  in  SLE  than  was 
previously  thought,  it  has  not  been  determined 
whether  the  absence  of  clinical  findings  correlates 
with  a better  long-term  prognosis  in  patients  with  the 
same  renal  histology. 

It  has  been  demonstrated  that  the  histological  fea- 
tures, by  light  microscopy,  correlates,  in  general,  with 
the  course  of  SLE.  Patients  with  a very  mild  prolifer- 
ative glomerulonephritis  generally  have  a relatively 
good  long-term  prognosis,  whether  treated  with  ste- 
roids or  not.  This  group  does  not  develop  heavy  pro- 
teinuria or  renal  failure.  Patients  with  membranous 
nephropathy  tend  to  have  heavy  proteinuria,  and  of- 
ten experience  the  symptoms  of  the  nephrotic  syn- 
drome. The  progression  of  this  type  of  nephropathy, 
however,  is  indolent  and  renal  failure  is  not  a charac- 
teristic feature.  In  contrast,  diffuse  lupus  glomerulo- 
nephritis is  usually  progressive,  leads  to  renal  in- 
sufficiency in  the  majority  of  cases  and  is  associated 
with  a high  rate  of  mortality. 

In  the  last  few  years  this  general  correlation  be- 
tween renal  histopathology  and  the  ultimate  clinical 
course  of  the  patient  has  been  amplified  by  the  use  of 
more  sophisticated  renal  histological  techniques  em- 
ploying electron  microscopy  and,  more  recently,  im- 
munofluorescent  studies. 

The  classification,  shown  in  Table  1,  is  a modifica- 
tion of  a nomenclature  suggested  by  Comerford  and 
Cohen  and  is  based  upon  a classification  using  elec- 
tron microscopy.  The  primary  criteria  are  the  pres- 


ence or  absence  of  electron  dense  deposits  and  their 
location.  In  Type  I lupus  nephropathy  there  is,  by 
light  microscopy,  a mild  focal,  or  segmental  prolifer- 
ative, glomerulonephritis.  By  electron  microscopy, 
there  are  no  electron  deposits  present,  and  by  immu- 
nofluorescence immunoglobulins  usually  are  not 
found.  Type  II  corresponds  to  the  membranous  le- 
sion described  by  light  microscopy.  By  electron  mi- 
croscopy sub-epithelial  and  intermembranous  depos- 
its are  found  and  a rather  characteristic  lesion  by 
immunofluorescent  microscopy:  confluent  lumpy, 
bumpy  deposits  of  immunoglobulins  IgG,  IgM  and 
IgA. 

Type  III  is  characterized  by  electron  dense  depos- 
its in  subendothelial  and  mesangial  areas.  The  ultra- 
structural  changes  are  usually  associated  by  a more 
severe  proliferative  lesion  that  is  graded  as  mild, 
moderate  or  severe.  The  grading  is  based  upon  the 
number  of  glomeruli  that  are  involved  by  light  mi- 
croscopy. For  instance,  if  less  than  50%  of  the  glome- 
ruli are  involved  with  histopathological  changes,  the 
lesion  is  labeled  as  mild.  If  50-75%  of  glomeruli  are 
involved  the  lesion  is  moderate,  and  in  cases  with 
more  than  75%  of  glomeruli  involved  in  the  inflam- 
matory reaction,  the  lesion  is  classified  as  severe.  In 
Type  III  lupus  nephropathy  immunoglobulins  are 
demonstrable  by  immunofluorescence  in  the  mesa- 
ngium and  along  peripheral  capillary  loops.  Since 
patients  with  electron  dense  deposits  localized  in  the 
mesangium  alone  tend  to  exhibit  a different  clinical 
course  from  those  with  subendothelial  deposits,  this 
group  is  categorized  separately  as  IIIA.  Lastly,  a le- 
sion is  categorized  as  Type  IV  if  the  inflammatory  re- 
action is  predominantly  tubulointerstitial  and  there  is 
sparing  of  glomeruli.  This  type  of  injury  pattern  is 
apparently  relatively  uncommon  and  appears  to  in- 
volve tubular  basement  membranes. 

The  importance  of  the  histopathological  classifica- 
tion of  lupus  nephropathy  relates  to  the  clinical  cor- 
relation of  ultrastructual  features.  In  several  analyses 
subendothelial  deposits  have  been  associated  with  an 
active,  progressive  course  and  a high  incidence  of 
renal  failure.  In  contrast,  deposits  in  subepithelial  or 
mesangial  areas  have  been  reported  to  correlate  with 
a milder  form  of  clinical  renal  disease  and,  in  gen- 
eral, patients  with  these  lesion  do  not  develop  renal 
failure. 

The  prognostic  importance  of  the  location  of  elec- 
tron dense  deposits  was  emphasized  in  two  studies 
conducted  in  our  clinic.  In  the  first  study,  3 1 patients 
with  subendothelial  deposits  and  moderately  severe 
or  severe  lesions  by  light  microscopy  were  treated 
with  the  same  therapeutic  regimen,  comprising 
azathioprine  and  low  dose  prednisone.  At  the  end  of 


380 


VIRGINIA  MEDICAL/MAY,  1979 


VOLUME  106 


Table  1.  Classification  of  Lupus  Nephritis. 


Electron  Microscopy* 

Light  Microscopy 

Immunofluorescent  Microscopy 

Type  I 

No  deposits 

Mild  focal  and  segmental 
proliferation 

No  pattern 

Type  II 

Subepithelial  and  intra- 

Diffuse  capillary  wall  thickening. 

Confluent — lumpy-bumpy 

membranous  deposits 

No  proliferative  changes 

IgG,  IgM,  IgA 

Type  III 

Subendothelial  deposits 

Mild,  moderate,  or  severe 
proliferative  changes 

Peripheral  capillary  IgG,  IgM, 
IgA,  Cl,  C3,  C4,  Properdin 

Type  III  A 

Mesangial  deposits  only 

Mild  or  moderate  mesangial 
widening 

Mesangial  IgG,  IgA,  C3 

Type  IV 

Peritubular  deposits 

Predominantly  interstitial 
changes 

Peritubular  IgG,  IgM,  IgA 

* In  Type  II  and  III  lesions,  deposits  may  be  found  in  mesangium  also. 


followup,  which  averaged  3 years,  20  patients  had 
neither  evidence  of  renal  insufficiency  nor  heavy  pro- 
teinuria. Re-biopsy  in  this  group  demonstrated  a 
complete  disappearance  of  subendothelial  deposits. 
In  the  remaining  1 1 cases,  persistence  of  sub- 
endothelial deposits  was  associated  with  progressive 
renal  disease,  characterized  by  renal  failure  and/or 
proteinuria  exceeding  three  grams  per  day. 

In  the  second  study,  20  patients  with  a mild  or 
focal  lupus  glomerulonephritis,  by  light  microscopy, 
were  analyzed  after  a followup  of  approximately  3 
years.  Patients  with  no  electron  deposits  or  deposits 
confined  to  the  mesangium  had  a benign  clinical 
course.  Ten  of  the  20  cases  had  subendothelial  depos- 
its on  the  initial  renal  biopsy,  despite  the  mild  in- 
flammatory reaction.  At  the  end  of  followup  one-half 
of  these  patients  had  heavy  proteinuria  and/or  renal 
failure. 

On  the  basis  of  these  data  several  important  con- 
clusions have  emerged.  The  presence  of  sub- 
endothelial deposits  reflects  an  active  injury  reaction, 
which,  if  not  altered  by  therapy,  tends  to  cause  pro- 
gressive glomerular  damage  and  often  leads  to  renal 
failure.  Since  this  correlation  has  been  reported  in 
cases  with  mild  and  focal  inflammatory  reactions, 
changes  by  light  microscopy  alone  are  not  useful  as 
prognostic  indices.  The  absence  of  deposits,  however, 
or  deposits  localized  to  subepithelial  or  mesangial 
areas,  is  usually  associated  with  a more  indolent 
process  and  uncommonly  are  associated  with  signifi- 
cant alterations  in  renal  function.  Lastly,  long-term 
studies  with  serial  renal  biopsies  have  shown  that  the 
various  categories  of  nephropathy  are  not  static  but 
may  convert  to  one  or  the  other  types.  As  a result  of 
therapy,  Type  III  may  change  to  an  epimembranous 
or  mesangial  pattern.  Conversely,  Type  IIIA  may  oc- 
casionally convert  to  Type  III  with  subendothelial 
deposits. 

How  does  this  information  on  histologic  lesions  re- 
late to  therapy?  We  believe,  at  the  present  time,  that 
there  is  no  indication  for  specific  therapy  to  be  di- 
rected against  the  renal  lesion  in  patients  with  either 


Type  I or  Type  II  nephropathy.  Our  current  practice 
is  to  treat  these  patients  with  drugs  to  control  sys- 
temic manifestations.  This  may  be  in  the  form  of  an- 
algesics alone  or  it  may  require  the  use  of  glucocorti- 
coids. Due  to  the  progressive  nature  of  the  Type  III 
lesion  specific  treatment  is  employed  in  an  attempt  to 
alter  that  lesion  and,  we  hope,  the  eventual  clinical 
course.  Limited  clinical  experience  with  regard  to  the 
natural  course  of  patients  with  pure  mesangial  neph- 
ritis (Type  IIIA)  and  patients  with  the  interstitial  le- 
sion (Type  IV)  make  recommendations  for  specific 
therapy  less  certain  in  these  groups. 

Conventional  therapeutic  considerations,  with  re- 
gard to  the  treatment  of  lupus  nephritis,  have  con- 
cerned the  use  of  glucocorticoids  or  immuno- 
suppressive agents  (usually  azathioprine  or 
cyclosphosphamide)  administered  either  individually 
or  in  combination.  Although  glucocorticoids  form 
the  basis  for  controlling  the  systemic  manifestations 
of  SLE,  there  is  no  clinical  evidence  that  the  use  of 
these  drugs  alone  will  alter  the  histopathologic  lesion 
and  clinical  course  of  patients  with  the  Type  III  le- 
sion. In  addition,  the  use  of  this  type  of  treatment  re- 
sults in  serious  side  effects  if  used  in  high  dose  levels 
for  more  than  a few  months. 

Although  considerable  attention  has  been  focused 
on  the  use  of  immunosuppressive  agents,  most  re- 
ports have  concerned  uncontrolled  or  poorly  de- 
signed controlled  trials.  Donadio  recently  reported 
on  a randomized  trial  in  which  prednisone  was  com- 
pared to  prednisone  plus  cyclophosphamide  in  50  pa- 
tients. That  study,  probably  the  best  evaluation  to 
date  of  different  therapeutic  regimes,  showed  that  the 
group  on  combined  treatment  had  better  preserva- 
tion of  renal  function. 

Our  practice  has  been  to  treat  patients  with  Type 
III  nephropathy  with  azathoprine  and  low  dose  pred- 
nisone therapy.  As  noted  before,  approximately  two- 
thirds  of  cases  on  that  regimen  have  done  well  clini- 
cally and  have,  on  repeat  renal  biopsy,  experienced 
complete  disappearance  of  subendothelial  deposits. 
Since  drug  therapy  can  alter  the  course  of  this  type  of 
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renal  disease,  it  is  evident  that  well  designed  clinical 
trials  are  urgently  needed  to  determine  the  most  effi- 
cacious therapeutic  regimen. 

Many  questions  remain  to  be  answered  for  im- 
proved and  rational  treatment  of  patients  with  SLE. 
The  ominous  outlook  for  patients  with  SLE  that  was 
prevalent  a decade  or  so  ago  does  not  prevail  for  the 
majority  of  patients,  even  those  with  the  most  unfa- 
vorable type  of  renal  lesion.  We  hope  the  next  dec- 
ade will  provide  even  greater  understanding  of  the 
basic  mechanisms  involved  in  both  etiology  and 
pathogenesis  and  provide  a sound  rationale  for  de- 
signing therapeutic  regimens. 

Dr.  G.  Watson  James  III:  Is  therapy  continu- 
ous? 

Dr.  Hayslett:  Yes,  treatment  is  given  on  a con- 
tinuous basis  in  one  dose  of  prednisone  and  azathio- 
prine  each  day.  The  dose  of  prednisone  is  provided  at 
a level  that  is  sufficient  to  suppress  systemic  manifes- 
tations and,  in  general,  we  are  able  to  reduce  the 
level  to  15  mg  or  less  per  day. 

Dr.  Shaun  Ruddy:  In  someone  who  is  persisting 
with  a high  level  of  antibodies  to  DNA,  do  you  feel 
constrained  to  do  something  more  therapeutic  than 
putting  them  on  azathioprine? 

Dr.  Hayslett:  We  think  that  persistent  high  anti- 


body levels  reflect  ongoing  active  disease.  If  this  state 
occurs  despite  combined  treatment  with  prednisone 
and  azathioprine  for  more  than  4-6  months,  we  re- 
biopsy the  kidney  to  determine  whether  sub- 
endothelial  deposits  are  also  persistent.  In  patients 
resistant  to  the  initial  term  of  treatment,  we  sub- 
stitute another  immunosupressive  agent,  usually  cy- 
clophosphamide, for  azathioprine.  Due  to  the  ab- 
sence of  controlled  trials,  this  approach  remains  quite 
empiric;  but  in  our  limited  experience,  some  patients 
respond  very  well  to  alternative  types  of  treatment. 

Student  Question:  What  about  alternative  day 
steroids? 

Dr.  Hayslett:  There  is  good  evidence  that  alter- 
native day  treatment  is  effective  in  controlling  some 
types  of  immunologically  derived  processes,  such  as 
renal  homograft  rejection.  There  is  no  evidence  that 
this  modification  is  useful  in  treating  lupus  nephritis 
and  we  have  not  employed  that  approach. 

Dr.  David  Goldman:  Are  all  lupus  patients 
biopsied,  including  the  one  the  rheumatologists  fol- 
low? 

Dr.  Hayslett:  Since  the  presence  or  absence  of 
clinical  renal  disease  has  been  shown  not  to  provide  a 
good  index  of  the  underlying  renal  lesion,  we  believe 
that  all  patients  with  evidence  of  active  lupus  ery- 
thematosus should  be  evaluated  with  renal  biopsy. 
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Pediatrics 


Renal  Osteodystrophy  in  Children 
with  Bid-Stage  Kidney  Failure 

James  C.  M.  Chan,  MD,  Richmond,  Virginia 

The  discovery  that  the  kidney  is  the  site  of  production  of  calcitriol  clarifies 
our  understanding  of  calcium  metabolic  disorders  in  chronic  renal  failure  and 
carries  with  it  clinical  implications  in  the  treatment  of  renal  rickets.  The  author 
presents  data  on  the  action  of  calcium  and  reviews  the  therapeutic  effects  on 
uremic  osteodystrophy  in  children  of  calcitriol  and  its  analogue. 


THE  total  calcium  concentration  in  plasma  is 
normally  9.0  to  10.5  mg/dl  and  is  composed  of 
three  primary  fractions:  the  ionized,  the  protein- 
bound  and  the  citrate-amino-acid-complexed  frac- 
tions. Normally,  50%  of  the  total  plasma  calcium  is  in 
the  ionized  fractions,  40%  is  in  the  protein-bound 
fraction  and  10%  in  the  citrate-amino-acid-com- 
plexed  ultrafilterable  fraction.1  Hypocalcemia  may 
be  recorded  in  situations  where  hypoproteinemia  co- 
exists, such  as  in  the  nephrotic  syndrome.2  On  the 
other  hand,  hypercalcemia  may  be  recorded  where 
hyperproteinemia  co-exists.3  In  all  of  these  conditons, 
the  concentration  of  ionized  calcium  may  stay  within 
the  normal  range. 

As  an  illustration  of  the  physiological  adaptation, 
it  is  interesting  to  note  that  in  the  mature  chickens 
about  ready  to  form  egg  shells,  the  calcium  level  may 
be  several  times  normal.  However,  a specialized  pro- 
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tein  is  produced  to  carry  the  increased  calcium  re- 
quired for  the  formation  of  egg  shells,  leaving  the 
ionized  fraction  of  the  plasma  calcium  within  the 
normal  range. 

The  intake  of  calcium  varies  from  country  to  coun- 
try, with  the  lowest  levels  in  Japan  and  India,  where 
the  average  intake  is  between  300  to  400  mg/day.  On 
the  other  extreme  are  countries  such  as  Finland  and 
New  Zealand,  with  average  calcium  intakes  of  1,200 
mg/day.  Milk  accounts  for  a large  fraction  of  the  to- 
tal calcium  ingested;  thus  in  the  United  States,  the 
average  daily  calcium  excretion  usually  varies  from 
between  1.5  to  4.5  mg/kg/day.  For  children  in  North 
America,  calcium  excretion  exceeding  5 mg/kg/day 
is  abnormal.  Such  hypercalciuria  is  suggestive  of 
nephrocalcinosis/  nephrolithiasis  and/or  renal  tubu- 
lar acidosis  and  other  renal  dysfunction.4 

Figure  1 illustrates  the  various  components  of  cal- 
cium metabolism.  With  an  average  calcium  intake  of 
15  mg/kg/day,  calcium  absorption  from  the  in- 
testinal tract  is  approximately  7 mg/kg/day.  It 
should  be  noted  that  calcium  is  secreted  in  the  diges- 
tive juices  at  a rate  of  3 mg/kg/day.  The  output  of 
calcium  in  the  feces  is  usually  1 1 mg/kg/day.  The 
urinary  output  is  4 mg/kg/day.  In  addition,  there  are 
the  dynamics  of  bone  formation  and  resorption, 
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which  proceed  at  an  average  rate  4 mg/kg/day  in  ei- 
ther direction. 

The  optimum  balance  of  calcium  in  children  has 
not  been  established.  It  is  postulated  that  during  ac- 
tive growth  the  minimum  calcium  increments  should 
be  180  mg/day.  Daily  calcium  retention  of  up  to  400 
mg/day  has  been  recorded  in  school  children  be- 
tween the  ages  of  15  to  17  years  of  age.5 

Chronic  Renal  Failure  and  Bone  Diseases 

Chronic  renal  failure  impairs  the  renal  excretion  of 
phosphates,  resulting  in  elevation  of  plasma  phos- 
phate in  the  endstages  of  renal  failure.6  Through  an 
unknown  process  of  chemical  interrelationship,  the 
hyperphosphatemia  is  associated  with  hypocalcemia. 
The  parathyroid  gland  is  stimulated  by  the  hypocal- 
cemia resulting  in  hyperparathyroidism,  which  sub- 
sequently contributes  to  the  development  of  renal 
osteodystrophy.7  The  second  major  biochemical  con- 
sequence of  chronic  renal  failure  is  the  impaired  for- 
mation of  active  metabolites  of  vitamin  D,  which  in 
turn  leads  to  defective  absorption  of  calcium  through 
the  intestinal  tract,  finally  resulting  in  hypocalcemia 
and  the  development  of  secondary  hyper- 
parathyroidism and  bone  disease.8 

The  third  major  biochemical  consequence  of 
chronic  renal  failure  is  the  impaired  excretion  of  ti- 
tratable  acid,  ammonium  and  urea,  resulting  in  the 
retention  of  hydrogen  ion  and  elevation  of  blood 
urea  nitrogen  respectively.911  Urea  per  se  is  known  to 
cause  skeletal  resistance  to  the  action  of  PTH.  Re- 
cently it  has  also  been  demonstrated  that  metabolic 
acidosis  may  directly  interfere  with  the  conversion  of 
calcidiol  to  calcitriol.12  These  factors  most  likely  con- 
tribute to  the  development  of  bone  disease  in  renal 
failure. 

INTAKE 
15  mg/K/d 


BONE 


Fig.  1.  Components  of  calcium  metabolism,  mg/k/d-mg 
per  kilogram  body  weight  per  day.  Adapted  from  Nordin 2. 


A number  of  years  ago,  Bricker6  proposed  a hy- 
pothesis to  explain  the  gradual  elevation  of  plasma 
parathyroid  hormone  concentrations  in  the  early 
stages  of  chronic  renal  failure,  in  the  absence  of  de- 
tectable elevation  in  serum  phosphate  or  reduction  in 
serum  calcium  levels.  He  proposed  that,  with  each  re- 
duction in  glomerular  filtration  rate,  there  is  a tran- 
sient elevation  of  plasma  phosphate,  resulting  in 
transient  depression  of  plasma  calcium.  These 
changes  may  not  be  detectable  by  analysis  of  blood 
serum,  but  the  transient  hypocalcemia  stimulates  the 
parathyroid  gland  to  produce  increasing  amounts  of 
parathyroid  hormone.  To  test  this  hypothesis,  Bri- 
cker and  associates  carried  out  a series  of  experi- 
ments in  dogs  in  which  partial  ligation  of  the  renal 
artery  was  performed,  resulting  in  reduction  in  the 
glomerular  filtration  rate  (GFR).  They  postulated 
that  the  transient  changes  in  plasma  phosphate  and 
calcium  may  be  eliminated  if  the  phosphate  intake  is 
reduced  in  proportion  to  the  reduction  in  GFR.  Fol- 
lowing this  line  of  reasoning,  the  parathyroid  hor- 
mone levels  should  not  be  elevated.  Experimental 
evidence  in  animals  subsequently  confirmed  the  va- 
lidity of  this  hypothesis.  It  is  theoretically  possible  in 
the  early  stages  of  chronic  renal  failure  therefore,  to 
control  and  prevent  hyperparathyroidism  by  drastic 
reduction  in  phosphate  intake. 

Vitamin  D Metabolism 

It  is  now  known  that  vitamin  D is  made  available 
to  the  systemic  circulation  through  either  dietary  in- 
take or  ultraviolet  radiation  of  skin  7 dihydrocho- 
lesterol. In  turn,  vitamin  D is  activated  in  the  liver  to 
form  calcidiol  (25  hydroxyvitamin  D3),  which  in  its 
turn  is  further  activated  in  the  kidney  through  a 
DNA-RNA  mediated  mechanism  to  form  calcitriol 
(1,25  dihydroxyvitamin  D3).13  This  very  potent  kid- 
ney hormone  exerts  its  effect  on  the  skeletal  system 
by  calcium  mobilization;  it  also  promotes  the  forma- 
tion of  a calcium  transport  protein  from  a pre- 
transport protein,  which  enters  into  an  adenosine 
triphosphate  mediated  mechanism  to  facilitate  the 
transfer  of  calcium  from  the  intestinal  lumen  across 
the  microvillae  border  into  the  intestinal  mucosal 
cells.  Once  the  calcium  molecule  gains  entrance  into 
the  mucosal  cells,  it  is  sequested  in  the  mitochondria, 
which  on  migration  to  the  serosal  surface  enters  the 
systemic  circulation  through  a sodium  dependent 
mechanism.14 

The  work  of  DeLuca  et  al13  indicated  that  the 
serum  calcium  level  determines  the  rate  of  produc- 
tion of  calcitriol.  Increasing  amounts  of  this  active 
metabolite  is  produced  when  serum  calcium  level  is 
below  9.5  mg/dl;  but  when  serum  calcium  exceed  9.5 


VOLUME  106 


VIRGINIA  MEDICAL/MAY,  1979 


385 


mg/dl,  increasing  amounts  of  24,25  dihydroxyvita- 
min  D3,  an  inactive  metabolite,  is  produced,  which 
replaces  calcitriol  and  suppresses,  recent  data  sug- 
gest, the  secretion  of  PTH. 

In  contrast,  hypocalcemia  leads  to  increased  para- 
thyroid hormone  secretion;  in  response  to  this,  the 
kidney  produces  increasing  amounts  of  calcitriol, 
which  exerts  an  effect  on  bone  resorption  until  cor- 
rection of  hypocalcemia  is  completed. 

1 Alpha-Hydroxyvitamin  D3 

Between  1970  to  1973,  intensive  research  efforts 
were  exerted  to  synthesize  calcitriol.  As  a by-product 
of  these  efforts,  an  active  analogue  of  the  kidney  hor- 
mone (1  alphahydroxy vitamin  D3)  was  produced  in 
1973.  As  synthesized  by  the  method  of  Holick,  De- 
Luca  et  al,15  1 alphahydroxyvitamin  D3  was  99% 
pure  and  half  as  potent  as  calcitriol  on  a weight  basis. 


la(OH)D3 
2yq/day  po 


Fig.  2.  Calcium  and  phosphorous  balance  studies  of  patient 
N.  M.,  treatment  with  1 alpha-hydroxyvitamin  1)3,  and  re- 
sponse of  parathyroid  hormone  to  normal  serum  calcium 
concentration.  Note  improvement  in  calcium  and  phos- 
phorous balances.  Reprinted  by  permission  from  the  Journal 
of  the  American  Medical  Association'6. 


Fig.  3.  Treatment  of  patient  Y.  L.  with  calcitriol  and  I al- 
pha-hydroxyvitamin 03  achieves  remineralization  of  sub- 
periosteal bone,  resorption  of  terminal  end  of  left  clavicle 

and  continued  improvement  over  3Vi  years  treatment. 

Dissolved  in  propylene  glycol,  the  compound  was 
administered  to  ten  patients  with  endstage  kidney 
failure.  Short-term  studies16  were  conducted  in  three 
children.  One  of  these  studies  is  shown  in  Figure  2, 
documenting  the  course  of  N.M.,  a 15-year-old  girl 
with  chronic  renal  failure  secondary  to  obstructive 
uropathy.  She  was  admitted  to  the  Clinical  Research 
Center  of  Children’s  Hospital  of  Los  Angeles,  where 
mineral  balance  studies  were  performed  consisting  of 
3-day  periods,  with  three  pretreatment  periods,  two 
treatment  periods  and  two  posttreatment  periods.  In 
the  upper  panel  of  Figure  2 are  shown  the  serum  cal- 
cium, phosphate  and  immune  parathyroid  hormone 
concentrations;  with  small  amounts  (1. 0-2.0  ug/day) 
of  1 alpha-hydroxyvitamin  D3,  the  serum  calcium 
rose  to  normal.  At  the  end  of  the  posttreatment  peri- 
ods, the  hypocalcemia  recurred  and  was  suggestive  of 
a short  half-life  of  a few  days  for  the  1 alpha-hy- 
droxy vitamin  D3.  There  was  no  consistent  change  in 
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the  serum  phosphorus  concentrations.  The  concen- 
trations of  parathyroid  hormone  (PTH)  showed  a sig- 
nificant drop  of  more  than  50%  with  treatment.  In 
the  lower  panel  of  the  figure  are  shown  the  mineral 
balance  data,  which  were  plotted  according  to  the 
method  of  Albright:17  the  intake  of  the  mineral  from 
the  zero-axis  downwards,  with  the  fecal  (stippled 
area)  and  urinary  excretion  (clear  area)  from  the  bot- 
tom line  upwards,  so  that  the  space  between  the  up- 
permost line  and  the  zero-axis  represented  the  min- 
eral balance.  There  was  improvement  in  both 
calcium  and  phosphorus  balances  secondary  to  treat- 
ment with  1 alpha-hydroxyvitamin  D3;  this  improve- 
ment was  the  direct  result  of  decreased  fecal  calcium 
and  phosphorus  loss  and  was  suggestive  of  the  effects 
of  1 alpha-hydroxyvitamin  D3.  Furthermore,  reduc- 
tion in  urinary  phosphorus  during  the  treatment  peri- 
ods is  suggestive  of  an  increase  in  tubular  absorption 
of  phosphorus  under  the  impact  of  1 alpha-hydroxy- 
vitamin D3. 

The  long-term  effects  of  1 alpha  hydroxyvitamin 
D3  and  calcitriol  were  studied  in  the  patient  Y.  L.,  an 
11 -year-old  girl  with  no  renal  function  secondary  to 
end-stage  focal  glomerulosclerosis  of  known  7 years 
duration.18 19  She  had  been  on  maintenance  hemo- 
dialysis for  more  than  4 years;  after  6 months  of  he- 
modialysis, she  developed  a left  shoulder  pain,  re- 
lated to  resorption  of  the  distal  end  of  the  left 
clavicle.  Six  months  after  initiation  of  1-3  ug  1 alpha 
hydroxyvitamin  D3  orally  administered  daily,  there 
was  remineralization  (Fig.  3),  and  this  improvement 
continued,  with  treatment,  for  3 years.  The  biochemi- 
cal data  of  this  patient  is  summarized  in  Figure  4, 
showing  increasing  dosages  of  1 alpha  hydroxy- 
vitamin D3  from  1 to  3 ug  over  120  days.  Result:  cor- 
rection of  the  hypocalcemia. 

Throughout  this  3 years  of  treatment,  there  were 
only  two  episodes  of  hypercalcemia,  which  were  re- 
versed by  lowering  the  dosage  of  1 alpha-hydroxy- 
vitamin D3.  The  phosphorus  concentrations  stayed 
close  to  the  upper  limits  of  normal.  The  alkaline 
phosphatase  concentrations  initially  elevated  to  250 
international  units  per  liter  but  returned  to  normal 
levels  in  the  subsequent  500  days  of  therapy.  Of  ma- 
jor significance  was  the  reduction  of  the  extremely 
elevated  parathyroid  hormone  concentrations  (9000 
pg/ml)  to  concentrations  of  less  than  2000  pg/ml. 
Also  of  major  interest  was  the  improvement  in  the 
growth  velocity  under  the  influence  of  1 alpha-hy- 
droxyvitamin D3.  Figure  5 shows  that  her  height  was 
at  the  —2  standard  deviation  approximately  1 year 
into  maintenance  hemodialysis,  and,  in  the  sub- 
sequent year,  her  height  deteriorated  to  —3  standard 
deviation;  but  with  prolonged  treatment  of  1 alpha 
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Fig.  4.  Biochemical  data  of  patient  Y.  L.  See  also  Figure  3. 
Reprinted  by  permission  from  the  Journal  of  Pediatrics' 8. 


Fig.  5.  Improvement  of  linear  growth  and  growth  velocity 
in  patient  Y.  L.  See  also  Figures  3 and  4.  Reprinted  by  per- 
mission, the  Journal  of  the  American  Medical  Association'9. 
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hydroxyvitamin  D3,  there  was  gradual  improvement. 

In  contrast  was  D.  D.,  a 15-year-old  girl  with  no 
renal  function  at  the  time  she  entered  the  hemo- 
dialysis program  secondary  to  obstructive  uropathy 
and  progressive  renal  failure  over  an  8-year  period. 
Figure  6 shows  the  demineralization  and  resorption 
of  the  distal  tuft  of  the  right  index  finger  prior  to 
treatment  and  the  re-mineralization  after  15  months 
of  treatment  with  1 alpha  hydroxyvitamin  D3.  How- 
ever, she  did  not  take  her  medications,  and  there  was 
marked  demineralization  and  disappearance  of  the 
terminal  tuft  of  the  index  phalanx  after  10  months  of 
non-compliance.  The  last  panel  shows  the  progres- 
sion and  cystic  formation  of  the  renal  osteodystrophy 
after  one  year  of  discontinuance  of  the  calcitriol  ana- 
logue. In  patient  D.  D.,  subtotal  parathyroidectomy 
is  indicated.  The  indications  for  this  procedure  are 
autonomous  hyperparathyroidism,  intractable  pru- 
ritis,  persistent  bone  pains,  protracted  gastrointesti- 
nal symptoms,  metastatic  calcification  and  vascular 
calcification. 

In  view  of  the  limited  supply  of  calcitriol,  only  pa- 
tients with  markedly  elevated  parathyroid  hormone 
concentrations  were  treated  with  this  metabolite  in 
these  studies.2122  Nine  patients  on  the  hemodialysis 
program  fitting  this  criteria  received  calcitriol  (0.25  to 
2 ug/day)  PO  for  4 to  20  weeks  (Fig.  7).  Normal- 
ization of  serum  calcium,  reduction  of  the  elevated 
alkaline  phosphatase  and  significant  decrease  of  up 
to  90%  of  parathyroid  hormone  concentrations, 
though  not  complete  normalization,  were  achieved. 


Parathyroid  Activity 

In  1 1 hemodialysis  patients  seen  over  a period  of  3 
years,  parathyroid  hormone  concentrations  were 
measured;  Figure  8 shows  that  all  patients  have  ele- 
vated parathyroid  hormone  concentrations  after  he- 
modialysis for  6 months.  Progressive  elevation  of 
PTH,  reduction  in  serum  calcium,  and  elevation  of 
phosphate  and  alkaline  phosphatase  concentrations 
testify  to  the  further  aggravation  of  the  calcium 
metabolic  disorder  and  deterioration  of  the  renal 
osteodystrophy.  However,  within  3 months  after 
renal  transplantation,  these  variables  were  returning 
to  normal.  The  reversibility  of  calcium  and  para- 
thyroid disorder  after  successful  renal  trans- 
plantation in  these  three  incidences  is  consistent  with 
previously  published  reports  in  children20'23  and  un- 
derscores the  importance  of  allograft  transplantation 
as  the  most  desirable  alternative  for  children  with 
end-stage  kidney  failure. 
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Fig.  7.  Plasma  calcium  (Ca),  phosphate  (P),  alkaline  phos- 
phatase (alk  phos)  and  parathyroid  hormone  (PTH)  con- 
centrations in  nine  patients  before  and  after  receiving  cal- 
citriol. 


Fig.  6.  Initial  improvement  of  demineralized  and  resorbed 
terminal  tuft  of  right  index  finger  of  patient  D.  I).  after 


treatment  with  1 alpha-hydroxyvitamin  D3,  followed  by  de- 
terioration secondary  to  discontinuation  of  the  drug. 
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Comments 

For  those  who  cannot  be  transplanted,  the  long- 
term treatment  with  calcitriol  or  its  analogues  offers 
considerable  promise  in  the  prevention  or  alleviation 
of  the  growth  failure  and  other  consequences  of  renal 
osteodystrophy.  Certainly,  by  virtue  of  its  potency, 
safety  and  short-half  life,  calcitriol  confers  distinct 
advantages  over  the  conventional  therapy.18'20  But  yet 
to  be  determined  is  the  important  question:  Precisely 
at  what  stage  of  chronic  renal  failure  should  prophy- 
lactic calcitriol  be  started  in  children? 

In  the  meantime,  the  treatment  of  renal  osteo- 
dystrophy should  consist  of  the  following  measures: 

1.  Reduction  of  phosphate  absorption  with  bind- 
ing agents,  such  as  aluminum  hydroxide  (Alu-caps 
1-5  capsules  QID),  to  achieve  serum  phosphate 
concentrations  of  4-6  mg/dl  (the  accumulation  of 
aluminum  in  the  brain  with  prolonged  use  is  a vital 
question  presently  under  study24). 

2.  Increase  calcium  absorption  by  supplementa- 
tion with  calcium  gluconate  10-30  ml/day.  The  risk 
of  over-zealous  calcium  supplementation,  in  the  face 
of  hyperphosphatemia,  is  metastatic  calcification. 
Careful  monitoring  is  therefore  an  important  feature 
of  the  treatment  regimen. 

3.  Treatment  with  calcitriol  at  an  initial  dosage  of 
0.25  ug/day  and  slow  increments  by  50-100%  every 
3-4  weeks  to  a maximum  of  2 ug/day.  Until  calcitriol 
(or  its  analogue)  is  generally  available,  dihydrota- 
chysterol  is  suggested  as  the  preferred  therapy  in 
chronic  renal  failure.  Initial  dosage  of  dihydrota- 
chysterol  is  0.25  mg/day  with  slow  increments  to 
avoid  hypercalcemia.  Once  normalization  of  serum 
calcium  and  alkaline  phosphatase  concentration  is 
achieved,  the  maintenance  dosage  of  these  vitamin 
preparations  should  be  reduced  by  25-50%. 

4.  In  view  of  the  severe  impairment  of  renal  me- 
tabolism of  PTH25,  subtotal  parathyroidectomy 
should  be  considered  for  intractable  cases  in  which 
the  above  therapy  fails  to  achieve  clinical  remission. 
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Family  Planning  in  Virginia: 
The  Role  of  Public  Health 

Harold  D.  Gabel,  MD,  Richmond,  Virginia 


Under  the  aegis  of  many  medical  organizations,  family  planning  in  Virginia 
has  grown  remarkably  in  recent  years.  Today  the  State  Department  of  Health 
administers  a statewide  program  to  foster  family  planning  and  has  recently 
created  a voluntary  sterilization  fund,  the  first  of  its  kind  in  the  nation. 


THE  PRACTICE  of  birth  control  became  a mat- 
ter of  public  concern  in  Virginia  in  1929.  In  that 
year,  the  Department  of  Obstetrics  and  Gynecology 
at  the  Medical  College  of  Virginia  inaugurated  con- 
traceptive services  in  the  hospital’s  clinics  and  began 
teaching  contraceptive  technology  to  medical  stu- 
dents. 

In  1945  Virginia’s  State  Health  Commissioner  gave 
permission  to  all  social  health  directors  to  offer  fam- 
ily planning  services  in  their  clinics.  This  occurred 
three  years  after  The  Medical  Society  of  Virginia 
publicly  endorsed  birth  control  and  five  years  after 
the  Virginia  League  for  Planned  Parenthood  was 
chartered. 

In  1962  the  State  Commissioner  of  Health  told 
local  health  departments  to  take  positive  action  to 
implement  famly  plannmg  activities  as  an  integral 
part  of  family  health  services. 

In  1966,  the  Virginia  General  Assembly  made  its 
first  appropriation  of  funds  specifically  designated  for 
family  planning. 

In  1969  and  1970  the  US  Department  of  Health, 
Education,  and  Welfare  awarded  Virginia  small 

When  this  manuscript  was  submitted,  the  author  was 
Director  of  the  Bureau  of  Maternal  Health  of  the  Virginia 
State  Department  of  Health.  Address  correspondence  to 
him  at  the  Arizona  Perinatal  Program,  810  West  Bethany 
Home  Road,  Phoenix  ARIZ  85013,  where  he  is  now  prac- 
ticing. 
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grants  to  begin  family  planning  project  centers  in 
Richmond  and  Norfolk. 

Toward  more  and  better  family  planning  services 
in  Virginia,  the  Bureau  of  Family  Planning  was 
formed  within  the  State  Department  of  Health  in 
1970. 

The  Code  of  Virginia  was  amended  in  1971  to 
allow  minors  to  obtain  family  planning  services  with- 
out parental  consent. 

In  1972  a bill  was  passed  requiring  the  distribution 
of  family  planning  information  by  clerks  of  court  to 
couples  obtaining  a marriage  license.  In  addition, 
family  planning  appropriations  by  both  state  and 
HEW  were  increased. 

The  First  Statewide  Progam 

A new  era  in  family  planning  in  Virginia  began  in 
1974,  for  in  that  year  the  State  Department  of 
Health's  Bureau  of  Family  Planning,  with  the  help  of 
interested  groups  and  agencies,  developed  a statewide 
family  planning  program  for  the  medically  indigent. 
Grant  funds  were  sought  and  obtained  from  the  De- 
partment of  Health,  Education,  and  Welfare’s  Title  X 
allocation.  A program  was  planned  that  would  build 
onto  existing  local  services  in  the  Commonwealth’s 
96  counties  and  41  cities,  Expansion  of  existing  serv- 
ices would  be  provided  by  augmenting  local  health 
department  staffs  with  qualified  professionals. 

For  the  State  Department  of  Health,  the  message 
was  loud  and  clear.  The  people  wanted  a service 
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which  was  voluntary,  confidential  and  had  a healthy 
respect  for  each  patient’s  individuality  and  dignity. 
The  residents  of  Virginia  had  learned  that  family 
planning  was  the  most  efficient  means  of  reducing  or 
eliminating  poverty,  maximizing  economic  resources, 
and  providing  better  environments  for  themselves 
and  the  children  already  born.  It  also,  they  realized, 
contributed  positively  to  overall  health  and  well- 
being. Understanding  these  concerns,  the  Health  De- 
partment was  determined  to  provide  each  patient 
with  a family  planning  strategy  at  once  safe,  effective 
and  compatible  with  the  life-style  of  the  couple  using 
it. 

Ultimately,  this  type  of  program  would  curb  the 
adverse  effects  of  over-population,  reduce  the  mater- 
nal and  infant  morbidity  and  mortality  rates,  and 
reduce  the  number  of  illegitimate  and  unwanted 
births;  but  immediately  this  program  would  provide 
needed  services  individually  oriented. 

Since  1974  when  this  ambitious  program  was  be- 
gun, three  objectives  have  been  foremost: 

• To  provide  family  planning  educational  informa- 
tion and  services  to  75%  of  the  medically  indigent 
population; 

• To  provide  expanded  comprehensive  services  in 
every  city  and  county  in  Virginia  in  cooperation 
with  the  private  practice  community; 

• To  provide  services  of  the  highest  quality. 

In  fiscal  year  1974,  before  the  organized  statewide 
program  began,  there  were  5,000  family  planning 
clinic  sessions;  in  fiscal  year  1977  there  were  7,500 
clinic  sessions.  In  the  year  before  the  program  began, 
only  24,000  patients  were  seen  in  clinics;  last  year 
over  95,000  patients  who  made  175,365  visits,  were 
seen.  Family  planning  in  Virginia  is  not  a program 
for  one  group  of  citizens  only;  of  these  patients,  45% 
were  white  and  55%  were  non-white. 

At  the  beginning  of  the  program  only  a few  cities 
and  counties  had  federally  subsidized  comprehensive 
family  planning  services  augmenting  local  health  de- 
partment efforts.  Now  all  but  seven  of  the  Common- 
wealth's 96  counties  and  41  cities  have  the  expanded 
comprehensive  program.  It  is  anticipated  that  at  least 
four  more  counties  will  become  part  of  the  program 
in  July  of  1978. 

This  track  record  has  resulted  in  continually  in- 
creased grants  from  additional  funding  sources. 
From  a total  in  1974  of  $500,000,  mostly  Title  X 
Department  of  Health,  Education,  and  Welfare 
funds,  the  family  planning  grant  for  this  year  from 
Title  V,  Title  X,  Title  XX,  and  Medicaid  funds  totals 
$5.5  million.  This  money  is  used  almost  exclusively  to 
augment  programs  in  local  health  departments  and 
other  agencies,  such  as  Planned  Parenthood  and 
community  health  centers.  Cont’d page  397. 
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ANTIMINTH'®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  yu-g/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skm  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful  = 5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


394 


Non-staining 

Economical- 


Antiminth 

(pyrantel  pamoate)  Q 


a drug  of  choice  in 
pinworm  infections 

©197?  LONE  RANGER  T.V..  INC. 


equivalent  to  50  mg  pyrantel/ml 
ORAL  SUSPENSION  - 


ifacing  page 


i 


l 


f 


j 


May  & 

May  2-3 
May  2-5 

May  3-5 

May  3-6 
May  3-6 

May  3-6 

May  4-6 

May  6-1 0 

May  10-12 

May  1 6th 

May  17-18 
May  23-27 

June  6-8 

June  7-1 0 

June  16- 

19 

June  18- 

20 

June  27 


June,  1 979  Meetings 

Connecticut  State  Medical  Society 
Hartford  Hilton  Hotel 
Hartford,  Connecticut 

Medical  & Chirurgical  Faculty  of  the 
State  of  Maryland 

Hunt  Valley  Inn 
Hunt  Valley,  Md. 

Oklahoma  State  Medical  Association 

Williams  Center 
Tulsa,  Oklahoma 

Texas  Medical  Association 

Dallas,  Texas 

Kansas  Medical  Society 

Holiday  Inn-Holidome 
Hutchinson,  Kansas 

North  Carolina  Medical  Society 

Pinehurst  Hotel 
Pinehurst,  North  Carolina 

Michigan  State  Medical  Society 

(House  of  Delegates) 

Kalamazoo  Center  Inn 
Kalamazoo,  Michigan 

Mississippi  State  Medical  Assoc. 

Biloxi  Hilton 
Biloxi,  Mississippi 

Wisconsin  State  Medical  Society 

Marc  Plaza 
Milwaukee,  Wisconsin 

Rhode  Island  Medical  Society 

Biltmore  Plaza  Hotel 
Providence,  Rhode  Island 

Minnesota  Medical  Association 

St.  Paul,  Minnesota 

Florida  Medical  Association 

The  Diplomat  Hotel 
Hollywood,  Florida 

Alaska  State  Medical  Association 

Shee  Atika 
Sitka,  Alaska 

South  Dakota  State  Medical  Assoc. 

Howard  Johnson 
Rapid  City,  South  Dakota 

Maine  Medical  Association 

Samoset  Resorts 
Rockport,  Maine 

Iowa  Medical  Society 

Tan-Tar-A  Resort 
Osage  Beach,  Missouri 

Chicago  Medical  Society 

(Annual  Business  Meeting  & Inaugura- 
tion) 

Starlight  Inn 
Schiller  Park,  Illinois 


What  is  the  current  program? 

Nurses,  clerks,  outreach  workers,  clinic  aides,  so- 
cial workers,  and,  in  some  cases,  doctors  were  added 
to  local  health  department  staffs  to  provide  family 
planning  information  and  services.  These  were  placed 
according  to  demonstrated  need.  There  are  more 
than  225  such  employees  working  in  local  health 
departments  today. 

Patients  are  recruited  through  the  mass-media  and 
community  education  efforts  of  team  members.  Re- 
ferrals from  other  public  agencies  sometimes  bring 
patients  to  clinics.  Once  financial  eligibility  for  serv- 
ices is  determined,  clinic  orientation  and  group  edu- 
cation sessions  are  held  and  the  clinic  process  begins. 
Pre-counselling  on  all  methods  of  birth  control  and 
other  problems  related  to  the  use  of  contraception  is 
followed  by  history,  physical  examination,  labora- 
tory workup,  diagnosis,  and  treatment.  This,  in  turn, 
is  followed  by  a post-counselling  session  to  reinforce 
all  that  has  been  learned.  Ready  referral  to  social 
worker  and  nutritionist  is  in  place;  in  fact,  every 
patient  17  years  and  under  is  counselled  by  a social 
worker. 

These  same  team  members  provide  for  delinquent 
patient  followup  and  home  visits  if  needed.  But  there 
are  additional  benefits.  The  patient  and  his  or  her 
family  may  learn  about  and  use  prenatal  clinics,  child 
care  clinics,  general  medical  clinics  and  many  other 
clinics  which  are  available,  frequently  at  the  same 
site.  Another  benefit  is  the  provision  of  preventive 
and  clinical  health  care  to  young  people  and  the 
detection  of  pre-clinical  illnesses. 

This  is  a clinic  program  in  almost  every  city  and 
county  in  Virginia.  While  the  program  is  not  perfect 
in  each  locality,  team  members  are  working  to  make 
it  so.  The  Bureau  of  Family  Planning  conducts  an 
evaluation  of  the  program  in  each  locality  at  least 
once  every  two  years.  Problem  areas  are  identified 
and  addressed;  in  this  way  quality  of  care  will  not 
suffer  as  service  population  increases.  The  Bureau 
also  provides  consultation  and  in-service  training  for 
each  local  staff  member. 

To  reinforce  the  statewide  family  planning  pro- 
gram, the  General  Assembly  in  1975  passed  a bill 
creating  voluntary  family  planning  clinics  in  all  state- 
operated  mental  hospitals.  In  the  same  year  the  Vir- 
ginia Department  of  Welfare  contracted  with  the 
State  Department  of  Health  to  provide  Title  XX 
funds  to  expand  family  planning  services  in  the  Com- 
monwealth. 

In  1976  the  Bureau  of  Family  Planning  made  fam- 
ily planning  information  available  to  those  dis- 
charged from  the  state’s  jails.  This  was  followed  in 
1977  by  the  General  Assembly  directing  all  hospitals 
in  the  state  to  make  family  planning  information  and 


a list  of  family  planning  clinics  available  to  all  new 
mothers.  And  again  increased  Title  XX  funds  were 
made  available  to  increase  services. 

The  Future  in  Virginia 

The  family  planning  program  will  continue  to 
reach  more  and  more  of  those  in  need.  What  else  does 
the  future  hold? 

Realizing  the  epidemic  nature  of  problems  such  as 
teenage  illegitimacy,  unwanted  births,  rising  rates  of 
VD,  increased  use  of  abortion  and  earlier  sexual  ac- 
tivity by  teenagers,  the  Bureau  of  Family  Planning  is 
in  the  process  of  implementing  an  adolescent  services 
program  directed  toward  the  special  problems  and 
needs  of  sexually  active  teenagers.  An  Adolescent 
Services  Coordinator  has  been  hired,  and  workshops 
have  already  been  conducted  for  parents,  teachers 
and  the  adolescents  themselves,  dealing  with  teenage 
problems. 

Work  has  begun  and  funds  have  been  made  avail- 
able to  the  State  Department  of  Education  to  develop 
a family  life  education  curriculum  from  grades  K 
through  12  which  will  be  available  on  a voluntary 
basis  for  use  by  all  school  districts. 

Funds  have  been  allocated  to  develop  and  distrib- 
ute vast  amounts  of  literature  and  films  concerning 
adolescent  issues.  Advertising  of  existing  services  will 
be  increased  through  the  use  of  newspaper  supple- 
ments, radio,  TV,  high  school  yearbooks,  and  bill- 
boards. 

A toll-free,  statewide  hot-line  will  enable  young 
people  to  listen  to  pre-recorded  tapes  and  talk  anony- 
mously with  trained  operator/counselors  in  Rich- 
mond about  their  problems.  Tapes  are  available  on 
all  subjects  relevant  to  teenage  health  problems.  The 
goal  of  this  project  is  to  motivate  the  seeking  of 
health  care. 

Data  has  been  gathered  and  all  cities  and  counties 
in  the  state  have  been  ranked  in  terms  of  their  adoles- 
cent family  planning  needs.  Special  teen  clinics  offer- 
ing family  planning  services  and  one  clinic  for  preg- 
nant adolescents  are  envisioned  for  areas  of  greatest 
need.  These  clinics  will  be  located  and  staffed  so  as  to 
be  convenient  and  attractive  to  adolescents.  Educa- 
tional, nutritional,  and  counselling  services  will  be 
stressed. 

The  overall  program  will  make  a significant  contri- 
bution in  dealing  with  the  very  difficult  problems  of 
teenage  illegitimacy,  VD,  unwanted  births,  and  other 
significant  societal  concerns. 

As  society  has  changed,  couples  have  sought  to  end 
their  reproductive  capabilities  by  choice — and  some 
couples  have  chosen  not  to  reproduce  at  all.  The 
numbers  of  sterilizations  have  increased  rapidly 
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throughout  the  country  for  both  men  and  women. 
Over  1.5  million  sterilizations  were  performed  last 
year  alone;  30%  of  couples  over  the  age  of  30  use 
sterilization  as  their  primary  method  of  con- 
traception. A 1975  survey  indicated  that  there  was  a 
vast  unfilled  demand  for  sterilization  services  in  Vir- 
ginia. With  this  in  mind,  the  Welfare  Department  was 
approached  in  1975  to  provide  Title  XX  funds  for 
these  services,  and  with  this  money  the  Bureau  of 
Family  Planning  created  the  nation’s  first  statewide 
voluntary  sterilization  fund.  Patients  male  or  female 
can  now  be  provided  with  a sterilization  procedure  at 
no  cost  to  them,  if  they  are  financially  eligible.  These 
sterilizations  are  contracted  with  the  physician  of  the 
patient’s  choice.  It  is  anticipated  that  Virginians  in 
increasing  numbers  will  choose  this  method  of  family 
planning.  The  Health  Department  has  started  the 
first  local  health  department  vasectomy  clinic;  this 
could  serve  as  a resource  to  other  local  health  depart- 
ments and  will  soon  be  one  of  the  most  cost  effective 
vasectomy  clinics  in  the  country. 

Physicians  can  do  much  to  influence  the  future  of 
family  planning  in  Virginia.  It  is  the  author’s  hope 
that  Virginia  doctors  will  support  the  described  pro- 
grams, in  both  their  professional  work  and  their  com- 
munity activities. 


DR.  PERSONNEL 

HEALTH  CARE  SPECIALISTS 

CC  Rx 

Unqualified  staff  DR.  PERSONNEL 

Time-consuming  DR.  PERSONNEL 

interviews 

Immediate  vacancy  DR.  PERSONNEL 

As  professionals  in  health  care  staffing,  we 
thoroughly  screen,  test  and  check  references 
before  a presentation  is  made.  You  call  us;  we 
do  not  call  you.  Your  private  personnel  service 
is  but  a phone  call  away. 


WATCH  YOURMABl 
FOR  OUR  MONTHLY  LIST 
OF  QUALIFIED  APPLICANTS 

DR.  PERSONNEL  DR.  PERSONNEL 

Richmond  Medical  Park  Norfolk  Medical  Tower 


2000  Bremo  Road 
Richmond,  Va.  23226 
(804)  288-3295 


Norfolk,  Va.  23507 
(804)  627-7400 
Peninsula  (804)  380-1619 


PENINSULA  PSYCHIATRIC 
HOSPITAL 

A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 
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“We’ve  got  the 
remedy” 

If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service 
The  benefits  include: 

• An  excellent  salary 

• 30  days  of  paid  vacation  each  year 

• The  rank  and  prestige  of  an  Air  Force  Officer 

• Full  Air  Force  benefits  for  yourself  and  your  family 

You’ll  have  none  of  the  overhead  expenses  because  we  take 
over  the  management  and  administrative  tasks  you  must  now  per- 
form. 

We  have  more  information  regarding  physician  appointments  in 
the  Air  Force  Medical  Service.  We'll  be  happy  to  share  the  information 
with  you. 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  VA  23225 
Call  collect: 

(804)  782-2127/29 


Air  Force.  A great  way  of  life. 


McGuire  Clinic,  Inc. 

7702  Parham  Road  Richmond,  Va.  23229 
(804)  270-0240 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

FAMILY  PRACTICE 

Terry  G.  Arnold,  M.D. 
Charles  F.  Irwin,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 

W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 
Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 
David  D.  Vaughan,  M.D. 


ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

Ronald  N.  Kroll,  M.D. 
James  A.  Repass,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 


NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

PULMONARY 

Richardson  Grinnan,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
G.  Dennis  Vaughan,  III,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 
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Medicine  and  the  Law 


Disdpfinmg  the  Errant  Physician: 

In  Virginia,  Investigations  Show  an  Increase 


George  J.  Carroll,  MD,  Suffolk,  Virginia 

The  medical  field  has  often  been  criticized  for  not 
policing  its  own,  and  states  have  been  cautioned  that 
“if  you  do  not  do  it,  the  federal  government  will.” 

Over  the  past  15  years,  the  Virginia  State  Board  of 
Medicine,  along  with  other  states  throughout  the 
country,  has  become  involved  with  an  ever  increas- 
ing number  of  physicians  against  whom  disciplinary 
actions  must  be  taken.  In  1978,  the  Virginia  Board 
investigated  a total  of  348  cases  of  possible  violations 
of  the  Medical  Practices  Act  of  the  Code  of  Virginia. 
For  comparison,  193  cases  were  investigated  in  1977, 
108  in  1976  and  104  in  1975.  Many  of  these  cases 
were  quickly  dismissed  due  to  no  apparent  legal  vio- 
lation. Frequently  a solution  was  reached  on  minor 
offenses  by  writing  the  practitioner  to  cease  and  des- 
ist; subsequent  monitoring  of  these  offenders  usually 
reveals  that  the  individual  is  in  compliance. 

However,  there  still  remains  a great  number  of  se- 
rious offenses  with  which  the  Board  of  Medicine  has 
to  deal.  Recognizing  the  trend  toward  the  Board 
functioning  more  and  more  in  a disciplinary  capac- 
ity, the  General  Assembly  in  1966  passed  legislation 
providing  for  a special  investigative  committee  to  be 
formed  upon  receipt  of  information  that  a practi- 
tioner of  the  healing  arts  may  be  subject  to  punitive 
action.  Also,  a Psychiatric  Advisory  Committee  was 
formed  in  1967  to  assist  the  Board  in  dealing  with 
practitioners  whose  mental,  emotional  or  psychiatric 
problems  adversely  affect  their  competency  to  prac- 
tice. The  sick  and  incompetent  physician  is  one  of  the 
greatest  concerns  and  more  frequent  causes  for  dis- 
ciplinary action  by  the  Board  of  Medicine.  Often 
drug  and  alcohol  abuse  is  the  underlying  problem  in 

Dr.  Carroll  is  secretary-treasurer  of  the  Virginia  State 
Board  of  Medicine.  Address  correspondence  to  him  at  PO 
Box  1 100,  Suffolk  VA  23434. 
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such  cases.  Here  the  Board  has  a dual  role;  that  of 
protecting  the  public  and  directing  the  physician  to- 
ward rehabilitation. 

Specifically,  a practitioner  may  have  his  license  re- 
voked or  suspended,  be  censured,  reprimanded  or 
placed  on  probation  for  the  following  reasons:  1)  Has 
made  false  statements  or  representations  or  has  been 
guilty  of  fraud  or  deceit  in  obtaining  admission  to  the 
practice,  or  has  been  guilty  of  fraud  or  deceit  in  the 
practice,  of  any  branch  of  the  healing  arts.  2)  Uses 
intoxicating  liquors,  narcotics,  or  other  drugs  to  *he 
extent  that  he  is  unfit  for  the  performance  of  his  pro- 
fessional obligations  and  duties.  3)  Is  guilty  of  im- 
moral conduct  or  of  unprofessional  conduct  as  de- 
fined in  Section  54-317  of  the  Code  of  Virginia.  4)  Is 
grossly  ignorant  or  careless  in  his  practice  or  is  guilty 
of  gross  malpractice.  5)  Is  mentally  or  physically  in- 
competent to  practice  his  profession  with  safety  to  his 
patients  and  the  public.  6)  Has  a license  to  practice  a 
branch  of  the  healing  arts  revoked,  suspended  or  oth- 
erwise restricted  in  another  state,  a United  States 
possession  or  territory  or  foreign  jurisdiction. 

During  the  year  1978  the  following  actions  were 
taken  by  the  Board  of  Medicine: 

330  New  cases  initiated 
0 Licenses  revoked 
4 Licenses  suspended 
9 Licenses  on  probation 
18  Censures,  reprimands,  cease  and  desist 
4 Voluntary  retirements 

The  Disciplinary  Process 

How  is  the  Board  made  aware  that  something  may 
be  amiss  with  one  of  its  licensees  and  what  is  the  first 
step  toward  correcting  the  problem?  An  investigation 
of  a practitioner  is  initiated  on  the  basis  of  1)  com- 
plaints by  patients;  2)  disciplinary  actions  taken  by 
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hospitals  or  state  or  local  societies;  3)  notification  of  a 
conviction  of  a felony  or  misdemeanor  involving 
moral  turpitude;  4)  reports  from  the  Board  of  Phar- 
macy indicating  excessive,  indiscriminate  or  unlaw- 
ful prescribing;  and  5)  reports  from  the  State  Corpo- 
ration Commission  Bureau  of  Insurance  regarding 
malpractice  suits.  After  investigation,  if  it  is  found 
that  there  is  no  legal  violation,  the  complainant  is  so 
advised  and  there  is  nothing  noted  on  the  physician’s 
record.  If  it  is  determined  to  be  a minor  matter,  the 
practitioner  is  notified  to  cease  and  desist  and  that  if 
it  continues,  more  formal  action  will  be  taken. 

Formal  action  is  instigated  on  evidence  of  a viola- 
tion of  the  Code  of  Virginia.  The  practitioner  is  noti- 
fied of  the  violation(s)  and  is  requested  to  meet  with 
a special  committee,  composed  of  three  members  of 
the  Board  who  are  appointed  by  the  president,  for  an 
informal  conference.  The  practitioner  may,  if  he  so 
desires,  have  his  attorney  present  for  the  conference, 
which  is  basically  a fact-finding  meeting  where  the 
practitioner  can  respond  to  the  charges  informally.  If 
after  such  conference,  the  committee  is  of  the  opinion 
that  a suspension  or  revocation  of  the  practitioner’s 
license  may  be  justified,  the  committee  presents  its 
findings  to  the  Board  and  the  Board  may  proceed 
with  a formal  hearing. 

If,  however,  after  the  informal  conference,  the 
committee  is  of  the  opinion  that  the  information  is 
without  foundation,  or  that  if  true,  the  facts  do  not 
merit  a formal  hearing,  the  committee  is  empowered 
to  either  1)  notify  the  practitioner  in  writing  that  he  is 
fully  exonerated  of  any  charge  that  might  affect  his 
right  to  practice  in  the  state;  2)  reprimand  or  censure 
the  practitioner;  or  3)  place  the  practitioner  on  pro- 
bation for  such  time  as  it  may  designate.  The  terms 
of  probation  are  also  specified  by  the  committee.  In 
the  event  the  practitioner  is  reprimanded,  censured, 


or  placed  on  probation,  and  decides  not  to  accept  the 
action  of  the  committee,  he  may  within  30  days  from 
the  date  he  receives  the  written  notice  of  the  action  of 
the  committee,  notify  the  chairman  in  writing  that  he 
desires  a formal  hearing.  If  such  notification  has  not 
been  received,  the  action  of  the  committee  becomes 
final  at  the  expiration  of  the  30-day  period.  The  State 
Board  of  Pharmacy  and  the  federal  Drug  Enforce- 
ment Administration  are  notified  in  the  event  the 
probationary  terms  involve  limiting  or  suspending 
the  prescribing  of  drugs. 

Upon  the  request  of  the  practitioner,  the  informal 
conference  committee  or  the  Board,  a formal  hearing 
may  be  held.  In  order  to  allow  the  practitioner  and 
his  attorney  ample  time  to  prepare  a defense,  the  for- 
mal hearing  is  scheduled  at  least  30  days  after  notifi- 
cation. The  respondent  is  present  with  his  attorney 
and  any  witnesses  they  desire  to  call.  The  Board  of 
Medicine  is  represented  by  their  counsel  from  the  At- 
torney General’s  office  and  any  witnesses  they  may 
choose.  The  hearing  is  usually  heard  by  an  impartial 
hearing  officer  appointed  by  the  Department  of 
Commerce,  who  has  no  prior  knowledge  of  the  case. 
A complete  transcript  is  taken  by  a court  reporter. 
Based  upon  the  evidence,  the  hearing  officer  presents 
his  findings  of  facts  and  conclusions  of  law  to  the 
Board  for  their  decision. 

Right  of  Appeal 

In  the  event  a license  is  suspended  or  revoked,  or 
the  practitioner  is  censured,  reprimanded  or  placed 
on  probation,  the  practitioner  affected  may  appeal 
the  decision  to  the  Board  or  to  the  circuit  court  of  the 
county  or  the  circuit  or  corporation  court  of  the  city 
within  whose  jurisdiction  he  resides,  for  a review  of 
such  proceedings.  The  court  may  or  may  not  reverse 
the  decision  of  the  Board.  ■ 


VOLUME  106 


VIRGINIA  MEDICAL/MAY,  1979 


401 


Medicine  and  the  Law 


Medicine  at  the  General  Assembly  1979 


Summarized  here  are  significant  health-related  actions. 
A complete  report  of  all  legislation  concerning  medicine 
discussed  at  this  session  has  been  compiled  by  Willard  C. 
Osburn,  The  Medical  Society  of  Virginia’s  staff  member 
for  legislation,  and  is  available  to  MSV  members  on 
request. 

ADOPTED 

• HB  646,  Revision  of  Health  Code:  The  Virginia  Code 
Commission’s  three-year  revision  of  the  Virginia  Health 
Code  (Title  32)  was  adopted  without  material  change. 
While  there  were  no  major  substantive  changes  in  the 
Code,  a number  of  obsolete  or  unnecessary  sections  were 
either  shortened  drastically  or  eliminated  completely.  The 
legislation  does  reestablish  the  requirement  that  hospitals 
accept  or  reject  medical  staff  applications  solely  on  the 
basis  of  factors  reasonably  related  to  the  needs  of  the  hos- 
pital. The  statute  had  been  declared  unconstitutional  in 
1978  because  of  a defect  in  the  title. 

• SB  772,  Voluntary  Formulary/Physician  Immunity: 
This  legislation,  introduced  by  Senator  DuVal  at  the 
request  of  The  Medical  Society  of  Virginia,  gives  a physi- 
cian immunity  from  any  liability  on  account  of  his  authori- 
zation of  the  substitution  of  a drug  product  as  permitted  by 
the  voluntary  formulary  law. 

• HB  1985,  Standard  of  Care  in  Malpractice  Cases: 
Present  law  provides  that  in  medical  malpractice  cases  a 
statewide  standard  of  care  is  applied  unless  it  is  established 
that  a local  standard  is  more  appropriate.  The  bill,  as  in- 
troduced, would  have  required  a statewide  standard  in  all 
medical  malpractice  cases.  Committee  amendments  in  es- 
sence retained  the  present  law,  but  the  amended  statute 
makes  clear  that  the  question  of  whether  a statewide  or  lo- 
cal standard  will  be  applied  is  a question  for  the  jury,  rather 
than  the  trial  judge.  The  legislation  further  provides  that  an 
expert  witness  who  is  familiar  with  the  statewide  standard 
shall  be  allowed  to  testify  as  to  that  standard. 

• HB  1973,  Malpractice  Screening  Panels:  This  bill  re- 
quires every  malpractice  screening  panel  to  conduct  an  oral 


VETOED 

HB  1262  would  have  permitted  optometrists  to  use 
diagnostic  drugs  if  the  optometrists  had  satisfied  spe- 
cial curriculum  requirements  and  passed  an  examina- 
tion approved  by  a special  board.  This  legislation  was 
adopted  by  the  General  Assembly  but  then  vetoed  by 
Governor  Dalton.  The  House  voted  to  override  the 
Governor’s  veto,  but  the  Senate  did  not  attempt  an 
override. 


hearing.  The  legislation  also  permits  broader  discovery  by 
both  parties  prior  to  the  panel  hearing,  subject  to  the  con- 
trol of  the  chairman  of  the  panel. 

• HB  501,  Direct  Payment  to  Clinical  Social  Workers: 
As  amended,  this  legislation  requires  health  insurance 
Plans  to  make  available  to  each  insured  person  the  option 
of  coverage  for  services  rendered  by  clinical  social  workers. 

• HB  1138,  Hospital  Privileges  for  Podiatrists.  This  bill 
provides  that  any  decision  to  grant  or  deny  clinical  privi- 
leges to  a podiatrist,  and  any  determination  of  the  scope  of 
such  privileges,  shall  be  based  on  the  credentials  of  the  ap- 
plicant and  the  reasonable  rules/regulations  of  the  hospital. 

• SB  737,  Individual  Accident  and  Sickness  Insurance 
Policies:  Permits  the  Commissioner  of  Insurance  to  dis- 
approve any  individual  policy  if  the  benefits  provided  are 
unreasonable  in  relation  to  the  premium  charged. 

• SB  848,  Social  Workers  in  Hospitals:  Exempts  from 
the  definition  of  “social  worker”  any  person  regularly  em- 
ployed by  a licensed  hospital  or  nursing  home  who  offers 
social  services  as  a part  of  a patient  care  plan. 

• SB  857,  Health  Certificates  of  School  Bus  Drivers: 
Present  law  requires  a physician  certification  that  the  ap- 
plicant is  free  of  any  symptoms  of  disease,  including  diabe- 
tes and  hypertension.  In  lieu  of  this  requirement,  the  new 
law  requires  that  the  physical  examination  must  indicate 
that  the  applicant  does  not  have  “a  condition  that  would 
impair  his  ability  to  drive  a school  bus  safely.” 
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• SB  927,  Consent  to  Abortion:  Requires  any  physician, 
before  performing  an  abortion,  to  inform  the  patient  of  the 
nature  of  the  proposed  procedure  to  be  utilized  and  the 
risks  to  her  health,  if  any,  in  her  particular  case,  in  termi- 
nating or  continuing  the  pregnancy. 

• HB  451,  Joint  Purchasing:  Makes  non-profit  hospitals 
immune  from  state  antitrust  actions  in  connection  with  cer- 
tain joint  purchasing  activities  and  cost  control  activities. 

• HB  1109,  Medical  Treatment  for  Certain  Incom- 
petents: Confirms  a physician’s  authority  to  treat  a men- 
tally incompetent  patient  when  a guardian  is  not  available 
to  give  consent  and  delay  in  treatment  might  adversely  af- 
fect the  result. 

• HB  1113,  Human  Experimentation:  Requires  informed 
consent  before  human  experimentation  can  be  conducted. 
Requires  any  institution  conducting  such  experimentation 
to  have  a human  research  review  committee.  Excludes  any 
treatment  to  prolong  the  life  of  a person  in  danger  of  death 
or  to  avoid  disfigurement  or  physical  or  mental  incapaci- 
tation. 

• HB  1372,  Good  Samaritan  Law.  Provides  immunity  for 
any  person  who  in  good  faith  provides  assistance  in  the 
event  of  any  emergency  involving  liquified  petroleum  gas  or 
liquid  natural  gas. 

• HB  1482,  Risk  Management:  Effects  minor  amend- 
ments to  the  risk  management  legislation  as  requested  by 
the  Board  of  Medicine. 

• HB  1548,  Psychiatric  Examinations:  Permits  physi- 
cians employed  at  state  medical  schools  to  be  compensated 
for  court-ordered  psychiatric  examinations. 

• HB  1974,  Radiation  Therapy /CT  Equipment:  Exempts 
from  the  certificate  of  need  law  purchases  of  any  radiation 
therapy  or  computerized  tomography  equipment  costing 
less  than  $50,000. 

• HB  1724,  Variances  from  State  Emergency  Medical 
Service  Regulations:  Provides  that  any  application  for  a 


variance  from  the  state’s  EMS  regulations  by  any  local  res- 
cue squad  must  be  reviewed  by  the  local  governing  body. 
Any  recommendation  of  the  local  body  must  be  followed  at 
the  state  level  unless  there  are  compelling  reasons  to  the 
contrary. 


KILLED 

• HB  454:  Would  have  established  minimum  continuing 
education  requirements  for  relicensure  of  physicians 

• HB  1741:  Would  have  provided  that  the  findings  of  a 
malpractice  screening  panel  could  not  be  introduced  as  evi- 
dence unless  the  findings  of  the  panel  were  unanimous. 

• HB  1794:  Would  have  prohibited  ophthalmologists 
from  selling  eyeglasses  except  for  valid  medical  reasons  or 
unless  another  source  was  not  reasonably  available. 

• HB  1912:  Would  have  created  a State  Board  of  Ath- 
letic Trainers  to  provide  for  the  licensing  of  athletic  train- 
ers. 

• HB  1957:  Would  have  required  two  citizen  members 
on  the  State  Board  of  Medicine  and  other  professional  reg- 
ulatory boards. 

• HB  1959:  Would  have  repealed  the  Certificate  of  Need 
law. 

RESOLUTIONS 

• HJR  232:  Requests  the  Department  of  Health,  with 
assistance  from  The  Medical  Society  of  Virginia,  to  study 
the  feasibility  of  allowing  Medicaid  recipients  to  receive 
primary  medical  care  from  a physician  of  their  choosing. 

• HJR  234:  Requests  the  Department  of  Health  to  study 
ways  to  make  it  easier  for  hospitals  to  swing  beds  from 
acute  care  to  interimmediate  care  and  back. 

• HJR  252:  Requests  the  Department  of  Health  to  con- 
tinue its  study  of  hospice  programs  and  to  apply  for  a 
waiver  of  Medicaid  requirements  to  facilitate  the  study.  ■ 
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“A  Few  of  My  Unfavorite  Tilings" 

Words  ‘slip,  slide,  perish/  Decay  with  imprecision,  will 
not  stay  in  place,/  Will  not  stay  still.’  — T.  S.  Eliot1 


THE  Public  Broadcasting  System,  at  least 
WCVE-TV  in  Richmond,  has  regaled  us  re- 
cently with  some  great  old  musicals,  one  of  the  best 
of  which  was  Sound  of  Music,  starring  Julie  Andrews. 
For  no  reason  at  all,  when  she  was  singing  the  hit 
song  with  the  lines,  “These  are  a few  of  my  favorite 
things,”  I began  reflecting  in  a perverse  way  on  a few 
of  my  unfavorite  things,  other  than  dog  bites,  bee 
stings,  and  snow  that  is  too  deep  or  stays  too  long. 
Rather  naturally,  for  I was  wearing  my  Editor’s  hat, 
three  groups  of  word  usages  came  promptly  to  mind. 

The  first  has  to  do  with  neologisms  that,  like  the 
mule,  can  have  no  pride  in  ancestry.  Unfortunately, 
and  unlike  the  mule,  there  may  be  progeny,  and 
while  the  mule  when  properly  harnessed  and  moti- 
vated does  its  job  well,  these  words  do  not.  They  fall 
into  three  categories:  forcing  a noun  to  do  a verb’s 
work;  requiring  a word  that  is  good  and  useful  to 
function  in  a way  foreign  to  it;  and  developing  acro- 
nyms or  making  words  out  of  whole  cloth  when  bet- 
ter words  are  already  at  hand. 

To  me  the  most  abrasive  of  the  first  category  is 
“surgerize,”  as  in  “He  was  surgerized  yesterday,”  or, 
“We  will  surgerize  him  tomorrow.”  Yes,  I know  it 
may  be  found  in  the  large,  unabridged  dictionaries, 
but  I still  don’t  like  it.  What’s  wrong  with  the  word 

The  drawings/quotations  that  appear  with  this  editorial 
are  from  A Political  Bestiary,  by  Eugene  J.  McCarthy  and 
James  J.  Kilpatrick.  Text  © 1978  by  Op  Ed,  Inc.  Illustra- 
tions © 1978  by  Jeff  MacNelly.  Reprinted  by  permission  of 
the  publisher,  McGraw-Hill  Book  Company. 
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“operate,”  a word  familiar  to  the  patient  and  thereby 
less  forbidding?  Anyone  whose  lot  it  is  to  read  hospi- 
tal records,  or,  to  a lesser  extent,  manuscripts,  can 
multiply  examples  of  this  kind  of  thing,  wherein  fine, 
plain-spoken  terms  of  long  acceptance  suddenly  take 
on  more  pretentious  forms. 

An  example  of  the  next  category  is  the  word  “cre- 
dential” used  unsuitably  instead  of  the  proper  word 
“accredit”  or  some  variation  of  it.  This  results  in  a 
mismatch  that  has  an  unhappy  ring  to  my  ear. 
Would  you  believe  “non-credentialled  individuals,” 
or  “credentialling  mechanisms?”  The  morning  news- 
paper’s sports  page  assured  me  that  “only  creden- 
tialled  women  reporters  may  enter  major  league 
baseball’s  locker  rooms.” 

The  classic  of  the  third  category  is  the  acronym 
TURP  substituting  for  its  origins.  Thus,  an  individ- 
ual who  had  a transurethral  resection  of  the  prostate 
was  TURPed,  verb;  or  should  have  a TURP,  noun. 
House  staff  and  students,  a group  in  which  I proudly 
claim  past  membership,  are  undoubtedly  those  most 
versatile  in  originating  words  of  this  nature.  “Anx- 
iolytic” is  a strong  contender  for  honors  in  the  words- 
out-of-whole-cloth  class. 

Although  not  falling  strictly  into  any  of  these  cate- 
gories, there  are  words  that  merit  a hard  scrutiny, 
and  this  is  a good  place  to  do  it.  These  are  stretched 
out  words,  the  ones  of  many  syllables,  the  ones  that 
substitute  for  fine,  straightforward,  simple  words. 
The  classic  example  is  “ambulate.”  All  too  few  pa- 
tients walk  these  days.  They  ambulate.  Few  patients 
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TUG  R\R3M2TeR 

“The  principal  food  of  the  Parameter  is  perimeters.  A Pa- 
rameter also  eats  grant  programs,  statutory  authority,  and 
regulatory  limits. . . . The  tentacles  of  a fully  developed  Pa- 
rameter will  embrace  urban  policy,  medical  care,  auto 
safety,  and  the  marketing  of  edible  fruits  and  nuts.” 


sweat.  They  have  a diaphoresis.  For  all  their  pre- 
tentiousness these  big  words  don’t  do  a better  job.  In 
truth,  they  might  not  do  as  good  a job  in  giving  a 
vivid  picture  of  a patient. 

One  might  well  suggest  that,  since  we  anesthetize 
a patient,  we  might  as  well  surgerize  him.  If  the 
meaning  of  credentialled  and  credentialling  is  clear, 
what  is  the  advantage  of  accredited  and  accrediting? 
TURPed  is  short  and  to  the  point,  and  substitutes  for 
the  relatively  long  and  unwieldy  “transurethral  resec- 
tion of  the  prostate.”  These  and  similar  develop- 
ments in  our  vocabulary  may  be  inevitable,  but  until 
that  time  comes  let’s  deplore,  delay,  and  resist. 

Words  are  our  only  means  of  communicating  on 
the  written  page,  and  are  our  major  stock  in  trade  in 
the  total  business  of  communication.  If  this  is  to  be 
best  accomplished,  words  need  to  be  chosen  carefully 
and  used  precisely.  To  do  less  is  to  dwarf  and  deform 
our  language,  the  tools  of  communication,  and  to  re- 
strict the  user’s  ability  to  express  himself  fully  and 
accurately. 

The  second  unfavorite  thing  has  to  do  with  taking 
the  first  letter  of  each  of  a string  of  words  and  using 
these  letters  to  substitute  for  those  words  when  they 
appear  subsequently.  It  doesn’t  seem  to  matter 


whether  the  abbreviations  are  universally  understood 
or  known  only  to  the  writer,  or  whether  they  are  long 
or  short.  All  one  has  to  do  is  name  an  organization  or 
make  a declaration  and  from  that  point  on  the  reader 
is  expected  to  bear  that  abbreviation  in  mind. 

The  other  day  I kept  a running  total  of  abbrevi- 
ations when  scanning  half  a dozen  or  so  assorted 
medical  journals  (AMJ),  American  Medical  News 
(AMN)  of  the  American  Medical  Association 
(AMA),  Forum  (F)  of  the  American  College  of  Phy- 
sicians (ACP),  the  morning  paper  (MP),  the  evening 
paper  (EP),  and  other  distinguished  publications 
(ODP).  It  is  truly  staggering  that  there  were  more 
than  125  abbreviations  in  the  AMJ,  AMN  of  AMA, 
F of  ACP,  MP,  EP,  and  ODP.  I give  you  the  follow- 
ing excerpt  from  AMN:  “Next  I had  to  file  an  IND, 

and  NIDA  had  to  provide ” These  abbreviations 

may  be  well  known  to  many,  and  perhaps  I should 
know  them  and  am  missing  something  important, 
but  I couldn’t  find  the  words  before  the  first  letters 
were  all  that  remained  of  them.  I shall  probably 
never  know  now  what  the  writer  was  trying  to  tell 
me. 

Some  of  the  worst  offenders  are  publications  that 
should  be  trying  hardest  to  communicate  the  best. 


THe  lMPRS§§ive  MaNrwe 

“Elected  officials  do  not  win  a Mandate  or  achieve  a Man- 
date, and  they  cannot  possibly  create  a Mandate.  The  vot- 
ers give  them  a Mandate  or  present  them  with  a Mandate. 
These  are  the  proper  verbs.  No  other  verbs  may  be  ac- 
cepted. . . . The  Mandate  has  no  homing  instinct.  Unless 
carefully  watched  and  cared  for,  he  will  wander  away  and 
never  return.” 
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The  front  page  of  a recent  SEREF,  an  American  So- 
ciety of  Internal  Medicine  leaflet  of  their  socio-eco- 
nomic research  and  education  foundation — yes,  that 
is  what  SEREF  means — had  seven  different  abbrevi- 
ations used  32  times.  The  four  pages  employed  13 
different  abbreviations  56  times,  of  which  CPEAC 
and  ASPERF  remained  unscrutable  to  me.  The  pub- 
lication that  was  supposed  to  inform  and  seek  sup- 
port served  largely  to  baffle  and  anger. 

The  task  of  decoding  is  eased  greatly  by  knowing 
the  type  of  material  being  read  and  toward  whom  it 
is  primarily  directed.  Religious  publications  will  have 
WRO,  DAS,  ECT,  and  NCC,  meaning  World  Relief 
Organization,  Development  Assistance  Services, 
Ecumenical  Coordinating  Team,  and  National 
Council  of  Churches.  The  Internist  Intercom  will 
contain  such  letters  as  HCFA,  CON,  FCIM,  and 
NaSIMM.  These  prove  to  be  Health  Care  Financing 
Administration,  Certificate  of  Need,  Federated 
Council  of  Internal  Medicine,  and  National  Study  of 
Internal  Medical  Manpower.  The  Forum  told  of 
GMP  regulations  published  by  FDA,  and  this  tells 
the  reader  that  Good  Manufacturing  Practice  regula- 
tions are  available  from  the  Federal  Drug  Adminis- 
tration. 

AMN  was  concerned  with  CPSC  (Consumer  Prod- 
uct Safety  Commission),  NIOSH  (National  Institute 
of  Occupational  Safety  and  Health),  news  from  SKI 
(Sloan  Kettering  Institute),  and  WSMS  (Wyoming 
State  Medical  Society).  The  daily  newspaper  contrib- 
uted ACORN,  CORAP,  NAFO,  and  PIRG,  none  of 
which  I tried  to  decipher.  There  was  also  the  usual 
VISTA,  ACTION,  DA  (Direct  Action  or  District  At- 
torney?), SDS,  SNCC,  NOW,  ERA,  FLOC,  DOE, 
DHEW,  ACLU,  ACU,  GOP,  SALT,  and  ADA,  most 
of  which  are  probably  known  to  most  readers.  Then 
there  were  the  usual  old  favorites — NHI,  INH,  CME, 
HMO,  PSRO,  NHS,  HSA,  JCAH,  BC-BS,  and  on 
and  on  almost  ad  infinitum. 

Medical  practice  is  loaded  with  abbreviations  that 
are  often  confusing,  frustrating,  and  dangerous.  SOB 
may  be  descriptive  of  a behavioural  pattern  or  of  dis- 
turbed breathing.  MI  may  refer  to  myocardial  in- 
sufficiency, myocardial  infarction,  or  mitral  in- 
sufficiency. Even  q.d.  when  written  hurriedly  may  be 
interpreted  as  qid.,  the  period  after  the  q being  taken 
for  an  i,  and  the  daily  dose  of  digitalis  increased  to 
four  times  daily.  The  abbreviations  may  be  meaning- 
less to  the  harassed  doctor  who  sees  the  patient  in  an 
emergency  or  when  covering  for  the  author  of  the 
unknown  symbols. 

It  must  be  admitted  that  letters  representing  words 
have  merit  and  are  useful  in  some  instances.  There  is 
no  doubt  that  they  have  won  a place  in  our  language. 


They  may  shorten  recognition  and  reading  time  if 
very  well  known  to  the  reader,  and  they  always  con- 
serve space  and  paper.  I am  of  the  opinion,  however, 
that  the  disadvantages  greatly  outweigh  the  advan- 
tages in  day-to-day  usage.  The  mind  of  man  simply 
cannot  retain  and  comprehend  the  vast  numbers  of 
letter  combinations  that  appear  in  our  varied  daily 
reading  material.  Abbreviations  give  different  signals 
to  different  individuals  and  at  different  times,  e.g., 
ABC  means  one  thing  to  a person  seeking  a bottle  of 
whiskey,  another  to  a school  teacher  who  usually 
puts  an  “s”  on  it,  and  another  to  a television  addict. 
Always  there  is  the  tedium  of  assorting  the  letters,  re- 
lating them  to  the  subject,  and  testing  instant  recall. 
If  there  is  no  recall,  a careful  search  through  the  ar- 
ticle is  necessary  to  find  the  words  before  they  were 
replaced  by  letters.  Often  it  seems  easiest  to  accept  a 
failure  to  communicate. 

The  third  of  my  unfavorite  things  consists  of  cli- 
ches and  misused  or  unnecessary  words,  whether 
printed  or  spoken.  The  authoritative  compilation  of 
the  hackneyed  phrase  is  A Political  Bestiary  by  Eu- 
gene J.  McCarthy  and  James  J.  Kilpatrick,  with  illus- 
trations by  Jeff  MacNelly;  the  book’s  subtitle  tells  it 
all:  Viable  Alternatives,  Impressive  Mandates,  and 
Other  Fables.  A sampling  of  this  discerning  and 
vastly  amusing  work  appears  with  these  paragraphs. 

“Hopefully”  leads  the  list  of  words  that  should  ei- 
ther be  banned  or  used  correctly.  I hesitate  to  say 
that,  hopefully,  this  will  happen  some  day.  “Dia- 
logue” is  a good  word,  but  it  should  be  given  a rest 
for  awhile,  particularly  by  our  bureaucratic  friends 
who,  instead  of  talking  and,  maybe,  thinking,  are 
now  having  dialogues.  The  overuse  of  “get”  ranks 
high  on  any  list. 

Speech  is  overburdened  to  a greater  degree  than 
writing  with  grace  words  intended  to  embellish  con- 
versation. “At  this  point  in  time”  is  one- of  the  more 
ornate.  “Like,”  “I  mean,”  and  “you  know”  are  the 
worst  offenders.  It  is  tempting  but  unnecessary  to 
give  examples.  All  of  us  have  to  put  up  with  them 
every  day — like,  I mean,  really,  y’know,  we  do. 

There  are  many  more  unfavorite  things,  but  these 
will  do  for  starters.  The  Editorial  We  welcomes  addi- 
tions, subtractions,  discussion  and  dissension.  How- 
ever, unless  persuaded  to  the  contrary,  neologisms 
that  seem  to  have  no  proper  origins,  abbreviations 
that  are  excessive  or  are  not  very  well  known  and  ac- 
cepted, and  cliches  or  words  that  are  misused  or  de- 
tract will  not  be  found  in  the  pages  of  VIRGINIA 
Medical. 

W.  Taliaferro  Thompson  Jr.,  MD 

1.  Lipton  J:  An  Exaltation  of  Larks.  New  York,  Grossman 

Publishers,  Inc.,  1968 
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Joseph  J.  Waff  II,  MD 

Dr.  Joseph  Judson  Waff  II,  physician  in  Shenan- 
doah since  1922,  died  January  23  at  Rockingham 
Memorial  Hospital,  where  he  had  long  served  on  the 
active  staff.  He  was  88  years  old. 

Born  in  McRae,  Georgia,  Dr.  Waff  attended  Wake 
Forest  University  and  received  his  medical  degree 
from  the  University  of  Maryland  School  of  Medi- 
cine, graduating  magna  cum  laude  in  1917.  During 
World  War  I he  was  a captain  in  the  US  Army  Medi- 
cal Corps,  serving  in  France,  and  in  1919  he  set  up 
general  practice  in  Holland,  Virginia,  moving  to  She- 
nandoah three  years  later.  In  1963  Dr.  Waff  was  hon- 
ored for  his  long  service  to  the  community  with  the 
Ruritan  Citizenship  Award,  and  he  had  been  presi- 
dent of  the  Shenandoah-Elkton  Rotary  Club.  His 
membership  in  The  Medical  Society  of  Virginia 
spanned  54  years. 

W.  E.  Pembleton,  MD 

Dr.  Williams  E.  Pembleton,  Richmond  anesthesio- 
logist, died  March  10  at  the  age  of  70.  Dr.  Pembleton 
organized  the  department  of  anesthesiology  at  the 
Medical  College  of  Virginia  in  1948,  becoming  its 
first  professor  and  chairman,  and  also  helped  found 
the  Virginia  Society  of  Anesthesiologists,  later  be- 
coming its  president  and  receiving,  in  1978,  the  So- 
ciety’s first  distinguished  service  award. 

Bom  in  Madison,  Wisconsin,  Dr.  Pembleton  re- 
ceived his  bachelor’s  and  master’s  degrees  from  the 
University  of  Wisconsin  and  his  degree  in  medicine 
from  the  University  of  Pennsylvania.  His  residency 
in  medicine  was  served  at  the  Medical  College  of 
Virginia  and  his  residency  in  anesthesiology  at  the 
Hartford  Hospital  and  Yale  University. 

A member  of  The  Medical  Society  of  Virginia  for 
33  years,  Dr.  Pembleton  also  belonged  to  the  Rich- 
mond Academy  of  Medicine,  the  American  Medical 
Association,  the  Richmond  and  American  Societies 
of  Anesthesiologists,  the  New  York  Academy  of  Sci- 
ences and  the  International  Anesthesia  Research  So- 
ciety. 

James  L.  Moraitis,  MD 

Dr.  James  I.  Moraitis,  former  obstetrician  and  gy- 
necologist in  Marion,  Virginia,  died  February  9 in 
Clearwater,  Florida,  where  he  had  made  his  home 


since  1977.  He  was  43  years  old.  Dr.  Moraitis  earned 
his  medical  degree  at  the  Creighton  University  Medi- 
cal School,  Omaha,  Nebraska.  He  had  been  presi- 
dent of  the  Southwest  Virginia  Medical  Society. 

P.  Browning  Hoffman,  MD 

Dr.  Peter  Browning  Hoffman,  41  years  old,  died 
February  7 in  Charlottesville,  where  he  practiced 
psychiatry.  A graduate  of  the  Yale  University  School 
of  Medicine,  Dr.  Hoffman  founded  and  was  director 
of  the  Institute  of  Law,  Psychiatry  and  Public  Policy 
at  the  University  of  Virginia,  which  united  the  dis- 
ciplines of  medicine  and  law.  He  was  a member  of 
The  Medical  Society  of  Virginia,  the  American  Med- 
ical Association  and  the  American  Psychiatric  Asso- 
ciation. 

Memoir  of  W.  Linwood  Ball 
1903-1979 

By  O.  T.  Graahm,  Jr.,  MD, 

Harry  Warthen,  MD,  and  Percy  Wootten,  MD 

The  Richmond  Academy  of  Medicine,  the  com- 
munity of  Richmond,  the  commonwealth  of  Virginia 
and  our  nation  suffered  a great  loss  by  the  death  of 
Dr.  William  Linwood  Ball  on  December  5,  1978. 

Born  and  educated  in  Richmond,  Dir.  Ball  con- 
ducted an  outstandingly  skillful  practice  of  family 
medicine  in  Richmond  for  45  years.  He  distinguished 
himself  in  the  medical  community  as  past  president 
of  the  Richmond  Academy  of  Medicine,  past  presi- 
dent of  Richmond  Memorial  and  Retreat  Hospital 
staffs,  past  president  of  the  Virginia  Council  of 
Health  and  Medical  Care,  past  president  of  the  Rich- 
mond Academy  of  Family  Practice  and  past  presi- 
dent of  the  Virginia  Academy  of  Family  Practice.  In 
addition,  he  was  a delegate  from  Virginia  to  the 
American  Medical  Association  for  15  years. 

Nationally,  his  medical  distinctions  included  past 
vice  president  of  the  AMA  and  member  of  the  Board 
of  Trustees  of  the  AMA  and,  until  recent  years,  he 
served  on  the  Council  of  Military  Affairs  of  the 
AMA. 

He  served  Virginia  honorably  and  with  distinction 
in  the  Virginia  National  Guard  from  1928  until  his 
retirement  in  1962  as  brigadier  general.  He  served  in 
the  United  States  Army  from  1940  to  1946,  organiz- 


es 


VIRGINIA  MEDICAL/MAY,  1979 


VOLUME  106 


ing  and  commanding  the  31st  Field  Hospital,  and 
serving  as  executive  officer  at  Tripler  General  Hospi- 
tal in  Honolulu  1945  to  1946. 

In  addition,  Dr.  Ball  served  his  state  as  medical  ad- 
visor to  the  State  Director  of  Selective  Service,  medi- 
cal advisor  to  the  Adjutant  General  of  Virginia,  and 
as  military  aide  on  staff  of  Governor  Lindsay  Al- 
mond, Governor  Albertis  Harrison,  and  Governor 
Mills  Godwin. 

Obviously,  he  was  a man  of  many  talents,  includ- 
ing membership  in  and  an  ardent  supporter  of  the 
All  Saints  Boys  Choir  and  his  church,  membership  in 
the  Northside  Masonic  Lodge  #292,  Scottish  Rite 
and  Acca  Temple.  He  served  on  tax  study  commis- 
sions, advised  the  Richmond  Medical  Assistants  As- 
sociation, was  a past  president  of  the  Church  Hill 
Gang  and  Richmond  Howitzers  Association.  He  was 
the  recipient  of  the  A.H.  Robins  Community  Service 
Award  in  November  1972. 

Dr.  Ball  was  a man  who  was  loved  and  respected 
by  those  who  were  privileged  to  know  him.  He  culti- 
vated friends  easily  and  was  warm  and  gracious.  His 
home,  garden,  and  entertaining  were  his  major  hob- 
bies, and  he  was  a Civil  War  buff,  considered  an  au- 
thority, with  an  extensive  library  relating  to  the  War 
Between  the  States.  He  was  a genial  host,  a kind  and 
gentle  man,  a man  rightfully  honored  by  his  commu- 
nity, state,  and  nation. 

Memoir  of  W.  L.  Taliaferro 
1912-1978 

By  John  Franklin,  MD, 

S.  M.  McDaniel,  MD,  and  H.  Desmond  Hayes,  MD 

A greatly  admired  and  dedicated  physician,  Wil- 
liam Lyons  Taliaferro,  MD,  died  October  3,  1978. 

Bill  Taliaferro  devoted  his  entire  adult  life  to  the 
study  and  practice  of  medicine.  Born  in  Hampton, 
Virginia  on  February  6,  1912,  the  son  of  a prominent 
lawyer,  William  Churchill  Lyons  Taliaferro,  and  Ma- 
bel Sclater  Taliaferro,  he  received  his  early  education 
in  the  public  schools  of  Hampton,  Virginia.  Follow- 
ing the  family  tradition  of  four  generations  of  Vir- 
ginia physicians,  he  early  declared  his  intention  to 
become  a doctor  and  took  his  pre-medical  training  at 
the  College  of  William  and  Mary.  His  medical  train- 
ing was  received  at  the  University  of  Virginia,  gradu- 
ating in  the  Class  of  1935,  at  the  age  of  23.  Known  as 
an  excellent  scholar  as  well  as  a leader  of  his  class,  he 
was  honored  with  membership  in  the  Raven  Society. 

After  serving  a year  of  internship  at  the  University 
of  Virginia  Hospital,  he  moved  to  Norfolk,  where  he 


completed  two  years  of  postgraduate  training  at  the 
old  St.  Vincent’s  Hospital.  For  a period  of  eight 
months  he  served  as  a locum  tenens  for  Dr.  Credle  in 
Colerain,  North  Carolina,  during  the  latter’s  illness, 
returning  to  start  his  own  practice  of  medicine  in 
Norfolk  in  1938.  To  distinguish  him  from  his  illustri- 
ous uncle.  Dr.  E.  C.  S.  Taliaferro,  he  was  known  as 
“the  young  Dr.  Taliaferro.”  Bill  had  displayed  a con- 
siderable skill  and  interest  in  the  field  of  surgery,  and 
early  in  his  career  he  assisted  Dr.  Julian  P.  Rawls  in 
his  general  surgery  but  more  particularly  in  the  early 
use  of  radium  in  the  treatment  of  cervical  and  uterine 
cancer.  His  interest  in  oncology  continued  through- 
out his  medical  career  as  an  active  member  of  the 
Tumor  Clinic. 

Bill  married  Kathleen  Doyle  of  Norfolk  in  1939 
and  enjoyed  a happy  marriage,  which  produced  three 
daughters  and  a son.  A devoted  husband  and  father, 
he  preferred  to  spend  most  of  his  free  time  with  his 
family. 

Bill’s  medical  career  was  interrupted  in  1941  by 
World  War  II.  He  had  a distinguished  military  career 
serving  in  the  front  line  as  a battalion  surgeon  with 
the  51st  Medical  Battalion,  participating  in  the  North 
African  invasion  and  subsequently  landing  at  Pa- 
lermo during  the  Italian  invasion.  Leaving  the  Army 
with  many  honors  and  the  rank  of  major,  he  returned 
to  the  practice  of  medicine  and  surgery  in  1945  as  an 
associate  of  Dr.  Rawls.  Following  Dr.  Rawls’  death 
in  the  early  1950s,  Bill  entered  solo  practice  and 
concentrated  his  interest  in  primary  care  medicine. 

In  this  field  he  developed  a large  following  of  loyal 
patients  who  knew  him  for  his  honest  dedication,  his 
comforting  assurance,  and  his  constant  availability. 
Bill  devoted  much  of  his  life  to  his  patients’  welfare, 
spent  many  hours  taking  care  of  their  physical  and 
emotional  needs  and  brought  comfort  to  them  in 
many  ways. 

A quiet,  unassuming,  humble  man,  his  approach 
was  always  low  key  but  with  a gentle  firmness  that 
stimulated  confidence  and  contentment.  Despite  his 
humility  he  demonstrated  leadership  ability,  assum- 
ing the  presidency  of  his  medical  school  class  and 
serving  as  president  of  the  medical  staff  of  Medical 
Center  Hospitals  in  1963.  He  took  an  active  part  in 
the  local  and  regional  medical  societies  and  contrib- 
uted to  the  literature  by  publishing  a paper  on  We- 
ber-Christian  disease  in  1953. 

Bill  enjoyed  the  friendship  and  respect  of  all  of  his 
colleagues  and  practiced  medicine  as  a gentleman 
befitting  the  long  tradition  of  ethical  practice  his  fam- 
ily had  enjoyed.  We  greatly  regret  the  passing  of  a 
colleague  who  was  an  exemplar  of  the  finest  tradition 
of  our  profession. 
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Sports  medicine  is  receiving  in- 
creasing attention  in  the  Virginia 
media,  and  the  articles  always  fea- 
ture Virginia  physicians  who  are 
leaders  in  the  field. 

In  Norfolk,  the  entire  front  page 
of  a section  of  the  Virginian-Pilot 
was  given  over  recently  to  sports 
medicine,  with  two  big  illustrated 
stories,  including  a picture  of  Dr. 
Genas  S.  Taylor,  Jr.,  Norfolk  or- 
thopedist and  MSV  Councilor  from 
the  Second  District.  Dr.  Taylor  has 
worked  in  sports  medicine  in  the 
Tidewater  area  for  25  years;  every 
Wednesday  at  Old  Dominion  Uni- 
versity he  conducts  a clinic  for  stu- 
dent trainers,  he  donates  many 
hours  on  the  playing  fields  of  the 
area’s  high  schools,  and  he  was  team 
doctor  for  Norfolk’s  now-defunct 
professional  football  team.  One  of 
the  articles  describes  his  extensive 
volunteer  involvement;  in  the  other, 
titled  “Care  Inadequate,  Norfolk 
Doctor  Warns,”  Dr.  Taylor  cham- 
pions medically  trained  and  certi- 
fied athletic  trainers  at  all  high 
schools.  This  concept  was  endorsed 
in  an  editorial  by  Dr.  S.  D.  Bar- 
ranco,  Blacksburg , in  a recent  issue 
of  Virginia  Medical  , and  Dr. 
Barranco’s  editorial  is  referred  to  in 
the  article  expressing  Dr.  Taylor’s 
views. 

“We  want  a specialized  course  for 
training  trainers,”  Dr.  Taylor  is 
quoted  as  saying.  “The  coaches  are 
interested,  but  they  already  have  too 
much  to  do.  You  ought  to  have  a 
certified  athletic  trainer  at  all  high 


schools  ....  one  of  these  days 
there’s  going  to  be  a calamity  in  one 
of  the  schools  around  here,  and 
somebody  is  going  to  get  his  rear 
end  sued  off.  That’s  when  they’ll  do 
something.” 

There’s  a new  element  in  sports 
medicine  created  by  a fitness-con- 
scious public  that  is  jogging,  playing 
racquetball,  and  taking  on  myriad 
other  exercises.  The  Virginian- Pilot 
reporter  quotes  Dr.  Lorenzo  P. 
Archer,  Virginia  Beach  orthopedist, 
on  this  development.  “We’re  not 
talking  about  a guy  who’s  going  to 
be  a marathon  runner,”  the  inter- 
viewer quotes  Dr.  Archer.  “His  goal 
is  not  to  be  a competitor.  He  just 
wants  to  be  in  better  shape.  These 
people  are  filling  up  the  waiting 
rooms  in  doctors’  offices.”  And  for 
the  podiatrists,  continues  the  article, 
“the  running  craze  has  been  an  un- 
disguised blessing”,  with  more  and 
more  joggers  going  to  podiatrists  for 
treatment  and  orthotic  devices  to 
cope  with  Achilles  tendinitis,  main 
problem  of  joggers. 

“The  best  natural  resource  at  the 
University  of  Virginia.”  That’s  the 
way  a student  publication  once  de- 
scribed Dr.  Frank  C.  McCue  III, 
and  the  description  is  quoted  in  a 


feature  story  about  Dr.  McCue  in  a 
recent  edition  of  the  Daily  Progress 
of  Charlottesville.  Since  1961,  Dr. 
McCue  has  been  professor  of  ortho- 
pedic surgery  and  surgery  of  the 
hand  at  UVa,  but  it  is  as  the  school’s 
sports  surgeon  that  the  students  best 
know  and  admire  him.  He  is,  says 
the  story,  nationally  known  in  pro- 
fessional and  collegiate  athletic  cir- 
cles for  his  skill  as  a sports  surgeon 
and  highly  regarded  in  high  school 
athletics  all  over  Virginia  as  an  all- 
round athletic  doctor;  the  Peninsula 
District  Coaches  Association  re- 
cently presented  him  with  an  award 
of  special  merit. 

Dr.  McCue  is  a graduate  of  the 
University  of  Virginia  and  its 
School  of  Medicine;  he  served  as  an 
athletic  trainer  in  his  last  year  of 
medical  school  and  has  been  active 
in  sports  medicine  ever  since. 

Curious,  thought  Dr.  C.  Barrie 
Cook,  Falls  Church,  that  the  Fairfax 
City  Chamber  of  Commerce  had 
sent  him  an  invitation  to  its  annual 
meeting.  But  he  went,  and  soon 
found  out  why  his  presence  had 
been  requested:  He  was  awarded  the 
yearly  Chamber  plaque  for  out- 
standing business  leadership  in  the 
community  for  1978.  In  praising  Dr. 


To  Dr.  Cook  (left)  from  Mr.  Dugan,  with  compliments. 
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Cook,  Chamber  President  Thomas 
P.  Dugan  emphasized  Dr.  Cook’s 
diverse  volunteer  activities  with  Boy 
Scout  Troop  887,  the  Regional  Park 
Authority,  the  Health  Planning 
Agency  of  Northern  Virginia,  the 
Fairfax  Symphony,  and  Wolf  Trap- 
pers for  Wolf  Trap. 

Dr.  Cook  is  MSV  Councilor  for 
the  Tenth  District.  Chief  of  pathol- 
ogy at  the  Fairfax  Hospital,  he 
founded  and  is  president  of  the 
board  of  American  Medical  Labora- 
tories, Fairfax. 

It’s  a big  year  for  presidencies  for 
Dr.  Charles  H.  Huber,  Front  Royal. 
In  these  columns  recently  it  was  re- 
ported that  Dr.  Huber  is  the  new 
president  of  the  Northern  Virginia 
Medical  Society.  Now  word  arrives 
the  he  was  elected  president  of  the 
Chamber  of  Commerce  of  Front 
Royal  and  Warren  County  at  a re- 
cent meeting  of  the  board  of  direc- 
tors. A graduate  of  the  Medical  Col- 
lege of  Virginia,  Dr.  Huber  is  in  the 
private  practice  of  internal  medi- 
cine. 

Key  speaker  at  the  1979  annual 
meeting  of  the  South  Atlantic  Asso- 
ciation of  Obstetricians  and  Gyne- 
cologists was  Dr.  Carroll  H.  Lip- 
pard,  L vnchburg,  who  completed  his 
year  as  president  of  the  Association 
with  delivery  of  the  presidential  ad- 
dress, Dr.  Lippard  is  a past  presi- 
dent of  the  Lynchburg  Academy  of 
Medicine  and  is  a member  of  the 
Virginia  State  Board  of  Medicine. 

In  addition  to  taking  care  of  his 
patients  in  his  native  Carroll 
County,  where  he  has  been  a gen- 
eral practitioner  for  43  years,  Dr. 
Walter  A.  Porter,  Hillsville,  is  this 
year  serving  as  president  of  the  Vir- 
ginia Society  of  the  Sons  of  the 
American  Revolution.  He  is  also 
surgeon  general  of  the  National  So- 
ciety SAR. 

And  Dr.  Matthew  L.  Lacy,  South 
Hill  surgeon,  has  been  elected  the 


135th  Grand  Master  of  Masons  in 
Virginia.  Dr.  Lacy  is  chief  of  surgi- 
cal service  at  Community  Memorial 
Hospital,  South  Hill. 

Dr.  Edwin  L.  Kendig,  Richmond, 

was  given  the  1979  Louise  Obici 
Memorial  Hospital  staff  award  for 
outstanding  contributions  to  med- 
icine. Dr.  Kendig  is  president  of 
the  American  Academy  of  Pediat- 
rics. 

A $1,000  fellowship  to  study 
abroad  was  awarded  recently  by  the 
International  College  of  Surgeons  to 
Christopher  Magee,  senior  student 
at  the  University  of  Virginia  School 
of  Medicine.  The  award  was  made 
on  the  basis  of  surgical  ability  and 
undergraduate  research  and  was 
presented  by  Dr.  A.  R.  Coppola, 
Newport  News,  the  College’s  regent 
for  Virginia. 

New  president  of  the  Virginia  So- 
ciety of  Internal  Medicine  is  Dr. 
Robert  A.  Abernathy,  Richlands. 
Elected  with  him  recently  at  the  So- 
ciety’s recent  annual  meeting  in 
Norfolk  were  Dr.  Steven  M.  Zim- 
met,  Arlington,  president  elect;  Dr. 
John  B.  Catlett,  Richmond,  vice 
president;  and  Dr.  Gary  E.  Glontz, 
Roanoke,  secretary  treasurer. 

The  Society  honored  with  its  Dis- 
tinguished Internist  Award  Dr. 
George  B.  Craddock,  who  has  prac- 
ticed medicine  in  Lynchburg  for  40 
years.  Dr.  Craddock  is  a past  presi- 
dent of  both  the  Lynchburg  Acad- 
emy of  Medicine  and  the  Virginia 
State  Board  of  Medicine. 

Two  University  of  Virginia  pro- 
fessors of  psychiatry  spent  two 
weeks  in  Cyprus  recently  to  consult 
with  Cypriot  authorities  on  im- 
proved mental  health  facilities  for 
the  island.  They  are  Dr.  Norman  J. 
Knorr,  who  is  also  dean  of  UVa’s 
School  of  Medicine,  and  Dr.  Vamik 
K.  Volkan,  who  is  also  director  of 
the  University’s  Blue  Ridge  Hospi- 
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tal  division.  Their  visit  began  a re- 
ciprocal arrangement  financed  by 
the  Agency  for  International  Devel- 
opment. 

Dr.  Charles  H.  Gleason,  Char- 
lottesville pediatrician,  is  the  new 
chairman  of  the  medical  staff  of 
Martha  Jefferson  Hospital. 

New  president  of  the  medical 
staff  of  Commonwealth  Doctors 
Hospital,  Fairfax,  is  Dr.  Thomas  J. 
Nevaiser,  Vienna  orthopedic  sur- 
geon. 

And  Dr.  Carrington  Williams,  Jr., 

Kilmarnock,  is  the  new  president  of 
the  medical  staff  of  Rappahannock 
General  Hospital. 

Governor  John  N.  Dalton  has  ap- 
pointed Dr.  Glenn  B.  Updike,  Jr., 
Danville,  to  the  board  of  visitors  of 
the  University  of  Virginia.  Dr.  Up- 
dike, chairman  of  The  Medical  So- 
ciety of  Virginia’a  Legislative  Com- 
mittee, has  been  president  of  both 
the  UVa  Medical  Alumni  Associa- 
tion and  the  UVa  Medical  School 
Foundation. 

Dr.  Russel  L.  Davis,  Jr.,  Radford 
family  physician,  has  been  ap- 
pointed by  Governor  Dalton  to  the 
Radford  College  board  of  visitors. 

At  the  recent  annual  meeting  of 
the  American  College  of  Emergency 
Physicians,  Dr.  Reinaid  Leidel- 
meyer,  Jr.,  Fairfax,  was  given  the 
newly  established  James  D.  Mills 
Award  for  meritorious  service  to  the 
College. 
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VIRGINIA  M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  I0<1  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221. 


SALE  OR  LEASE: 

ALCOHOLISM  TREATMENT  CENTER 

Detox  also.  J.C.A.H.  accredited.  Fully  staffed.  24 
beds.  40  acres,  Harrisonburg,  Virginia.  Mandated  in- 
surance coverage  Virginia  legislature  effective  July 
1979.  Needs  professional  direction.  Telephone  (301) 
654-0338 


PHYSICIANS  WANTED,  Richmond  environs — Need 
physician  to  work  four  or  five  hours,  one  or  two  afternoons 
or  evenings  per  week,  licensed  hospital  resident  acceptable; 
also  full-time  internist  or  generalist  and  a semi-retired  phy- 
sician. JCAH  hospital  nearby.  Retiring  in  1981.  Send  cur- 
riculum vitae  to  Box  20,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

SURGEON,  general  and  vascular,  age  35,  university 
trained,  seeking  solo,  group,  or  partnership  in  urban  area. 
Available  July  1979.  Write  Box  23,  VIRGINIA  MEDICAL, 
4205  Dover  Road,  Richmond  VA  23221. 


LOANS  to  Professionals — Loans  now  available  to  physi- 
cians and  physicians-in-training.  Consolidate  debts  or  any 
purpose  loans.  Also  loans  to  executives.  To  $50,000  or 
more,  unsecured,  no  collateral  necessary.  Also  second 
mortgages  available  to  $25,000  or  more.  For  information 
call  A.  Clayton  Rieder,  Financial  Consultant,  80  Circle 
Drive,  Syosset  NY  11791,  (516)  935-1234. 

ANESTHESIOLOGIST — Board  eligible,  university 
trained.  Presently  working  in  university  hospital  in  all 
fields  of  anesthesiology  including  open  heart  and  OB. 
Wishes  to  relocate  in  Virginia  for  group  or  fee  for  service. 
Write  Dr.  J.  Patel,  133-52  Avery  Ave.,  Flushing  NY  11355, 
or  phone  day  (212)  430-2872,  eve  (212)  939-7979. 

SOCIAL  WORKER — M.S.W.  seeks  position  in  an  adoles- 
cent psychiatric  inpatient  and/or  outpatient  facility.  Expe- 
rience in  group  and  individual  therapy  with  adolescents  and 
adults.  Prefer  urban  area  on  Eastern  Seaboard  but  can 
relocate  for  a desirable  position.  Resume  and  references 
available  upon  request.  Box  21,  Virginia  Medical,  4205 
Dover  Road,  Richmond  VA  23221. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  coverage. 
For  full  details  and  rates  contact  Daniel  R.  Hoffman, 
Sales  Manager. 

OGDEN  CREDIT  CORPORATION 

160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


Virginia  is  for  doctors.  %0 
Looking  for  a great  place  to  locate? 

Want  to  make  a change?  Need  an  associate? 

Write  or  call  the  physician  referral  service  of  the 
Virginia  Council  on  Health  and  Medical  Care. 

Post  Office  Box  12363,  Richmond,  VA  23241,  804  649-0323. 

The  Council  is  supported  in  part  by  The  Medical  Society  of  Virginia. 


ATTENTION  PSYCHIATRISTS 

Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  replace- 
ment cost  of  $508,000.  Very  good  return  in  profits  and 
fees.  This  is  a fine  opportunity  for  a doctor  wanting  a 
guaranteed  income  plus  time  and  facilities  for  a private 
practice.  For  further  information  phone:  (703)  942- 
0505  Waynesboro,  VA 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 


is  all  about. 


UBRJUM 

chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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“Class  of  Men  Above 
The  Common  Herd” 

There  are  men  and  classes  of  men  that  stand  above 
the  common  herd:  the  soldier,  the  sailor,  and  the  shep- 
herd not  unfrequently;  the  artist  rarely;  rarelier  still,  the 
clergyman;  the  physician  almost  as  a rule.  He  is  the 
flower  (such  as  it  is)  of  civilization . . . Generosity  he 
has,  such  as  is  possible  to  those  who  practice  an  art, 
never  to  those  who  drive  a trade,  discretion,  tested  by  a 
hundred  secrets;  tact,  tried  in  a thousand  embarrass- 
ments; and  what  are  more  important,  Hera-clean 
cheerfulness  and  courage. 

— Robert  Louis  Stevenson1 

WE  DOCTORS  have  enjoyed  a long  pleasant 
ride  on  the  “gravy  train”  of  public  approval 
and  acclaim.  There  is  good  reason  to  believe,  how- 
ever, that  this  approbation  has  lost  some  of  its  luster. 
Indeed,  in  another  decade,  aided  and  prodded  by  bu- 
reaucratic powers,  the  physician  may  well  be  rele- 
gated to  the  status  of  tradesman,  service  or  repair 
provider,  or  just  an  “average  person”.  The  latter  des- 
ignation stings  most  severely  because,  let’s  face  it,  we 
believe  (and  the  public  until  recently  had  nurtured 
the  idea)  that  we  are  several  cuts  above  mere  mortals. 
Actually,  this  has  not  been  a universal  feeling  all  the 
way  back  to  the  days  of  antiquity.  One  can  find  dis- 
paraging remarks  about  doctors,  particularly  their 
fees,  in  the  writings  of  the  Mesopotamians,  Babylo- 
nians, and  Egyptians.  Another  accusation  frequently 
made  throughout  recorded  history  has  been  the  phy- 
sician’s tendency  to  “bury  his  mistakes”. 

Fee  structure  was  discussed  in  great  detail  in  the 
Code  of  Hammurabi  in  Mesopotamia,  where  the  an- 
cient Eastern  code  of  “an  eye  for  an  eye  and  a tooth 
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for  a tooth”  pertained  even  to  professional  fees.  For 
instance,  if  a surgeon  had  to  amputate  the  hand  of  a 
nobleman,  the  physician’s  similar  appendage  was 
also  sacrificed.  This  certainly  must  have  been  a 
strong  deterrent  to  unnecessary  surgery!  The  jokes 
that  we  still  hear  as  we  physicians  enter  a club  or  a 
party,  then,  have  a long,  historical  background! 

For  many  years  we  have  gloried  in  the  fact  that 
medicine  leads  all  polls  and  lists  of  the  most  re- 
spected professions,  as  well  as  a whole  host  of  other 
desirable  ones,  including  those  that  the  average  par- 
ent would  prefer  his  child  to  enter.  As  was  pointed 
out  recently  in  Medical  World  News,2  although  we 
still  head  the  list,  there  is  reason  to  suggest  that  this  is 
often  now  by  just  a few  narrow  percentage  points 
and  that  this  esteem  is  at  a 12-year  low.  For  instance, 
the  report  quotes  a new  Flarris  poll  concluding  that 
“physicians  are  doing  a pitifully  inadequate  job”  of 
informing  patients  about  healthy  life  styles  and  states 
that  an  ominous  sign  is  the  increasing  flow  of  patients 
into  the  offices  of  non-medical  health  practitioners, 
such  as  optometrists,  chiropractors,  and  podiatrists. 
These  groups,  the  article  says,  give  patients  more  of 
what  they  want — more  personalized  care  as  well  as 
less  pompous  airs  and  offensive  superior  attitudes. 
Our  health  delivery  methodology  on  a one-on-one 
basis  is  being  uniformly  less  well  received  by  this 
modern  and  changing  society. 

The  most  tangible  evidence  of  patient  dis- 
satisfaction, of  course,  is  the  continued  malpractice 
activity,  which  although  placed  somewhat  on  a back 
burner,  is  still  accelerating.  For  instance,  in  this  state 
currently,  astounding  as  it  may  seem,  there  are  ap- 
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proximately  625  cases  being  processed!  Much  of  the 
public  associate  our  superior  lifestyles  with  outland- 
ish and  outrageous  fees.  In  some  instances  there  is  no 
question  that  this  is  true.  An  ominous  referendum 
held  in  North  Dakota,  which  fortunately  was  de- 
feated, gives  every  evidence  of  this  discontent;  it 
would  have  enabled  state  agencies  to  control  doctor’s 
fees.  Even  in  our  own  state,  the  Bureau  of  Insurance 
has  proposed  the  same  sort  of  thing.  This  would  give 
that  agency  the  right  to  regulate  hospital  and  doctors 
fees  much  as  they  do  corporations,  such  as  Vepco. 
This  would  of  course  herald  the  end  of  private  medi- 
cal practice. 

All  of  the  above  should  concern  us.  Medical  World 
News  concludes  with  the  admonition  that  this  is  a 
“creeping  professional  pathology  and  only  physicians 
themselves  can  administer  an  effective  therapy”.  I 
feel  a little  uncomfortable  and  slightly  ill-at-ease 
when  I read  tributes  such  as  the  magnificent  one  by 
Robert  Louis  Stevenson,  that  nice,  chronically-ill 
man  who  is  quoted  at  the  beginning  of  this  article. 
Today,  he  could  still  write  it  about  thousands  of  good 
physicians,  but  he  would  certainly  have  to  be  more 
selective  and  search  longer  to  find  this  kind  of  doctor. 

That  old  phrase  . . . “My  son,  the  Doctor”  which  is 
as  American  as  apple  pie  and  baseball,  has  newer 
and  less  desirable  connotations  now.  This  formerly 
implied  the  dedicated,  warm,  human  qualities  of 
physicians  often  battling  the  elements  to  get  to  their 
patients  and  give  them  compassionate  help.  It  was  a 
great  honor  for  any  family  to  number  a physician 
among  its  members.  Now,  all  too  often,  the  designa- 
tion exemplifies  the  proud  mother  whose  son  has  a 
prodigious  income,  social  acclaim,  works  less,  and 
seems  unfortunately  to  have  often  lost  some  of  his 
compassion.  In  the  eyes  of  the  public,  affluence  has 
become  the  physician’s  trademark.  There  is  certainly 
nothing  wrong  with  affluence  and  striving  for  secu- 
rity. Indeed,  those  of  the  older  generation  were  im- 
bued with  this  thrust  at  an  early  age,  equating  it  with 
success  regardless  of  the  occupation  or  profession. 
However,  when  patients  cannot  get  appointments  for 
months,  wait  hours  in  doctor’s  offices  daily,  and  are 
often  handled  inconsiderately  by  gruff  secretaries, 
and  when  doctors  cannot  be  bothered  at  home  by 
anxious  patients  or  relatives  and  then  receive  an  as- 
tronomical, frequently  unitemized  bill,  the  doctor’s 


lifestyle  becomes  even  more  suspect.  A gorgeous 
home,  in  most  instances,  three  automobiles,  a 40-foot 
boat,  multiple  clubs,  private  schools  for  the  children, 
and  a winter-in-Florida-summer-in-Maine  philoso- 
phy doesn’t  help  much  either.  Many  of  us  expect  part 
or  all  of  the  above  to  be  our  just  reward  for  all  those 
“lean”  days.  Incidentally,  there  are  fewer  and  fewer 
lean  days  even  for  the  immediate  post-resident  since 
many  of  these  start  in  large  groups  and  become  in- 
stantly affluent. 

The  public  is  telling  us  in  myriads  of  ways  that  al- 
though they  fundamentally  like  us  personally,  they 
consider  us  grossly  overpaid,  sometimes  over-hon- 
ored, and  mortal  like  everyone  else.  Even  our  chil- 
dren are  reluctant  to  admit,  sometimes,  that  they  be- 
long in  a doctor’s  household.  This  was  poignantly 
brought  home  to  me  some  years  ago  when  a newspa- 
per-carrying son  of  mine,  whose  route  was  some  dis- 
tance from  where  we  lived,  declined  my  proffer  to 
help  him  deliver  his  papers  on  a dreary  morning  in 
the  midst  of  a violent  nor’easter.  I suggested  that  he 
allow  me  to  let  him  deliver  the  papers  from  my  auto- 
mobile. A look  of  almost  helpless  panic  immediately 
spread  across  his  face  as  he  vehemenently  declined 
my  offer.  I reminded  him  that  our  newsboy  fre- 
quently had  his  mother  helping  him  deliver  in  in- 
clement weather.  He  quickly  stated,  “Yes,  in  a 20- 
year-old,  leaking  station  wagon  without  a doctor’s 
emblem  on  the  back!” 

We  are,  possibly,  too  often  preoccupied  with  battl- 
ing those  forces  that  threaten  us  from  without.  It  is 
important  to  point  out  that  we  should  give  an  occa- 
sional glance  to  our  public  image  and  make  some  ob- 
jective professional  assessment.  This  might  be  worth- 
while and  extremely  rewarding. 

Three  shapes  a doctor  wears.  At  first  we  hail 
The  angel;  then  the  god,  if  he  prevail. 

Last,  when  the  cure  complete,  he  asks  his  fee, 

A hideous  demon  he  appears  to  be. — Anon' 

Charles  E.  Davis,  Jr.,  MD,  President, 
The  Medical  Society  of  Virginia 
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MEETINGS 

ABOUT 

MEDICINE 


June  24-29 

10th  Family  Medicine  Review,  Session  2 (University  of 
Kentucky  College  of  Medicine),  Hyatt  Regency  Hotel, 
Lexington,  Kentucky.  Dr.  Lemon,  (606)  233-5161. 

July  26-29 

Review  of  New  Developments  in  the  Neurosciences  (Medi- 
cal College  of  Virginia),  Sheraton  Beach  Inn,  Virginia 
Beach.  16'/2  AMA  and  MSV  Category  I credits.  Miss 
Glenda  Snow,  (804)  786-0494. 

June  28-30 

Pacemakers  in  1979  and  Beyond  (American  College  of 
Chest  Physicians),  Pocono  Hershey  Resort,  White  Haven, 
Pennsylvania.  1 1 AMA  and  MSV  Category  1 credits.  Dale 
E.  Braddy,  (312)  698-2200. 

June  29-30 

Medical  Horizons:  Hypertension  and  Cardiovascular  Dis- 
ease (Bowman  Gray  School  of  Medicine),  Myrtle  Beach, 
South  Carolina.  10  AMA  and  MSV  Category  1 credits. 
Fee,  $150.  Emery  C.  Miller,  MD,  (919)  727-4051. 

July  6-8 

Special  Audit  Clinic  for  Physicians  (Joint  Commission  on 
Accreditation  of  Hospitals),  Greenbrier  Hotel,  White  Sul- 
phur Springs,  West  Virginia.  12  credits  AMA  Category  I. 
Donna  L.  Johnson,  (304)  346-0481. 

July  9-13 

Duke  University  Medical  Center  Postgraduate  Course  for 
the  Clinician,  Atlantic  Beach,  North  Carolina.  30  AMA  and 
MSV  Category  1 credits.  M.  Henderson  Rourk,  MD,  (919) 
684-5068. 

July  22-26 

Annual  Meeting  of  the  American  Medical  Association. 
Marriott  Hotel,  Chicago. 

July  30-August  4 

Diagnostic  Radiology,  Including  Ultrasound,  CT  Scanning 
and  Nuclear  Medicine  (Duke  University  School  of  Medi- 
cine), Atlantic  Beach,  North  Carolina.  30  AMA  and  MSV 
Category  1 credits.  Fee,  $200.  Robert  McLelland,  MD, 
(919)  684-4397. 

August  8-9 

Audit  Clinic:  An  Advanced  Seminar  for  Health  Profession- 


als Experienced  in  Patient  Care  Evaluation  (Joint  Com- 
mission on  Accreditation  of  Hospitals),  Philadelphia.  12 
hours  AMA  Category  I.  Jo  Ann  Watkins,  (717)  763-7053. 

August  8-12 

Clinical  Decision-Making:  Annual  Pocono  Course  (Gei- 
singer  Medical  Center  Institute  for  Medical  Education  and 
Research),  Pocono  Hershey  Resort,  White  Haven,  Pennsyl- 
vania. AMA  accredited.  Dr.  Millie  Fleetwood,  (717)  275- 
6333. 

August  18-September  1 

Fundamental  and  Clinical  Aspects  of  Internal  Medicine: 
Annual  Review  Course  for  Certification  in  Internal  Medi- 
cine (Department  of  Medicine,  University  of  Miami 
School  of  Medicine),  Miami,  Florida.  Dr.  Jose  S.  Bodes, 
(305)  547-6063. 

August  22-25 

West  Virginia  State  Medical  Association  Annual  Meeting, 

Greenbrier  Hotel,  White  Sulphur  Springs,  West  Virginia. 
Charles  R.  Lewis,  (304)  346-0551 

September  4-9 

New  Orleans  Internal  Medicine  Board  Review  (Louisiana 
State  University  Medical  Center,  Ochsner  Medical  Foun- 
dation, Tulane  University  Medical  Center)  New  Orleans. 
(504)  568-6085. 

September  6-7 

Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology 

(Johns  Hopkins  Department  of  Radiology/Radiological 
Science),  Baltimore.  Category  I.  $200  fee  for  physicians. 
Dr.  Janet  B.  Hardy,  (301)  955-5880. 

September  6-8 

National  Conference  on  Breast  Cancer  1979  (American 
Cancer  Society),  Waldorf-Astoria  Hotel,  New  York  City. 
16  hours  AMA  Category  I.  Dr.  Sidney  L.  Arje,  (212)  37 1 - 
2900. 


These  meetings  are  recommended  by  the  Commis- 
sion on  Continuing  Medical  Education  of  The  Medi- 
cal Society  of  Virginia,  Kinloch  Nelson,  MD,  Coor- 
dinator. Address  correspondence  to  him  at  4205 
Dover  Road,  Richmond  VA  23221. 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


bearing  Aid  Specialist 

IN  VIRGINIA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Ed  Harlow 

Beltone  Hearing  Aid  Service 
10360  Warwick  Blvd. 

Newport  News,  Virginia  23601 
(804)  596-1689 

Arnim  & Adrian  Mayes 
Beltone  Hearing  Aid  Service 
114  North  Third  Street 
Richmond,  Virginia  23219 
(804)  643-7218 

Beltone  Hearing  Aid  Service 
9 Franklin  Street 
Petersburg,  Virginia  23860 
(804)  733-8360 

Carl  McCurdy 
Beltone  Hearing  Aid  Center 
Medical  Arts  Building 
26  Franklin  Road,  S.W. 
Roanoke,  Virginia  24011 
(703)  343-5567 

Beltone  Hearing  Aid  Center 
213  Eighth  Street 
Lynchburg,  Virginia  24504 
(804)  846-1385 


Roy  & Stephanie  Miller 
Beltone  Hearing  Aid  Service 
2438  Valley  Avenue 
Winchester,  Virginia  22601 
(703)  667-6222 

Beltone  Hearing  Aid  Service 
7820  Sudley  Road 
Suite  T-2 

Manassas,  Virginia  22110 
(703)  369-6977 

Sidney  Rabinowitz 
Beltone  Hearing  Aid  Center 
401  Granby  Street 
Norfolk,  Virginia  23510 
(804)  622-5403 

Beltone  Hearing  Aid  Center 
Suite  208  - Pembroke  One 
281  Independence  Blvd. 
Virginia  Beach,  Virginia  23462 
(804)  499-9844 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  - Chicago,  Illinois  60646 
An  American  Company 


NEW 

MEMBERS 

Albemarle  County  Medical  Society 

Wayne  William  Ferguson,  MD,  General  Surgery,  Box  181, 
University  of  Virginia  Medical  Center,  Charlottesville 
VA  22908 

Richard  Powell  Keeling,  MD,  Internal  Medicine,  Rte.  2, 
Box  191-C,  Charlottesville  VA  22901 

Arlington  County  Medical  Society 

Mukund  M.  Morjaria,  MD,  Internal  Medicine/Cardiol- 
ogy, 6507  Landover  Rd.,  Cheverely  MD  20785 

Hassan  Sibay,  MD,  Anesthesia,  5627  N.  9th  Rd.,  Arling- 
ton VA  22205 

Augusta  County  Medical  Society 

Richard  B.  Miller,  MD,  Family  Practice,  113  First  St., 
Stuarts  Draft  VA  24477 

Bedford  County  Medical  Society 

Wayne  Thomas  Hutchison,  MD,  Family  Practice,  1700 
Whitfield  Dr.,  Bedford  VA  24523 

Danville- Pittsylvania  Academy  of  Medicine 

Joel  Laurence  Cohen,  MD,  General  Surgery,  134  Watson 
St.,  Danville  VA  24541 

Fairfax  County  Medical  Society 

Barry  Robert  Berkey,  MD,  Psychiatry,  8301  Arlington 
Blvd.,  Fairfax  VA  22030 

Peter  Lawrence  Campbell,  MD,  Psychiatry,  6008  Queens- 
ton,  Springfield  VA  22152 

Corbin  George  Eissler,  MD,  Family  Practice,  6501  Lois- 
dale  Ct.,  Springfield  VA  22150 

Gary  J.  Soverow,  MD,  Psychiatry,  131 1-A  Dolley  Madison 
Bldg.,  McLean  VA  22101 

Hampton  Medical  Society 

William  Luther  Coker,  Jr.,  MD,  Dermatology,  2019  Cunn- 
ingham Dr.,  Hampton  VA  23666 

Newport  News  Medical  Society 

David  Christopher  Bosworth,  MD,  Internal  Medicine,  321 
Main  St.,  Newport  News  VA  23606 

Harry  Smith  McCarthy,  MD,  Orthopedics,  309  Main  St., 
Newport  News  VA  23601 

Norfolk  A cademy  of  Medicine 

Edwin  Beaumont  Hodge,  Jr.,  MD,  Internal  Medicine,  844 
Kempsville  Rd.,  Norfolk  VA  23507 

John  Richard  Langley,  MD,  Oncology,  600  Gresham  Dr., 
Norfolk  VA  23507 


David  Nesaraja  Ratnavale,  MD,  Psychiatry,  2356  N. 
Wolfsnare  Dr.,  Virginia  Beach  VA  23454 

Portsmouth  Academy  of  Medicine 

John  Douglas  Seibert,  MD,  General  Practice,  1920  Hidden 
Valley,  Virginia  Beach  VA  23462 

Prince  William  County  Medical  Society 
Bill  L.  Fineman,  DO,  Geriatrics,  PO  Box  510,  Manassas 
VA  22110 

Richmond  Academy  of  Medicine 

John  David  Andrako,  MD,  Pediatrics,  6823  Kensington 
Ave.,  Richmond  VA  23226 

James  E.  Sellman,  MD,  Child/ Adult  Psychiatry,  1500 
Westbrook  Ave.,  Richmond  VA  23227 
William  Bruce  Stewart,  MD,  Colon/Rectal  Surgery,  5 1 1 
Medical  Arts  Bldg.,  Richmond  VA  23219 
B.  Gerald  Yount,  Jr.,  MD,  Radiology,  3500  Kensington 
Ave.,  Richmond  VA  23221 

Roanoke  Academy  of  Medicine 

Michael  Joseph  Basile,  MD,  Internal  Medicine,  3727  Heri- 
tage Rd.  SW,  Roanoke  VA  24015 
M.  Marci  Cannon,  MD,  Internal  Medicine/Blood  Bank- 
ing, Rte.  3,  Box  408,  Salem  VA  24153 

Rockbridge  County  Medical  Society 
Arthur  Robert  Slaughter,  MD,  Family  Practice,  2252  Mag- 
nolia Ave.,  Buena  Vista  VA  24416 
William  E.  Weddle,  MD,  Family  Practice,  2252  Magnolia 
Ave.,  Buena  Vista  VA  24416 

Southside  Virginia  Medical  Society 

Albert  Lee  Daw,  MD,  General  Surgery,  PO  Box  98,  South 
Hill  VA  23970 

Joseph  A.  Ledogar,  MD,  Obstetrics/Gynecology,  PO  Box 
147,  Colonial  Heights  VA  23834 
June  Rebecca  Tunstall,  MD,  Family  Practice,  PO  Box  754, 
Surry  VA  23883 

James  D.  Wadsworth,  MD,  Radiology,  105  Lakeview 
Terr.,  Colonial  Heights  VA  23834 

Virginia  Beach  Medical  Society 

John  Michael  Burnley,  MD,  General  Practice,  314  Sunflo- 
wer Ct.,  Virginia  Beach  VA  23454 

Wise  County  Medical  Society 

Randolfo  De  Leon,  MD,  General  Surgery,  Spring  Street, 
Box  A,  Wise  VA  24293 

Jose  Eloy  Sanchez,  MD,  General  Surgery,  Box  A,  Wise 
VA  24293 

Arunachalam  Marimuthupillai  Vedhanayakam,  MD,  Pedi- 
atrics, Box  A,  Wise  VA  24293 
Isam  Tawfique  Zibdeh,  MD,  Obstetrics/Gynecology,  Box 
A,  Wise  VA  24293 
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The  ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap To  make  this  case , the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollar y is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy>,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


( 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


Powdered  Soyalac  mixed  with  water  (according  to 
directions  on  the  label)  is  an  inexpensive,  soy-based 
infant  formula  your  patients  can  buy. 

Up  to  50%  less  expensive  than  ready-to-serve 
formulas. 

Up  to  25%  less  expensive  than  liquid  concentrates. 
Including  our  own! 

Soyalac  is  the  only  leading  milk-free  infant  for- 
mula available  as  an  inexpensive  powder.  It  provides 
exactly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 


Loma  Linda  Foods  11503  Pierce  Street 
Riverside,  CA  92515  (714)  785-2475 
Loma  Linda  Foods  13246  Wooster  Road 
Mount  Vernon,  OH  43050  (614)  397-7077 
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The  Rewards  of 
Error  and  False  Assumption 

Elam  Toone,  MD,  Richmond  Virginia 


“Rewards  come  to  him  who,  while  continuously  being  with  the  work  of  re- 
search, does  not  close  his  attention  to  matters  outside  the  principal  aim  but 
keeps  it  alert  to  what  unexpected  observation  may  have  to  offer.” 
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AN  EDITORIAL  in  a recent  issue  of  the  Journal 
of  the  American  Medical  Association'  caught  my 
attention.  Its  title:  “Fruitful  Metabolism  of  Error,” 
and  it  began  with  the  following  quotation  from  Mur- 
der in  the  Cathedral  by  T.  S.  Eliot,  “The  last  tempta- 
tion is  the  greatest  treason:  to  do  the  right  deed  for 
the  wrong  reason.” 

Motivation  may  be  paramount  to  the  moral  philos- 
opher, but  to  the  scientist  the  important  thing  is  the 
result — the  deed  as  it  were — regardless  of  the  reason 
that  prompted  it. 

This  editorial  led  me  to  an  address  by  the  Rt.  Hon. 
Lord  Cohen2  before  the  Royal  Society  of  Medicine  in 
1966,  and  this,  in  turn,  to  other  sources  which  gave 
examples  in  many  fields  of  science  where  error  and 
false  assumption  furnished  fruitful  results  if  each 
were  pursued  properly. 

Probably  the  most  notable  example  of  this  phe- 
nomena was  perpetuated  by  Christopher  Columbus.3 
Columbus  had  long  discarded  the  idea  that  the  world 
was  flat  but  held  strongly  to  the  false  assumption  that 
India  and  Asia,  with  their  supply  of  spices,  silk  and 
other  non-European  commodities,  could  be  reached 
more  quickly  by  sailing  to  the  West  rather  than  to  the 
East.  After  some  20  trying  years  and  arduous  efforts, 
he  finally  obtained  the  support  of  Ferdinand  and  Isa- 
bella, King  and  Queen  of  Spain,  to  outfit  three  small 
vessels,  the  Nina,  Pinta  and  Santa  Maria.  On  August 
3,  1492,  he  set  sail  across  the  Atlantic  Ocean  for  the 
Orient.  As  proof  that  his  objective  was  India,  we 
have  copies  of  his  sailing  orders.3 

Moreover,  the  oriental  objective  is  proved  by  the 
documents  with  which  the  sovereigns  provided  Co- 
lumbus. One  was  a brief  Latin  passport: 

By  these  presents  we  dispatch  the  noble  man 
Christoforus  Colon  with  three  equipped  caravels 
over  the  Ocean  Seas  toward  the  regions  of  India 
(ad  partes  Indie)  for  certain  reasons  and  purposes. 

As  further  proof  of  his  false  assumption,  Colum- 
bus called  the  natives  of  San  Salvador,  his  first  land- 
fall on  October  12  in  the  Bahama  Island  group,  “In- 
dians.” 


Nationally  recognized  for  his  work  with  arthritis.  Dr. 
Toone  is  chief  of  the  Rheumatology  Section  at  McGuire 
Veterans  Administration  Hospital,  Richmond,  and  profes- 
sor of  medicine  at  the  Medical  College  of  Virginia/VCU. 
Address  correspondence  to  him  at  the  Medical  Service, 
1 1 1,  VA  Hospital,  Richmond,  VA  23249. 

This  article  was  adapted  from  a speech  presented  at  the 
Symposium  on  Clinical  Rheumatology  for  the  Practicing 
Physician  on  May  19,  1978,  in  Williamsburg. 
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Columbus  made  five  trips  in  all  to  this  region,  and 
we  all  know,  he  never  found  any  pepper  or  silk,  but 
he  did  find  a massive  land  mass  which  had  never 
been  suspected  to  exist  but  which  was  destined  to 
play  thereafter  a major  role  in  every  aspect  of  the 
world’s  future  development. 

But  enough  for  the  rewarding  fallacies  of  geogra- 
phy and  exploration.  The  field  of  medicine  affords  an 
abundance  of  examples  that  could  be  cited. 

Corticosteroids 

The  use  of  an  extract  of  the  adrenal  cortex  in  the 
treatment  and  study  of  rheumatoid  arthritis  and 
other  connective  tissue  diseases  in  1948,  only  30 
years  ago,  is  a classic  example  of  unexpected  rewards 
resulting  from  a false  assumption. 

In  1929,  Dr.  Edward  C.  Kendall  had  become  inter- 
ested in  developing  an  extract  of  the  adrenal  cortex. 
By  1935,  he  had  perfected  a preparation  which 
proved  to  be  physiologically  and  pharmacologically 
active  and  was  termed  corticosterone,  later  cortisone 
or  “comp  E”  since  it  was  the  fifth  preparation  to  be 
tested. 

In  1941,  this  substance  was  primarily  a laboratory 
tool.  Then,  after  the  United  States  had  entered 
World  War  II,  word  reached  the  federal  government 
that  the  Germans  had  a preparation  which,  when  in- 
jected into  LufTwaffe  pilots,  would  allow  them  to  fly 
at  40,000  feet  without  oxygen  and  that  German  sub- 
marines were  making  regular  trips  to  Argentina  to 
obtain  bovine  adrenal  glands  from  which  to  obtain 
this  extract.  The  National  Research  Council  selected 
comp  E for  study  and  in  conjunction  with  Merck  and 
Company  agreed  to  finance — at  considerable  cost — 
its  extraction  for  clinical  use.  By  the  end  of  the  war, 
the  government  lost  its  interest  in  the  drug  and  with- 
drew its  financial  support.  After  much  consideration 
and  soul-searching,  Merck  agreed  to  continue  its  par- 
ticipation, although  at  great  expense,  and  with  the 
anticipation  that  the  drug  would  be  of  value  only  in 
treating  cases  of  Addison’s  disease,  which  was  rela- 
tively rare  and  would  not  have  made  the  drug  fea- 
sible from  an  economic  standpoint.  By  1948,  a total 
of  9 grams  of  the  drug  had  been  produced,  and  this 
was  assigned  to  three  endocrinologists  for  the  study 
of  its  effect  on  Addison’s  disease  and  to  three  chem- 
ists for  further  analytical  study.  None  was  assigned  to 
rheumatologists. 

Dr.  Philip  Hench,  in  charge  of  rheumatology  unit 
at  the  Mayo  Clinic,  had  noted  that  pregnancy  often 
brought  a temporary  remission  in  rheumatoid  arthri- 
tis, but  treatment  with  all  known  hormones,  to  date, 
had  resulted  in  dismal  failures.  Being  a person  of  tre- 
mendous drive,  he  was  most  anxious  to  try  this  new 
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drug  on  patients  with  this  disease.  However,  the  2- 
gram  supply  of  the  drug  at  the  Mayo  Clinic  was  un- 
der the  control  of  Dr.  Randall  Sprague,  endocrinolo- 
gist, who  was  adamant  in  his  refusal  to  use  any  of  his 
limited  and  precious  supply  for  any  such  “damn 
foolhardy”  idea.  Finally,  with  the  help  of  Dr.  Kend- 
all, Dr.  Hench,  along  with  Drs.  Slocumb  and  Polley, 
were  able  to  obtain  the  drug  from  Merck  by  sub- 
mitting a case  report  of  a patient  with  severe  rheuma- 
toid arthritis,  emphasizing  such  clinical  features  as 
low  blood  pressure,  extreme  fatigue,  fever  and  a 
brownish  pigmentation,  all  of  which  suggested  Add- 
ison’s disease. 

The  rest  is  history.  This  patient,  along  with  others 
treated  later,  showed  a dramatic  initial  improvement 
but  relapsed  when  the  drug  was  discontinued  or  re- 
duced below  a given  dose  level.  Subsequently,  seri- 
ous side  effects  developed  which  greatly  com- 
promised the  use  of  cortisone,  prednisone,  and  other 
similar  preparations  in  the  long-term  treatment  of 
rheumatoid  arthritis.  But  all  was  not  lost,  and  despite 
the  fact  that  the  corticosteroid  drugs  fell  far  short  of 
the  expectation  that  they  would  prove  to  be  a satis- 
factory treatment  of  rheumatoid  arthritis,  there  were 
some  worthwhile  accomplishments:  1)  They  did 
prove  to  be  the  most  effective  treatment  of  Addison’s 
disease,  the  initial  objective.  2)  More  importantly, 
they  did  show  that  the  body  had  a vast  and  complex 
immune  system  which  could  be  manipulated,  and 
this  fact  attracted  many  bright  and  energetic  investi- 
gations into  a field  of  study  which  had  largely  been 
neglected  and  unexplored.4 

AUopurinol 

This  drug  furnishes  us  with  still  another  example 
of  the  unexpected  rewards  resulting  from  well- 
thought-out  experiments  which  had  other  objectives. 
Two  men  were  largely  responsible.  Dr.  Wayne  Run- 
dles,  a hematologist  at  Duke  University,  was  encour- 
aged by  the  results  of  the  treatment  of  leukemia  with 
a purine  derivative,  6-mercaptopurine,  but  was  find- 
ing it  difficult  to  maintain  satisfactory  blood  levels  of 
the  drug  without  using  excessive  doses  because  the 
drug  was  rapidly  metabolized  by  xanthine  oxidase. 
At  about  this  time,  Dr.  George  Hitchings,  with  the 
Burroughs  Wellcome  Company,  was  studying  a drug, 
allopurinol,  which  was  a strong  xanthine-oxidase  in- 
hibitor. As  a consequence,  a study  was  devised  to  uti- 
lize allopurinol  with  6-mercaptopurine  primarily  be- 
cause of  its  action  as  a powerful  inhibitor  of  this 
xanthine  oxidase.  Now  it  so  happens  that  both  juve- 
nile and  adult  patients  with  leukemia  often  have  an 
elevation  of  the  serum  uric  acid  and  at  times  are  sub- 
ject to  attacks  of  gout  or  uric  acid  kidney  stones.  Dr. 


Rundle  soon  recognized  that  his  patients  were  not 
only  showing  higher  levels  of  6-mercaptopurine  but 
much  lower  levels  of  serum  uric  acid,  this  being  sub- 
sequently explained  by  the  fact  that  the  inhibition  of 
the  xanthine  oxidase  not  only  is  prevented  from  in- 
activating the  6-mercaptopurine  but  also  blocks  the 
formation  of  uric  acid  by  its  action  on  hypoxanthine 
and  xanthine.  One  of  the  key  observations  made  in 
reaching  this  opinion  was  by  testing  the  urine  output 
of  uric  acid.  Previously,  the  lowering  of  the  serum 
uric  acid  was  accomplished  by  the  use  of  a lowered 
intake  of  food  with  a high  purine  content  or  by  using 
drugs  which  caused  an  increased  output  of  uric 
acid — a so-called  uricosuric  agent.  The  fact  that  allo- 
purinol caused  a decrease  in  both  the  serum  uric  acid 
and  the  urinary  output  indicated  that  it  was  actually 
blocking  its  formation.5 

Now,  allopurinol  (Zyloprim®)  is  used  in  a ratio  of 
100  : 1 in  the  treatment  of  gout  as  compared  to  the 
treatment  of  leukemia. 

Chemotherapy 

Domagh,  being  stimulated  by  Ehrlich’s  work  with 
dyes  and  chemicals,  demonstrated  that  a red  azo  dye 
Prontosil,  was  effective  against  streptococci.  It  was 
the  original  opinion  that  the  red  dye  was  the  active 
ingredient,  but  Treforsee  later  showed  that  it  was,  in 
truth,  the  colorless  sulphanilamide,  hence  the  large 
family  of  “sulfa  drugs.”2 

Antibiotics 

In  1928,  Dr.  Alexander  Fleming,  working  on  vari- 
ous strains  of  staphlococci  at  St.  Mary’s  Hospital  in 
London,  noted  a mold  which  at  times  grew  on  the 
culture  media  had  an  inhibitory  and  sometimes  bac- 
tericidal effect  on  these  organisms.  The  mold  was 
identified  as  Penicillium,  later  penicillin.  At  this  time 
he  attempted  to  treat  local  infections  with  a filtrate  of 
the  mold,  but  this  for  various  reasons  was  not  suc- 
cessful. Almost  a decade  passed  before  Dr.  H.  W. 
Florey  at  Oxford  was  able  to  prepare  an  extract  of 
penicillin  from  the  broth  and  to  learn  much  about 
the  chemical  structure  of  the  substance.  Although 
this  original  extract  contained  only  10%  penicillin 
and  100  liters  of  the  broth  was  necessary  to  treat  a 
single  patient  for  24  hours,  it  proved  to  be  highly  ef- 
fective and  its  further  use  strongly  advised.  But  then 
came  the  problem  of  production — places  to  grow  the 
mold.  Space  was  so  critical  that  even  bed  pans  were 
brought  into  use,  the  urine  of  treated  patients  recov- 
ered, and  the  precious  substance  extracted  from  this. 
One  of  the  early  patients  treated  was  given  penicillin 
extracted  from  the  urine  of  a member  of  the  Oxford 
police  force.  This  led  an  Oxford  professor  to  remark: 
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“A  remarkable  substance,  grown  in  a bedpan  and 
purified  by  passage  through  the  Oxford  police  force.” 

In  the  preparation  of  the  first  penicillin  solution, 
which  was  initially  thought  to  be  90%  active  drug 
and  10%  inert  broth,  rather  than  the  reverse,  two  very 
fortuitous  circumstances  developed.  First,  if  the  non- 
active broth  solution  had  been  toxic,  the  drug  could 
not  have  been  administered.  Second,  penicillin  is 
toxic  to  guinea  pigs,  but  fortunately,  mice  were  cho- 
sen as  the  experimental  animal.2 

Gram  and  Acid  Fast  Stains 

Lugol’s  solution  was  inadvertently  poured  on  a 
bacterial  slide  stained  with  gentian  violet.  Recogniz- 
ing his  deviation  from  the  usual  procedure,  Dr. 
Gram  attempted  to  wash  it  off  with  alcohol.  Instead 
of  throwing  it  away,  he  looked  at  the  slide  and  noted 
the  deep  purple  color  of  some  of  the  organisms.2 

Ehrlich  by  mistake  left  a slide  of  a suspected  tu- 
bercular patient  on  a warm  stove.  This  was  enough  to 
soften  the  waxy  coat  of  the  organism  and  allow  it  to 
hold  the  stain  and  resist  its  removal  by  acid.2 

Ringer’s  Solution 

Originally,  this  was  a solution  of  sodium  chloride 
and  distilled  water.  Then  one  day  Ringer  noted  that 
the  experimental  frog’s  heart  was  beating  more 
strongly  than  usual.  Inquiry  revealed  that  the  labora- 
tory assistant,  thinking  distilling  water  was  a useless 
bother,  had  used  tap  water  instead.  Subsequent  stud- 
ies showed  the  response  was  due  to  the  Ca++  in  the 
tap  water.  Later  small  amounts  of  potassium  were 
added.2 

Mercurial  Diuretics 

Working  at  the  Wenkebach  Clinic  in  Vienna  in 
1919,  Vogl  treated  a congenital  luetic  with  a mercu- 
rial anti-luetic  drug,  novasal.  The  nurses,  who  were 
most  proud  of  their  well-kept  charts,  noted  urinary 
output  in  blue  columns.  Among  other  observations, 
Dr.  Vogl  noted  the  unusual  height  of  these  columns 
on  the  days  the  drug  was  administered  and  attributed 
the  large  urinary  output  to  the  benefit  of  the  drug  on 
the  syphilic  kidney.  Subsequently,  a patient  with 
congestive  failure  due  to  a heart  disease  showed  a 
similar  large  urinary  output,  and  so  mercurial  the  di- 
uretics became  most  effective  to  measure  in  treating 
congestive  heart  failure  until  the  advent  of  the  thia- 
zides and  other  diuretics.2 


Summary 

Results  achieved  by  miscalculation  brings  us  nec- 
essarily into  a head-on  collision  with  the  term  “luck” 
or,  if  you  wish  “serendipity,”  this  latter  term  having 
been  introduced  to  our  vocabulary  in  1754  by  Ho- 
race Walpole  after  reading  of  “wondrous  and  unex- 
plained accomplishments”  in  a Persian  fairy  tale  en- 
titled, “The  Three  Princes  of  Serendip”,  later  Ceylon 
and  now  Sri-Laka. 

Whatever  the  term,  how  do  various  individuals  de- 
fine it? 

Louis  Pasteur’s  classic  comment  was:  “In  the  field 
of  observation,  chance  favours  only  the  prepared 
mind.”2 

Branch  Rickey,  often  described  as  the  best  brain 
produced  by  baseball  said:  “Luck  is  the  residue  of  ef- 
fort.” 

In  my  opinion,  luck  or  serendipity  as  applied  to 
scientific  endeavor  was  placed  in  its  true  perspective 
by  Dr.  Henry  Dale,  who  in  the  British  Journal  of 
Medicine  in  1948  had  this  to  say: 

Rewards  do  not  come  to  the  merely  fanciful  specu- 
lator who  waits  on  chance  to  provide  him  with  in- 
spiration. They  come  rather  to  him  who,  while 
continuously  being  with  the  work  of  research,  does 
not  close  his  attention  from  matters  outside  this 
principal  aim  but  keeps  it  alert  to  what  unexpected 
observation  may  have  to  offer. 

So  accomplishments  come  by: 

• The  use  of  sufficient  knowledge  to  form  a hy- 
pothesis. 

• Diligence  and  energy  to  plan  and  carry  out  the 
study. 

• Astuteness  to  evaluate  accurately  and  fairly. 

• Peripheral  vision  to  spot  a secondary  objective 
when  the  primary  goal  is  not  attained  or  is  less 
significant. 
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Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Few 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 


THINK  RMSF 


REMEMBER, 


the  first  symptoms  are: 


■V  % 


SEVERE  HEADACHE 

FEVER 

MYALGIA 

When  the  rash  appears,  it's  getting  late- 


-V  ;V  ,i.  ■ . 


This  message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  Virginia. 


Pediatrics 


Tide  Paralysis: 

Another  Lethal  Tick- Borne  Disease 


JOSEPH  R.  Zanga,  MD,  Charlottesville,  Virginia 


In  recent  years.  Rocky  Mountain  spotted  fever 
has  been  extensively  discussed  as  an  important  cause 
or  potential  cause  of  morbidity  and  mortality  among 
Virginians.  This  is  not  surprising  in  view  of  the  prev- 
alence of  the  disease  in  our  area:  during  calendar 
year  1978,  more  than  100  cases  of  tick-borne  typhus 
were  reported  in  Virginia.'  What  is  surprising  is  the 
paucity  of  reported  cases  of  an  entity  known  as  tick 
paralysis. 

This  disease  was  first  reported  by  Rose2  in  1954  as 
a problem  in  the  Pacific  Northwest  where,  histori- 
cally, it  is  associated  with  a 12%  mortality.  In  the 
East  it  is  rarely  reported,  with  only  seven  known  (re- 
ported) cases  prior  to  1968.  From  those  and  other 
scattered  reports,  we  know  that  the  disease  is  more 
common  among  children  and  that  the  highest  case 
fatality  rates  are  in  girls  under  5 years  of  age.  A hap- 
pier outcome  ensued  in  the  case  which  prompts  this 
report. 

Case  Report 

E.  B.,  an  18-month-old  white  female  from  Fauquier 
County,  Virginia,  was  referred  to  the  University  of  Vir- 
ginia Medical  Center  with  a flacid  paralysis  of  her  upper 
and  lower  extremities.  The  child  had  been  in  her  usual 
state  of  good  health  when  she  was  put  to  bed  the  evening 
prior  to  her  admission.  On  awakening  the  following  morn- 
ing, her  mother  found  E.  B.  unable  to  sit  or  stand.  She  was 

When  this  article  was  written,  the  author  was  with  the 
Department  of  Pediatrics,  University  of  Virginia  School  of 
Medicine.  He  is  now  with  the  Department  of  Pediatrics  at 
the  Medical  College  of  Virginia/VCU  and  may  be  ad- 
dressed there  at  Box  783,  MCV  Station,  Richmond  VA 
23298. 
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described  as  “floppy”  by  her  mother,  who  brought  her  to 
the  Community  Hospital.  The  history  was  non-contrib- 
utory. The  physical  exam  was  unremarkable  except  for  the 
flacidity  and  absent  deep  tendon  reflexes  in  all  extremities. 
She  was  alert  but  responded  poorly  to  propreoceptive  stim- 
uli. Laboratory  evaluation,  including  a lumbar  puncture, 
were  all  within  normal  limits.  She  was  observed  for  the  re- 
mainder of  the  day  and  when  she  failed  to  show  any  im- 
provement, transfer  was  requested. 

The  history  and  physical  exam  done  on  arrival  at  the 
University  of  Virginia  added  little  to  the  information  al- 
ready in  hand  with  two  exceptions:  First,  there  appeared  to 
be  increasing  respiratory  involvement  with  brief  periods  of 
very  shallow  breathing;  second,  on  careful  inspection  of 
the  child’s  head,  a markedly  engorged  tick  was  discovered 
attached  to  the  scalp  in  the  occipital  area.  The  tick  was  re- 
moved in  the  usual  fashion  and  the  child  placed  on  careful 
observation.  Within  two  hours  she  was  spontaneously 
moving  her  upper  extremities;  within  four  hours  the  lower 
extremities  were  moving  and  by  six  hours  after  admission, 
all  evidence  of  areflexia  and  flacid  paralysis  were  gone.  She 
was  discharged  the  following  day  after  a full  24  hours  of 
hospital  observation. 

Discussion 

Tick  paralysis  apparently  may  be  caused  by  any  of 
the  tick  species  implicated  in  spotted  fever,  but  this 
disease  is  an  intoxication,  not  an  infection.  Kaire3 
demonstrated  the  mechanism  for  this  in  his  work 
with  the  Australian  tick,  Ixodes  Holocyclus,  which 
produces  a more  severe  paralysis  but  in  an  identical 
manner.  His  research  showed  that  the  toxin  was  to  be 
found  in  fraction  two  of  a chromatogram  of  tick  ex- 
tract, representing  2-3%  of  the  extract.  It  was  found 
in  higher  concentrations  in  tick  salivary  gland  ho- 
mogenates and  a dose  of  this  extract  in  the  range  of 
30  mgm/kg  produced  death  in  dogs  from  respiratory 
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paralysis  in  48  hours.  The  actual  toxin  could  not  be 
identified  further  except  that  it  was  unaffected  by 
pepsin,  trypsin  or  papain. 

In  order  for  the  disease  to  occur,  the  tick  must  at- 
tach to  the  skin.  This  usually  occurs  within  several 
hours  of  alighting  on  a suitable  host.  The  tick  must 
then  remain  continuously  attacked  and  secreting 
toxin-laden  saliva  in  order  for  the  paralysis  to  occur 
and  be  maintained. 

Typically,  the  appearance  early  in  the  course  is 
very  non-specific,  with  a day  or  two  of  malaise,  fa- 
tigue and  irritability.  Soon  afterward,  the  child  may 
complain  of  weakness,  and  from  that  point  the  paral- 
ysis bears  a striking  resemblance  to  Guillian-Barre 
polyneuritis,  where,  over  a period  of  several  more 
days,  a symmetrical  flacidity  and  extinction  of  re- 
flexes extends  from  the  lower  extremities  upward 
with  variable  sensory  loss.  This  early  areflexia  has 
been  given  as  evidence  of  a toxic  effect  on  peripheral 
nerves,  and  nerve  conduction  tests  have  shown  a spe- 
cific slowing  of  motor  responses,  with  little  or  no  al- 
teration in  sensory  conduction.  As  the  paralysis  as- 
cends, there  is  gradual  involvement  of  abdominal 
musculature  and,  finally,  the  muscles  of  the  thorax, 
producing  death  from  respiratory  failure. 


With  our  patient,  these  events  were  compressed 
into  a much  shorter  period  of  time,  making  the  diag- 
nosis and  the  urgency  of  therapy  more  acute. 

Once  recognized,  however,  therapy  is  quite  simple 
since  removal  of  the  tick  is  curative. 

Summary 

Tick  paralysis  is  a potentially  fatal  disease  occur- 
ring most  often  in  young  female  children  with  an 
engorged  tick  found,  most  commonly  hidden  by 
scalp  hair.  It  has  made  its  appearance  in  Virginia  and 
proved  itself  difficult  to  diagnose.  With  the  increasing 
incidence  of  tick  fever  in  Virginia,  it  would  be  well 
for  us  to  carefully  examine  for  ticks  any  victim  of  as- 
cending paralysis  presenting  during  the  spring  and 
summer  months. 

References 

1.  Bureau  of  Epidemiology,  Virginia  State  Health  Depart- 
ment: Communicable  Disease  Weekly  Report,  78(52), 
1979 

2.  Rose  I:  A review  of  tick  paralysis.  JAMA  70:175-176, 
1954 

3.  Kaire  GH:  Isolation  of  tick  paralysis  toxin  from  Ixodus 
Holocychus.  Toxicon  4:91-97,  1966 


Saint  Albans  Psychiatric  Hospital 

An  accredited  private  nonprofit  psychiatric 
hospital  for  the  treatment  of  all  major 
psychiatric  illnesses,  including  alcoholism  and 
drug  abuse,  of  adults  and  adolescents. 


444 


VIRGINIA  MEDICAL/JUNE,  1979 


Radford,  Virginia  24141 
Telephone  703  639  2481 


VOLUME  106 


Laboratory 


“■Febrile  Agglutinations  Should  Be 
Discontinued  on  a Routine  Basis* 

Abraham  L.  Rosenzweig,  MS,  Richmond,  Virginia 


A COMMONLY  ordered  series  of  serologic  tests,  the 
febrile  agglutinations  for  salmonella  and  Proteus 
OX- 19,  OX-2  and  OX-K,  continue  to  be  requested 
and  performed,  despite  a voluminous  literature1  8 de- 
tailing the  unreliability  of  these  tests  for  the  diagnosis 
of  Salmonella  and  rickettsial  infections.  The  results 
are  often  negative  or  uninterpretable,  do  little  to 
guide  the  physician  in  his  diagnosis,  waste  consid- 
erable time,  increase  costs,  delay  treatment,  and  of- 
ten subject  the  patient  to  unnecessary  venipunctures. 

A review  of  our  serology  records  over  the  years 
shows  very  few  diagnostic  titers,  despite  numerous 
Salmonella  isolations  from  blood  and  feces.  More 
importantly,  this  review  also  reveals  that  in  most 
cases  only  a single  request  was  received  during  or  fol- 
lowing hospitalization,  regardless  of  the  state  of  the 
disease  process.  This  single  request  was  usually  re- 
ceived on  admission  when  the  patient  was  acutely  ill. 
Antibodies  may  appear  later  in  the  disease  process, 
and  a dictum  for  the  use  of  most  serologic  procedures 
is  the  ability  to  demonstrate  a four-fold  rise  in  titer 
on  specimens  collected  seven  to  ten  days  apart,  al- 
though in  some  diseases,  i.e.,  Legionnaires  disease, 
longer  periods  up  to  three  weeks  between  specimens 
are  required.  Single  determinations  generally  are 
uninterpretable  and  a negative  does  not  exclude  dis- 
ease. 

The  only  reliable  method  for  the  determination  of 
a Salmonella  infection  is  the  isolation  of  the  etiologic 
agent  by  culture,  from  blood,  feces  and/or  urine. 
There  has  been  a marked  improvement  in  culture 
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and  enrichment  techniques  for  Salmonella,  and  the 
isolation  of  the  causative  organism  should  pose  no 
problem  for  the  average  laboratory,  provided  appro- 
priately timed  and  properly  collected  specimens  are 
promptly  submitted  to  the  laboratory. 

Febrile  agglutination  kits  furnished  by  manufac- 
turers contain  Salmonella  paratyphi  A antigen,  yet 
Center  For  Disease  Control  summations8  show  less 
than  30  cases  reported  per  year  in  the  United  States, 
indicating  the  uncalled  for  use  of  this  test  on  a rou- 
tine basis.  The  same  might  apply  to  S typhi,  with  an 
average  of  570  isolates  per  year  for  years  1970-1976 
in  the  United  States.8 

The  Weil-Felix  determinations  with  Proteus  OX- 
19,  OX-2,  and  OX-K  are  nonspecific  procedures  sup- 
posedly for  the  diagnosis  of  rickettsial  disease.  Only 
4.2%  of  single  specimens  and  17.6%  of  51  pairs  of 
sera  reactive  in  Weil-Felix  agglutination  tests  for 
Rocky  Mountain  spotted  fever  were  confirmed  by  a 
specific  Rickettsia  rickettsii  microimmunofluores- 
cence test.9  Specific  complement  fixation  tests  on 
paired  serum  specimens  are  required  to  confirm  or 
diagnose  a rickettsial  infection.  Early  in  the  disease, 
results  are  nondiagnostic. 

A review  of  standard  medical  and  laboratory  text- 
books and  current  literature  reveal  such  statements 
as: 

A single  agglutination  test  is  of  little  value ...  A nor- 
mal titer  does  not  rule  out  an  infection,  as  there  may 
not  have  been  enough  time  for  the  titer  to  develop. ' 

There  are  no  new  developments  in  the  febrile  agglu- 
tination test.  The  Salmonella  O and  H agglutination 
tests  continue  to  be  condemned  for  nonspecificity  and 
lack  of  standardization  and  emphasis  is  still  placed 
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on  laboratory  diagnosis  by  isolation  and  identifica- 
tion of  the  causative  organism.3 

In  short,  serologic  diagnosis  of  rickettsial  infections 
in  clinical  laboratories  by  necessity  is  generally  re- 
stricted to  the  less  than  satisfactory  W-F  reaction, 
which  can  give  at  best  only  a presumptive  diagnosis. 
No  matter  what  the  outcome  of  the  W-F  reaction, 
the  sera  should  be  sent  to  the  state  public  health  lab- 
oratory for  confirmation  with  specific  rickettsial  anti- 
gens.2 

The  continuing  increase  in  the  number  of  reported 
cases  of  Rocky  Mountain  spotted  fever  (RMSF)  in 
the  United  States  during  the  past  decade  has  led  to  a 
growing  interest  in  the  clinical  mainfestations  of  the 
disease.  Despite  the  availability  of  effective  antibiotic 
therapy,  the  case-fatality  ratio  has  remained  un- 
changed for  20  years.  A common  factor  in  most 
deaths  is  the  failure  of  the  physician  to  make  the  cor- 
rect diagnosis  and  to  start  appropriate  therapy.  No 
serologic  tests  are  positive  early  in  the  illness  and 
only  confirm  the  diagnosis-retrospect.  Therefore, 
with  suspected  cases,  treatment  must  be  started  with- 
out serologic  confirmation.4 

One  of  the  most  difficult  to  understand  tests  as  well 
as  one  of  the  most  unfortunate  examples  of  a set  of 
laboratory  tests  that  are  misused  is  the  case  of  Fe- 
brile agglutinins.  It  is  the  feeling  of  most  specialists 
that  the  use  of  the  Febrile  agglutinins  as  a screening 
test  in  patients  with  fever  of  undetermined  origin  is 
not  appropriate.5 

Serologic  tests,  though  available  for  many  years,  are 
more  useful  as  epidimologic  than  as  diagnostic  tools. 
Agglutinins  develop  unpredictably  in  intestinal  Sal- 
monellosis and  can  develop  nonspecfically  from  ex- 
posure to  organisms  other  than  Salmonella.  Thus, 
the  Widal’s  test  is  of  little  use  as  a diagnostic  test  in 
the  individual  case  of  enterocolitis.6 


In  view  of  the  widespread  opinions  on  the  limita- 
tions of  Salmonella  febrile  agglutinations,  including 
the  Weil-Felix  reactions,  it  would  seem  appropriate 
to  drop  these  tests  from  the  laboratory  armamentar- 
ium and  rely  on  bacteriologic  culture  of  properly 
timed  specimens  for  Salmonella.  In  suspected  cases 
of  typhoid,  brucella,  tularemia,  and  rickettsial  infec- 
tions, paired  serum  samples  must  be  collected  on  ad- 
mission and  7-10  days  later,  and  must  demonstrate  at 
least  a fourfold  change  in  titer  in  order  to  be  signifi- 
cant. Serology  can  only  confirm  a diagnosis.  Treat- 
ment must  be  made  on  the  basis  of  clinical  judgment 
and  competent  bacteriology. 
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Viral  Hepatitis: 
Prevention  and  Prophylaxis 

Robert  L.  Carithers,  Jr.,  MD,  and  C.  Glen  Mayhall,  MD, 

Richmond,  Virginia 


Hepatitis  A is  spread  by  fecal-oral  transmission  and  accounts  for  25%  of  the 
cases  of  sporadic  hepatitis  in  this  country;  fatal  cases  have  been  documented 
but  are  unusual,  and  chronic  hepatitis  A has  not  been  documented.  Hepatitis  B 
is  spread  by  varied  routes  of  transmission,  fecal-oral  being  the  least  important, 
ana  accounts  for  half  the  cases  of  sporadic  hepatitis  in  this  country;  fatal  cases 
are  well  documented  and  chronic  hepatitis  B is  common.  The  only  documented 
route  of  transmission  of  non-A,  non-B  hepatitis  is  parenteral;  fatal  and  chronic 
cases  have  been  documented,  and  a quarter  of  the  cases  of  sporadic  hepatitis 
are  non-A,  non-B.  Diagnosis  of  the  etiology  of  viral  hepatitis  cannot  be  deter- 
mined on  clinical  grounds  but  must  be  made  through  serologic  tests. 
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PHYSICIANS  who  graduated  from  medical 
school  before  1970  were  taught  that  there  were 
two  hepatitis  viruses  which  could  be  differentiated  by 
clinical  parameters  (Table  1).  One,  infectious  hepa- 
titis, generally  affected  children  and  was  transmitted 
by  a fecal-oral  route,  either  through  a common  ve- 
hicle, such  as  contaminated  water,  shellfish,  etc.,  or 
by  direct  contact.  There  was  seasonal  variation  of 
this  virus;  the  secondary  attack  rate  within  families 
was  extremely  high  and  the  case  fatality  was  low.  Pa- 
tients who  recovered  from  the  infection  developed 
homologus  immunity,  and  early  studies  showed  that 
routine  gamma  globulin  was  effective  in  preventing 
transmission  of  the  disease.  The  other  type  of  hepa- 
titis, serum  hepatitis,  was  a contrast  in  that  it  affected 
primarily  older  adults,  the  mode  of  transmission  was 
thought  to  be  parenteral,  the  incubation  period  was 
longer,  and  the  secondary  attack  rate  was  low;  but 
the  case  fatality  rate  was  relatively  high,  generally  1% 
of  those  patients  with  icteric  serum  hepatitis.  Again, 
patients  developed  homologous  immunity  after  re- 
covery from  the  disease. 

The  discovery  by  Blumberg  of  the  Australian  anti- 
gen in  1965  and  the  subsequent  development  of  sero- 
logic tests  first  for  hepatitis  B and,  more  recently,  for 
hepatitis  A caused  an  enormous  explosion  of  infor- 
mation in  the  literature  and  changed  our  concepts 
about  viral  hepatitis  considerably.  Typical  viral 
hepatitis  is  now  thought  to  be  caused  by  three  vi- 
ruses: hepatitis  A,  hepatitis  B,  and  a third  virus  re- 
ferred to  as  non-A,  non-B  hepatitis. 

Hepatitis  A 

In  1973,  Feinstone  and  his  co-workers,  using  the 
technique  of  immune  electron  microscopy,  noted  27 
nanometer  particles  in  the  stools  of  patients  with  epi- 
demic infective  hepatitis1.  These  particles  are  now 
thought  to  represent  the  hepatitis  A virus,  and  al- 
though it  has  been  suggested  that  this  is  an  RNA 
virus,  this  has  not  been  confirmed.  Fecal  shedding  of 
viral  particles  both  in  humans  and  in  experimental 
animals  is  very  transient,  lasting  only  5-10  days,  be- 
ginning 5-6  days  before  the  first  elevation  of  trans- 
aminases and  usually  ending  before  the  peak  of  the 
transaminase  elevation.  The  antigenemia  likewise  is 
very  transient  with  hepatitis  A. 

A commercial  kit  is  now  available  from  Abbott 
laboratories  (HAVAB®)  for  the  detection  of  antibody 
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Table  1. 

Historical  View  of  Viral  Hepatitis. 

Infectious  Hepatitis 

Serum  Hepatitis 

Prevalence 

Childhood 

Older  Adult 

Source 

Common  Vehicle,  Contact 

Parenteral 

Incubation  Period 

20-45  days 

60-180  days 

Seasonal  Variation 

+ 

- 

Rural/Urban  Trend 

+ 

- 

Secondary  Attack 
Rate 

High 

Low 

Case  Fatality 

Low 

High 

Immunity 

Homologous 

Homologous 

ISG  Effective 

+ 

— 

Transmission 

Fecal-oral 

Parenteral 

to  the  hepatitis  A virus.  IgM  anti-HAV  is  present  in 
high  titer  during  the  clinical  illness,  while  IgG  anti- 
HAV  is  present  in  low  titer  during  the  acute  illness 
but  increases  in  titer  during  convalescence.  The  ra- 
dioimmunoassay kit  available  measures  both  IgM 
and  IgG  anti-HAV  antibodies,  but  by  using  blocking 
techniques,  IgM  anti-HAV  antibody  can  be  detected, 
so  that  a diagnosis  of  acute  hepatitis  A can  be  made 
on  a single  determination. 

It  is  clear  that  hepatitis  A is  transmitted  by  the 
fecal-oral  route,  either  by  personal  contact  or  by  con- 
taminated water,  shellfish,  or  prepared  food.  Epi- 
demics such  as  happened  in  the  1960’s  with  shellfish 
ingestion  are  now  rare  in  the  United  States,  but 
hepatitis  A continues  to  be  endemic  in  children.  In 
addition,  it  accounts  for  20-25%  of  the  cases  of  spo- 
radic hepatitis  seen  in  this  country.  An  additional 
45%  of  Americans  are  antibody  positive,  indicating 
prior  infection.  As  would  be  expected  by  the  tran- 
sient antigenemia  seen,  post-transfusion  hepatitis  due 
to  hepatitis  A is  extremely  rare,  and  carriers  or  pa- 
tients with  chronic  hepatitis  due  to  hepatitis  A have 
not  yet  been  documented.  There  have  been  case  re- 
ports of  fulminant  hepatitis  due  to  hepatitis  A,  but 
this  is  unusual  and  probably  accounts  for  no  more 
than  5-10%  of  the  cases  of  fulminant  hepatitis2. 

Hepatitis  B 

The  Dane  particle,  which  is  the  presumptive  virion 
of  the  hepatitis  B virus,  is  a 42  nanometer  particle 
with  a 28  nanometer  core  containing  both  double 
stranded  DNA  and  DNA  polymerase,  surrounded  by 
an  outer  coat  of  protein.  The  sera  of  patients  infected 
with  hepatitis  B virus  contains  three  different  pa- 
ticles:  Dane  particles  and  spheres  and  tubules,  22  na- 
nometers in  diameter  consisting  of  excess  coat  pro- 
tein. The  coat  of  the  Dane  particle  and  the  spheres 
and  tubules  contain  hepatitis  B surface  antigen. 
When  the  coat  of  the  Dane  particle  is  stripped  off,  a 
second  antigen  (hepatitis  B core  antigen)  is  uncov- 
ered. The  term  hepatitis  B virus  is  reserved  for  the 
hepatitis  B virus,  but  it  is  presumed  that  this  is  the 
Dane  particle.  Anti-HBS  is  antibody  to  the  hepatitis 
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surface  antigen.  This  antibody  is  the  antibody  re- 
sponsible for  homologous  immunity  after  infection. 
Anti-HBC  is  antibody  to  the  hepatitis  B core  antigen3. 

The  typical  serologic  response  in  a patient  with 
hepatitis  B is  shown  in  Figure  1.  Early  in  the  course, 
before  clinical  signs  and  symptoms  appear,  hepatitis 
B surface  antigen  is  detectable  in  the  serum.  By  the 
time  of  clinical  symptoms  as  many  as  20-30%  of  pa- 
tients will  have  lost  their  antigenemia  and  within  3 
months  of  onset  of  symptoms,  90%  of  patients  be- 
come antigen  negative.  Anti-HBC  and  DNA  polymer- 
ase, which  are  putative  markers  of  viral  replication, 
appear  early  in  the  prodrome  and  continue  to  be 
found  throughout  the  clinical  illness.  In  contrast, 
anti-HBs  does  not  appear  until  clinical  recovery  has 
occurred,  usually  after  hepatitis  B surface  antigen 
has  disappeared.  This  antibody  then  persists  indefi- 
nitely4. 

It  is  well  known  that  minute  quantities  of  hepatitis 
B virus-containing  sera  are  infective.  Parental  trans- 
mission of  hepatitis  B virus  has  been  well  docu- 
mented from  transfusions,  from  contamination  of 
medical  instruments  and,  even  more  importantly, 
from  the  illicit  self-injection  of  drugs,  which  ac- 
counted for  the  enormous  explosion  of  hepatitis  B 
virus  infection  in  this  country  in  the  1960s  and  early 
1970s.  When  hepatitis  B virus  testing  became  avail- 
able, however,  it  became  apparent  that  a number  of 
patients  had  no  history  of  parenteral  exposure.  In  ad- 
dition, in  the  early  1970’s  Krugman  demonstrated 
that  oral  ingestion  of  serum  could  lead  to  infection 
and  popularized  the  term  “non-parenteral”  transmis- 
sion of  hepatitis  B virus.  Many  body  fluids,  including 
saliva,  urine,  vaginal  secretions  and  semen,  are  hepa- 
titis B surface  antigen-positive.  It  should  be  stressed, 
however,  that  presence  of  hepatitis  B surface  antigen 
does  not  necessarily  imply  infectivity.  The  only  fluid 
thus  far  unequivocally  shown  to  be  infective  is 
serum.  Hepatitis  B surface  antigen-positive  material 
may  contain  a variable  amount  of  Dane  particles  and 
vary  in  infectivity.  However,  it  has  been  suggested 
that  inadvertent  innoculation  of  the  virus,  either 
through  oral  passage  through  mucus  membranes  or 
through  minor  cuts  in  the  skin,  accounts  for  a large 
amount  of  hepatitis  B virus  transmission.  It  has  also 
been  suggested  that  in  homes  for  the  mentally  re- 
tarded, children  become  infected  by  oral  contact  with 
contaminated  toys  or  candy.  In  addition,  it  has  been 
well  documented  by  Mosley  that  patients  with  hepa- 
titis B frequently  share  razors  and  toothbrushes  with 
spouses  or  other  family  members.  Other  instruments 
that  have  been  incriminated  in  hepatitis  B virus 
transmission  include  the  barber’s  razor,  the  manicur- 
ist’s file,  tattooing  and  ear  piercing  instruments5. 


Fig.  1.  Typical  serologic  response  to  hepatitis  B virus  infec- 
tion. From  Carithers  RL:  Chronic  active  hepatitis,  in  Prac- 
tice of  Medicine,  Vol.  7,  Chapt.  34.  Harper  & Row,  1978. 

In  many  countries  maternal-fetal  transmission  of 
the  virus  may  well  be  the  most  important  mode  of 
transmission.  In  Taiwan,  40%  of  antigen-positive 
mothers  transmit  the  virus  to  their  children.  The 
mother  most  at  risk  is  the  mother  who  is  antigen-pos- 
itive in  the  third  trimester  or  at  the  time  of  delivery. 
The  children  who  are  infected  generally  develop  a 
smouldering  chronic  hepatitis  and  become  chronic 
carriers  of  the  antigen.  The  exact  mode  of  transmis- 
sion from  mother  to  child  is  currently  unknown6. 

Sexual  transmission  of  the  hepatitis  B virus  has 
been  suggested  by  the  finding  that  in  highly  promis- 
cuous groups,  especially  homosexuals  who  partici- 
pate in  rectal  intercourse,  carriage  of  hepatitis  B sur- 
face antigen  and  antibody  is  much  higher  than  in  the 
general  population.  Also,  in  contrast  to  hepatitis  A, 
where  all  family  members  are  at  risk,  only  the 
spouses  or  sexual  partners  of  patients  with  hepatitis  B 
are  at  significant  risk  of  developing  either  overt  hepa- 
titis or  serologic  conversion  of  antibody5.  It  has  been 
speculated  that  sharing  of  saliva  due  to  kissing, 
shared  toilet  articles,  or  even  true  venereal  transmis- 
sion of  the  disease  may  be  present,  but  the  exact 
mode  of  transmission  again  is  not  known. 

Krugman  demonstrated  that  oral  ingestion  of 
serum  could  lead  to  hepatitis  B infection.  However, 
there  has  never  been  either  experimental  or  epi- 
demiologic data  to  support  fecal-oral  transmission  of 
the  hepatitis  B virus.  Hepatitis  B surface  antigen  is 
found  inconstantly  in  feces,  and  some  studies  show, 
in  fact,  that  when  antigen-positive  sera  is  incubated 
with  intestinal  contents  or  feces,  antigenicity  is  lost. 
The  gastrointestinal  inhibitory  substance  thought  to 
be  responsible  for  these  findings  has  been  localized  to 
the  duodenum  and  is  thought  to  be  pancreatic  in  ori- 
gin. Studies  at  the  Center  for  Disease  Control 
(CDC),  comparing  chimps  given  4ccs  of  infected  sera 
by  nasogastric  tube  versus  chimps  given  the  same 
substance  as  an  oral  spray  following  gentle  brushing 
of  the  gums,  implicate  transmission  of  the  disease 
through  the  oral  mucus  membranes  rather  than 
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through  intestinal  transmission  of  the  virus.  It  is 
probable  that  if  intestinal  transmission  of  this  disease 
does  occur  it  is  infrequent.  Other  modes  of  hepatitis 
B virus  transmission  which  have  been  suggested  but 
not  documented  are  by  droplet  spread  and  insect  vec- 
tors. 

Hepatitis  B surface  antigen  carriers  are  common  in 
the  United  States  (,l-.5%  of  the  population).  Chronic 
hepatitis  B has  been  well  documented,  accounting  for 
25-30%  of  the  cases  of  chronic  active  hepatitis  seen  in 
the  United  States.  Half  of  the  cases  of  sporadic  hepa- 
titis seen  in  this  country  are  due  to  hepatitis  B virus 
infection  and  15%  of  Americans  are  anti-HB,  posi- 
tive, indicating  prior  infection.  Fulminant  hepatitis  is 
not  unusual  with  hepatitis  B,  occurring  in  approxi- 
mately 1%  of  jaundiced  patients,  and  thus,  hepatitis 
B is  the  most  common  cause  of  fulminant  hepatitis  in 
the  United  States. 

Non-A,  Non-B  Hepatitis 

The  use  of  the  newer  serologic  techniques  has  un- 
covered a third  virus  now  referred  to  as  non-A,  non- 
B hepatitis.  Very  little  is  known  about  the  nature  of 
the  virus  or  its  epidemiology,  but  it  is  clear  that  at 
least  half,  if  not  90%,  of  cases  of  post-transfusion 
hepatitis  in  this  country  are  now  due  to  non-A,  non- 
B hepatitis.  Chronic  non-A,  non-B  hepatitis  has  been 
documented  and  the  presence  of  a carrier  state  sug- 
gested. Gamma  globulin  has  been  shown  to  be  effec- 
tive, both  in  preventing  post-transfusion  non-A,  non- 
B hepatitis,  and  in  preventing  the  development  of 
chronic  hepatitis7.  Twenty-five  percent  of  the  cases  of 
sporadic  hepatitis  in  the  United  States  are  sero- 
logically non-A,  non-B8.  Non-A,  non-B  fulminant 
hepatitis  has  been  documented  and  now  accounts  for 
approximately  40%  of  the  cases  of  fulminant  hepa- 
titis of  viral  origin  in  this  country. 

In  summary,  hepatitis  A is  spread  by  fecal-oral 
transmission  and  accounts  for  25%  of  the  cases  of 
sporadic  hepatitis  in  this  country;  fatal  cases  have 
been  documented  but  are  unusual;  chronic  hepatitis 
A has  not  been  documented.  Hepatitis  B is  spread  by 
varied  routes  of  transmission,  fecal-oral  being  the 
least  important,  and  accounts  for  half  of  the  cases  of 


Table  2.  Current  Status  of  Etiologic  Agents  in  Viral  Hepatitis. 


Hepatitis  A 

Hepatitis  B 

Non-A,  Non-, 

Virus 

RNA? 

DNA 

Unknown 

Transmission 

Fecal-oral 

Varied 

Parenteral 

Incubation  period 

Short 

Long 

Intermediate 

Sporadic  cases  (%) 

25% 

50% 

25% 

Fatal  cases 

Rare 

Yes 

Yes 

Chronic  hepatitis 

Unknown 

Yes 

Yes 

Prophylaxis 

1SG 

HB1G 

1SG 

Dose 

2 cc 

.06  ml/kg 

5 cc 

Recipient 

Family 

Spouse 

Contact 

sporadic  hepatitis  in  this  country;  fatal  cases  are  well 
documented  and  chronic  hepatitis  B is  common.  The 
only  documented  route  of  transmission  of  non-A, 
non-B  hepatitis  is  parenteral;  fatal  cases  and  chronic 
hepatitis  have  been  documented  and  a quarter  of  the 
cases  of  sporadic  hepatitis  are  non-A,  non-B,  as 
shown  in  Table  2. 

It  is  impossible  for  a physician  to  diagnose  the 
etiology  of  a case  of  viral  hepatitis  on  clinical 
grounds.  The  only  method  of  detecting  the  etiology 
in  any  particular  case  is  with  serologic  tests.  Unfortu- 
nately, the  hepatitis  A tests  are  not  available;  thus, 
the  best  that  we  can  do  is  to  separate  hepatitis  infec- 
tions into  those  which  are  hepatitis  B surface  anti- 
gen-positive and  hepatitis  B surface  antigen-negative. 
If  the  patient  is  hepatitis  B surface  antigen-positive, 
the  patient  has  a high  likelihood  of  having  hepatitis 
B,  although  there  is  a small  chance  that  he  or  she  is  a 
hepatitis  B carrier  with  another  form  of  hepatitis.  If 
the  patients  are  antigen-negative,  they  may  have 
hepatitis  A,  they  may  be  in  the  20-30%  of  patients 
with  hepatitis  B who  are  antigen-negative  by  the  time 
of  clinical  presentation,  or  they  may  have  non-A, 
non-B  hepatitis. 

Case  Presentation 

W.  B.,  a 28-year-old  nurse,  was  referred  to  the 
Medical  College  of  Virginia  on  April  25  for  treat- 
ment of  fulminant  hepatitis.  She  had  been  a licensed 
practical  nurse  in  an  hemodialysis  unit  for  5 years. 
Previously,  on  April  8,  on  a routine  monthly  check, 
she  was  found  to  be  hepatitis  B surface  antigen-posi- 
tive; a week  later  she  developed  symptoms  of  viral 
hepatitis  and  on  April  22  was  admitted  to  Riverside 
Hospital  with  a laboratory  picture  typical  for  acute 
hepatitis.  She  became  confused  with  a marked  pro- 
longation of  her  prothrombin  time  over  the  next  2-3 
days  and  was  referred  to  MCV.  She  had  no  history  of 
needle  sticks,  transfusions,  or  prior  hepatitis,  and 
there  was  no  hepatitis  in  the  family  or  in  sexual  part- 
ners. She  denied  alcohol  abuse  and  was  on  no  medi- 
cations. Her  past  history  was  significant  only  for  pan- 
creatitis in  1976  of  unknown  etiology;  she  was  known 
to  have  a normal  gallbladder  series  following  this. 

On  admission  she  was  a lethargic  woman  in  no 
acute  distress  with  a normal-sized  liver  and  right  up- 
per quadrant  tenderness.  She  was  icteric  but  had  no 
signs  of  chronic  liver  disease.  Importantly,  however, 
she  had  difficulty  doing  simple  math  and  had  a few 
beats  of  asterixis.  Her  initial  laboratory  values  in- 
cluded an  SGOT  of  3280,  a slightly  elevated  alkaline 
phosphatase,  bilirubin  of  9.7,  a markedly  prolonged 
prothrombin  time  of  25  seconds  (12  sec  control)  and 
an  albumin  of  3.4  on  protein  electrophoresis.  She  was 
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hepatitis  B surface  antigen-positive,  anti-HBs  nega- 
tive, and  hepatitis  e antigen  and  anti-HBe  negative. 
Her  clinical  course  was  characterized  by  rapid  im- 
provement of  her  mental  status  and  prothrombin 
time,  making  a liver  biopsy  feasible  on  day  5.  This 
biopsy  showed  marked  architectural  disruption  with 
areas  of  bridging  necrosis  linking  portal  tracts  and,  in 
other  areas,  areas  of  confluent  necrosis  where  entire 
lobules  had  collapsed.  She  was  randomized  to  corti- 
costeroids vs  placebo  on  our  acute  hepatitis  protocol 
on  May  1.  The  SGOT  returned  to  normal  on  May 
20,  approximately  5 weeks  after  onset  of  symptoms. 
The  hepatitis  B surface  antigen  was  found  to  be  neg- 
ative on  July  29,  approximately  3 months  after  onset 
of  symptoms.  She  was  readmitted  on  August  15  for  a 
repeat  biopsy.  This  biopsy  showed  stellate  fibrosis  ex- 
tending from  the  portal  tracts,  but  the  portal  tracts 
were  normal  in  size  without  inflammation  and  there 
was  minimal  parenchymal  inflammation  and  no  he- 
patocellular necrosis. 

This  patient  was  out  of  work  for  6 months  because 
of  an  occupationally  acquired  hepatitis.  Recently  we 
have  had  three  nurses  with  antigen-positive  hepatitis 
at  MCV. 

Prevention 

HB,Ag  may  be  detected  in  saliva,  urine,  semen  and 
vaginal  secretions,  feces,  bile,  menstrual  blood,  tears, 
nasopharyngeal  washings,  human  milk,  synovial 
fluid,  sweat  and  cerebrospinal  fluid.  The  Center  for 
Disease  Control  has  recently  suggested  that  there  are 
five  modes  of  transmission  of  hepatitis  B9.  The  first 
mode  is  direct  percutaneous  inoculation  of  infectious 
blood,  serum  or  plasma,  such  as  is  commonly  seen  in 
hospital  personnel  who  accidently  puncture  the  skin 
with  a sharp  instrument.  The  second  mode  is  per- 
cutaneous transfer  of  infective  serum  or  plasma  in 
the  absence  of  direct  inoculation  of  the  skin,  such  as 
contamination  of  small  scratches  or  abrasions  on  the 
hand.  The  third  mode  is  contamination  of  mucosal 
surfaces  by  infective  serum  or  plasma,  such  as  occur 
in  mouth  pipetting  or  accidental  splashes  into  the 
eye.  Although  hepatitis  B may  be  transmitted  by  con- 
tamination of  mucosal  surfaces,  it  apparently  is  not 
transmitted  by  the  gastrointestinal  tract.  Hepatitis  B 
acquired  orally  is  probably  contracted  through  small 
breaks  in  the  oral  mucosa  and  not  by  ingestion  and 
contact  with  the  mucosa  of  the  gastrointestinal  tract. 
There  are  two  principal  lines  of  evidence  indicating 
that  the  alimentary  tract  is  not  a portal  of  entry  for 
the  hepatitis  B virus.  One  line  of  evidence  is  that 
even  though  endoscopes  cannot  be  sterilized,  trans- 
mission of  hepatitis  B by  endoscopy  has  never  been 


documented.  The  Center  for  Disease  Control  did  a 
study  in  which  they  tested  about  200  patients  who 
were  endoscoped  and  found  three  that  were  antigen- 
positive9. They  then  followed  the  first  five  patients 
that  were  endoscoped  after  the  antigen-positive  pa- 
tients and  found  that  none  of  them  developed  sero- 
logic evidence  of  hepatitis  after  6 months.  Transmis- 
sion of  hepatitis  did  not  occur  in  these  patients  even 
though  the  endoscopes  were  only  cleaned  and  dis- 
infected with  an  iodophor  after  each  procedure.  The 
second  line  of  evidence  is  from  the  study  referred  to 
above,  wherein  serum  was  administered  to  chim- 
panzees by  gastric  tube.  None  of  the  animals  devel- 
oped serologic  evidence  of  hepatitis  B infection. 
However,  when  the  same  volume  of  HGsAg  positive 
serum  was  sprayed  into  the  oral  cavity  after  gentle 
brushing  of  the  gingivae,  the  chimpanzees  developed 
hepatitis  within  4 months. 

The  fourth  mode  of  transmission  is  contamination 
of  mucosal  surfaces  by  infective  secretions  other  than 
serum  or  plasma,  such  as  during  sexual  activity  or 
other  forms  of  physical  contact  involving  transmis- 
sion of  secretions.  There  is  no  conclusive  evidence 
that  any  of  the  secretions  in  which  antigen  has  been 
detected  can,  in  fact,  transmit  infection.  However, 
evidence  is  beginning  to  appear  that  indicates  that 
saliva  is  capable  of  transmitting  hepatitis  B.  First  of 
all,  a policeman  in  Canada  was  bitten  by  a prisoner 
who  was  incubating  hepatitis  B,  and  16  weeks  later 
he  came  down  with  hepatitis  B10;  an  epidemiologic 
study  identified  no  other  source  of  hepatitis.  In  an- 
other report  a teacher  at  an  institution  for  mentally 
retarded  children  was  bitten  by  a child  having  a seiz- 
ure while  the  teacher  was  trying  to  clear  the  oropha- 
rynx"; the  child  was  a known  carrier  of  HBsAg,  and 
5 months  later  the  teacher  came  down  with  hepatitis 
B with  a subtype  identical  to  that  of  the  child.  The 
latter  study  is  not  entirely  convincing  because  no  in- 
formation was  given  about  what  other  exposure,  if 
any,  the  teacher  might  have  had  to  the  child  during 
the  incubation  period.  The  best  evidence  that  HB,Ag 
positive  saliva  may  transmit  hepatitis  is  a study  con- 
ducted by  the  US  Army  in  Thailand  in  which  saliva 
was  taken  from  hepatitis  antigen-positive  patients, 
checked  for  HB,Ag  positivity  and  injected  into  two 
gibbons12.  The  two  animals  developed  serological 
evidence  of  hepatitis  B infection  at  12  and  22  weeks. 

Two  studies  provide  evidence  that  hepatitis  B may 
be  sexually  transmitted.  One  was  a prospective  study 
in  which  family  members  of  cases  of  acute  hepatitis 
B were  monitored  prospectively,  and  it  was  found 
that  only  sexual  partners  of  acute  cases  developed 
hepatitis  B13.  In  a second  study,  hepatitis  B immune 
globulin  was  given  to  sexual  contacts  of  acute  cases'4. 
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It  was  found  that  there  was  significant  protection, 
with  a lower  case  rate,  in  sexual  contacts  who  re- 
ceived hepatitis  B immune  globulin  than  in  those 
who  were  given  globulin  with  no  titer  of  anti-HBs. 

The  fifth  type  of  transmission  is  by  vectors  or  in- 
animate environmental  surfaces.  The  possibility  that 
blood-sucking  insects  might  transmit  hepatitis  B has 
also  been  considered.  At  the  Phoenix  laboratories  of 
the  Center  for  Disease  Control  the  possibility  that 
mosquitoes  may  transmit  hepatitis  B was  studied15. 
Mosquitoes  fed  on  HBsAg  positive  chimpanzees  were 
macerated  and  the  tissue  extracts  tested  for  HB„Ag. 
Antigen  could  be  detected  immediately  after  feeding 
and  these  extracts  were  injected  into  chimpanzees. 
Mosquitoes  were  also  fed  on  HBsAg  positive  mon- 
keys and  transferred  to  HB„Ag  negative  animals. 
None  of  the  chimpanzees  in  these  experiments  devel- 
oped evidence  of  hepatitis  B infection.  Thus,  there 
was  no  evidence  that  mosquitoes  could  transmit 
hepatitis  B infection  under  these  conditions.  In  an- 
other study  bedbugs  from  Senegal  in  West  Africa, 
where  hepatitis  B has  a very  high  endemicity,  were 
tested  for  HBsAg16.  Some  of  the  bedbugs  were  recov- 
ered from  beds  of  individuals  who  were  antigen-posi- 
tive. Between  10-71%  of  the  bugs  were  HBsAg  posi- 
tive. However,  no  attempt  was  made  to  demonstrate 
transmission  of  hepatitis  B from  bedbugs  to  animals. 
Thus,  although  insects  may  transmit  hepatitis  B 
virus,  this  mode  of  transmission  has  not  been  docu- 
mented. Indirect  transfer  to  skin  or  mucous  mem- 
branes by  inanimate  objects  is  also  another  route 
which  will  be  discussed  below. 

All  of  the  above  modes  of  transmission  have  been 
either  apparent  or  inapparent  parenteral  modes  of 
transmission.  Although  the  hepatitis  B virus  may  be 
found  in  stool,  the  fecal-oral  route  of  transmission 
have  never  been  documented.  This  is  consistent  with 
the  above  data  indicating  that  hepatitis  B is  not  ac- 
quired by  the  gastrointestinal  route.  The  inanimate 
environment  may  be  a source  of  inapparent  parent- 
eral transmission,  and  this  has  been  shown  by  recov- 
ery of  HBsAg  from  surfaces  in  hemodialysis  units 
and  by  a study  in  an  Alaskan  village  where  there  is  a 
very  high  endemic  rate  of  hepatitis  B.  In  the  latter 
study17  it  was  found  that  villagers  lived  in  very 
crowded  homes  and  that  55%  of  individuals  tested 
were  positive  for  HBsAg  or  anti-HBs.  Hepatitis  B an- 
tigen was  recovered  from  gingival  swabs,  saliva,  and 
exudate  from  impetiginous  lesions  of  children.  In  the 
environment  HBsAg  was  recovered  from  household 
surfaces  frequently  touched  and  placed  in  the  mouth. 
These  same  surfaces  were  all  negative  for  occult 
blood,  and  there  is  no  opportunity  for  transmission 
by  way  of  blood  or  blood  products  in  this  commu- 


nity. The  mode  of  transmission  in  this  setting  would 
appear  to  be  by  way  of  inanimate  objects  contami- 
nated by  serum  from  exudative  lesions  or  saliva  with 
inapparent  inoculation  of  mucous  membranes  or 
skin.  Hepatitis  B antigen  has  never  been  recovered 
from  the  air,  and  there  is  no  evidence  that  air  trans- 
mission plays  a role  in  the  epidemiology  of  hepatitis 
B.  The  Center  for  Disease  Control  has  used  a sophis- 
ticated air  sampling  device  in  two  hemodialysis 
units'8  that  had  very  high  endemic  rates  of  antigen- 
positive patients.  They  also  chose  units  where  opera- 
tional procedures  would  be  likely  to  cause  aero- 
solization  of  blood,  plasma  and  secretions.  They  were 
never  able  to  recover  antigen  from  the  air. 

It  is  important  to  consider  the  areas  at  high  risk  for 
hepatitis  in  the  hospital.  The  first  category  includes 
the  hemodialysis  unit,  the  hematology-oncology  serv- 
ice and  the  kidney  transplant  unit;  both  patients  and 
personnel  are  at  high  risk  of  acquiring  hepatitis  in 
these  units.  This  is  due  to  the  high  prevalence  of 
hepatitis  B in  patients  in  these  units  in  a setting  with 
frequent  opportunities  for  parenteral  exposure.  In- 
fections in  the  patients  are  usually  clinically  mild, 
and  there  is  a very  high  rate  of  development  of  the 
chronic  carrier  state.  On  the  other  hand,  infections  in 
personnel  are  usually  more  severe,  but  with  a lower 
chronic  carrier  rate  after  acute  infection.  The  second 
category  of  high  risk  areas  includes  clinical  laborato- 
ries, surgical  pathology,  autopsy  and  operating 
rooms.  Personnel  in  these  areas  are  at  high  risk  of  de- 
veloping hepatitis  due  to  exposure  to  a large  volume 
of  blood  and  tissues  from  patients  with  a low  in- 
cidence of  HBsAg  positivity.  Again,  in  a setting  with 
frequent  opportunity  for  exposure,  either  apparent  or 
inapparent  parenteral  exposure  may  occur.  In  many 
cases  personnel  who  develop  hepatitis  have  no  idea 
when  exposure  took  place.  Recently,  in  a study  car- 
ried out  by  the  Center  for  Disease  Control  and  the 
Minnesota  Department  of  Health,  it  was  found  that 
laboratory  workers  at  highest  risk  for  acquiring  hepa- 
titis B were  those  who  did  blood  gas  determinations 
and  who  operated  the  6-  and  12-channel  autoanaly- 
zers'9. There  was  a positive  correlation  between  the 
number  of  times  an  individual  contaminated  his  or 
her  clothes  or  skin  with  blood  and  the  chance  that  he 
or  she  would  develop  hepatitis.  Those  who  developed 
hepatitis  or  had  serologic  evidence  of  hepatitis  spilled 
blood  on  their  clothes  or  skin  between  two  and  ten 
times  a day  and  were  involved  in  pouring  blood  be- 
tween 15  and  75  times  a day.  There  is  a high  correla- 
tion between  blood  contact  and  hepatitis  B in  these 
settings.  Surgeons  and  operating  room  personnel  are 
also  at  high  risk,  even  though  they  are  gloved  during 
exposure.  This  is  probably  due  to  breaks  in  the 
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gloves  that  are  not  recognized  and  the  fact  that  they 
are  continuously  exposed  to  the  blood  of  a large 
number  of  patients. 

One  of  the  important  aspects  of  prevention  of 
hepatitis  is  isolation  technique  in  the  hospital.  All 
isolation  techniques  are  designed  to  protect  patients, 
hospital  personnel,  and  visitors  from  communicable 
diseases  in  the  hospital  setting.  Currently,  the  isola- 
tion technique  for  patients  with  hepatitis  A and 
hepatitis  B admitted  to  the  Medical  College  of  Vir- 
ginia Hospitals  is  enteric  isolation.  Single  room  isola- 
tion is  carried  out,  if  possible,  and  personnel  and  vis- 
itors wear  gloves  and  gowns.  The  technique  is 
designed  to  protect  against  transmission  of  disease  by 
stool,  urine,  blood  and  secretions.  It  appears  that,  in 
the  near  future,  there  will  be  some  changes  in  isola- 
tion technique,  based  on  new  information.  For  in- 
stance, it  has  been  found  that,  in  patients  with  hepa- 
titis A,  after  the  peak  SGOT  levels  have  been 
attained,  it  is  usually  not  possible  to  detect  virus  in 
stool20.  Therefore,  it  may  be  possible  either  to  do 
away  with  isolation  for  patients  with  hepatitis  A ad- 
mitted to  the  hospital  or  perhaps  modify  it  in  such  a 
way  that  isolation  would  be  discontinued  after  the 
SGOT  level  had  peaked.  Since  hepatitis  B does  not 
appear  to  be  spread  by  the  fecal-oral  route,  even 
when  stool  from  infected  patients  is  ingested  by  vol- 
unteers2122, hepatitis  B isolation  may  be  changed  in 
the  near  future  to  blood  and  secretion  precautions 
only. 

Another  important  source  of  hepatitis  for  patients 
in  the  hospital  is  transfused  blood  and  blood  prod- 
ucts. Post-transfusion  hepatitis  due  to  the  hepatitis  B 
virus  has  almost  been  eliminated  due  to  the  very  sen- 
sitive techniques  used  for  screening  donated  blood. 
Currently,  most  cases  of  post-transfusion  hepatitis 
are  non-A,  non-B  hepatitis,  and  post-transfusion 
hepatitis  of  any  sort  can  be  decreased  by  using  blood 
only  from  volunteer  donors23.  The  best  preventive 
practice,  of  course,  is  to  give  blood  transfusions  only 
when  they  are  absolutely  necessary. 

Another  problem  that  must  be  dealt  with  in  the 
hospital  epidemiology  unit  and  the  infection  control 
program  is  the  chronic  carrier  state  in  hospital  em- 
ployees. What  do  you  do  about  individuals  who  care 
for  patients  and  who  have  the  chronic  carrier  state? 
Reports  that  document  transmission  of  hepatitis  B 
virus  from  a health  care  worker  who  is  a chronic  car- 
rier to  a patient  are  rare2425.  The  literature  indicates 
that  chronic  carriers  among  hospital  personnel  pose 
little,  if  any,  risk  to  patients  for  whom  they  care.  Be- 
cause of  the  potential  risk,  however,  they  should  be 
meticulous  about  their  personal  hygiene  and  aseptic 
technique  when  working  with  patients.  Whereas  per- 


sonnel with  acute  hepatitis  are  not  permitted  to  work 
until  they  recover  from  the  acute  illness,  no  restric- 
tions are  placed  on  chronic  carriers25.  Only  if  a 
chronic  carrier  has  been  proven  to  have  transmitted 
the  infection  to  a patient  will  he  or  she  be  removed 
from  patient  care  activities.  The  program  for  chronic 
carriers  among  the  staff  at  MCV  is  as  follows:  When 
an  individual  has  been  discovered  to  be  HSsAg  posi- 
tive, he  or  she  is  entered  into  the  chronic  carrier 
monitoring  program.  The  carrier  is  interviewed  by 
the  hospital  epidemiologist  or  the  assistant  hospital 
epidemiologist,  and  the  potential  risk  to  patients  is 
explained.  The  need  for  meticulous  personal  hygiene 
is  stressed,  and  the  person  is  advised  to  wear  gloves 
when  giving  inoculations,  starting  IV’s,  changing 
dressings,  etc.  The  person  is  given  a pamphlet  which 
lists  and  explains  the  dangers  and  precautions  that 
need  to  be  taken  and  is  invited  to  ask  questions.  The 
carrier  is  retested  for  HBsAg  every  4 months,  and 
liver  function  tests  are  done  at  the  same  time.  If  the 
antigen  clears,  the  individual  is  removed  from  the 
monitoring  program.  On  the  other  hand,  if  liver  en- 
zymes rise,  the  health  care  worker  is  referred  to  a 
staff  hepatologist  for  evaluation.  Thus,  not  only  the 
patients  but  the  personnel  who  are  chronic  carriers 
are  protected. 

Yet  another  important  aspect  of  preventing  hepa- 
titis is  good  aseptic  technique  and  environmental 
control.  Two  high  risk  areas  in  the  hospital  may  be 
cited  as  models;  these  areas  are  the  hemodialysis  unit 
and  the  clinical  laboratory.  First,  all  personnel  who 
handle  blood  have  to  assume  that  all  blood  they 
handle  is  infective.  In  the  hemodialysis  unit  patients 
should  be  segregated  into  antigen-positive  and  anti- 
gen-negative  groups,  with  physical  separation  of  the 
groups  and  with  personnel  and  equipment  specifi- 
cally assigned  to  each  group26.  There  should  be  no 
crossover  between  these  groups  by  personnel,  pa- 
tients, dialysis  machines,  or  other  equipment.  Person- 
nel who  are  antigen-  or  antibody-positive  should  be 
assigned  to  those  patients  who  are  antigen-positive. 
Gloves  should  be  worn  at  all  times  when  working 
with  patients,  and  they  must  be  changed  between  pa- 
tients. Areas  that  will  later  be  touched  with  ungloved 
hands  should  not  be  touched  when  the  hands  are 
gloved.  Obvious  soilage  with  blood  or  spills  of  blood 
must  be  cleaned  up  immediately,  using  gloves  and  an 
effective  disinfectant,  such  as  activated  glutaralde- 
hyde  or  sodium  hypochlorite.  When  personnel  leave 
the  dialysis  unit  to  go  to  other  areas  of  the  hospital, 
the  clothes  worn  in  the  unit  must  be  covered  with  a 
lab  coat,  which  is  not  worn  while  working  in  the  unit. 
This  is  to  provide  protection  to  other  areas  of  the 
hospital  when  the  individual  is  outside  of  the  unit. 
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Smoking  and  eating  should  be  forbidden  in  the  he- 
modialysis unit.  Patients  should  not  be  allowed  to 
share  food,  razors,  finger  nail  files,  or  other  utensils. 
Separate  toilet  facilities  should  be  provided  for  per- 
sonnel and  patients,  and  there  should  be  an  ongoing 
educational  program  for  personnel  working  in  hemo- 
dialysis units.  There  should  be  a safety  officer,  aside 
from  the  hospital  epidemiology  group,  to  enforce  the 
rules  of  good  aseptic  technique. 

In  the  clinical  laboratories,  eating,  smoking  and 
mouth  pipetting  should  be  forbidden.  Whenever 
blood  may  be  spilled  or  splashed,  gloves  should  be 
worn  and  the  face  and  eyes  covered.  Abrasions  and 
lacerations  on  the  hands  should  be  covered  by  an  oc- 
clusive waterproof  dressing  that  will  not  soak 
through  when  it  gets  wet.  Work  surfaces  in  all  high 
risk  areas  should  be  frequently  and  thoroughly 
cleaned  with  an  effective  disinfectant,  such  as  acti- 
vated glutaraldehyde  or  sodium  hypochlorite. 

What  should  physicians  do  to  prevent  hepatitis 
while  working  on  the  wards  with  patients?  First, 
avoid  blood.  Many  physicians  seem  to  be  very  cav- 
alier about  handling  blood,  a dangerous  attitude.  As- 
sume that  all  blood  is  infective.  Wear  gloves  when 
contact  with  blood  is  anticipated.  Wash  hands  imme- 
diately after  contact  with  blood  or  secretions.  If 
blood  or  secretions  may  splash  in  the  face,  wear 
glasses  or  goggles,  and  wear  a mask.  Be  careful  with 
needles  and  sharp  instruments.  It  is  possible  to  pre- 
vent transmission  of  hepatitis  simply  by  being  careful 
with  these  things  that  may  inoculate  infectious  serum 
or  blood.  If  you  have  an  open  wound,  cover  it  with 
an  occulsive,  waterproof  dressing.  Do  not  eat  or 
drink  in  patient  care  areas.  If  you  think  you  have 
been  exposed  to  hepatitis,  notify  the  hospital  epide- 
miology unit,  which  will  evaluate  the  risk  of  infection 
and  determine  if  prophylaxis  is  necessary. 

Prophylaxis 

Effective  protection  may  be  provided  after  ex- 
posure by  passive  immunization. 

Contamination  of  intact  skin  and  clothes  by  blood 
from  a patient  who  is  positive  for  HBsAg  is  consid- 
ered to  be  a low  risk  exposure.  Since  this  is  not  an  in- 
dication for  hepatitis  B immune  globulin,  patients 
with  this  type  exposure  are  given  5 ml  of  standard 
immune  serum  globulin  from  a lot  manufactured  af- 
ter 1972.  The  Center  for  Disease  Control  suggests27 
that  this  type  of  prophylaxis  may  provide  some  pro- 
tection, and  there  are  other  studies28-29  that  support 
this  approach.  Lots  of  standard  immune  serum 
globulin  manufactured  after  1972  have  relatively 
high  titers  of  B antibody.  Grady  et  al30  suggested  that 


titers  of  anti-HBs  in  immune  serum  globulin  have 
risen  since  1971,  because  mandatory  screening  of 
blood  donors  for  HBsAg  resulted  in  deletion  of 
HBsAg  positive  units  from  the  plasma  pools.  Thus, 
anti-HBs  in  the  pools  is  no  longer  bound  by  HBsAg, 
and  titers  of  antibody  in  immune  serum  globulin 
have  risen. 

Hepatitis  B immune  globulin  (a  preparation  with 
very  high  levels  of  anti-HBs)  provides  protection  af- 
ter high  level  exposures,  such  as  inoculation  of  blood 
with  a sharp  instrument  or  contamination  of  mucous 
membranes  as  might  occur  with  mouth  pipetting. 
Hepatitis  B immune  globulin  has  been  released  re- 
cently by  the  Food  and  Drug  Administration,  and  it 
is  being  used  for  prophylaxis  at  MCV  Hospitals. 

In  order  to  make  more  effective  use  of  prophylaxis, 
we  have  set  up  a hepatitis  prophylaxis  protocol. 
When  we  are  notified  of  an  exposure  incident  (and 
this  may  involve  many  people  or  just  one  person),  we 
investigate  the  incident.  The  first  thing  we  do  is  to 
document  that  the  blood  to  which  the  individual(s) 
was  exposed  is  HBsAg  positive.  Then,  all  individuals 
exposed  are  identified,  and  a contact  list  is  estab- 
lished. All  persons  who  have  been  exposed  are  inter- 
viewed face  to  face,  because  we  prefer  to  get  first- 
hand information  about  the  exact  type  of  exposure. 
All  persons  who  may  need  prophylaxis  have  blood 
drawn  to  determine  whether  or  not  their  serum  is 
positive  for  antigen  or  antibody.  Persons  who  have 
serum  positive  for  antigen  or  antibody  do  not  need 
prophylaxis.  Individuals  with  high  level  exposure 
such  as  needle  stick,  contamination  of  an  open 
wound  by  blood  or  contamination  of  a mucosal  sur- 
face, are  given  hepatitis  B immune  globulin  in  a dose 
of  .06  ml  per  kg  intramuscularly  within  7 days  after 
exposure.  A second  identical  dose  is  given  one  month 
later.  Those  who  have  low  level  exposure,  such  as 
contamination  of  the  hands  by  blood  but  no  in- 
noculation  or  contamination  of  an  open  wound  or 
mucosal  surface,  are  offered  5 ml  of  late  lot  standard 
immune  serum  globulin  in  one  dose  given  intra- 
muscularly within  7 days  after  exposure.  Exposed 
persons  have  followup  tests  for  HBs  antigen  and 
antibody  at  3 months  and  6 months  after  either  re- 
ceiving standard  immune  serum  globulin  or  refusing 
prophylaxis.  Individuals  who  receive  hepatitis  B im- 
mune globulin  have  repeat  tests  for  HBsAg  and  anti- 
HBs  at  3,  6 and  12  months,  because  there  have  been 
some  cases  reported  with  onset  6-9  months  after  ex- 
posure30. All  exposed  individuals,  whether  they  re- 
ceive prophylaxis  or  not,  have  at  least  baseline  anti- 
gen and  antibody  tests  and  followup  at  3 and  6 
months. 

References  on  request. 
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Remediable  Causes  of  Dementia 

Jonathan  G.  Solomon,  MD,  Hampton,  Virginia 


Studies  show  that  many  clinicians  “write  off’  elderly  patients  as  demented, 
when  in  fact  many  of  these  patients  are  not  suffering  from  chronic  organic 
brain  syndrome  but  have  medical  disorders  that  may  respond  positively  to  ap- 
propriate treatment.  The  key  to  differentiation  is  comprehensive  diagnostic 
evaluation. 


IN  RECENT  years  there  has  been  a growing  inter- 
est in  chronic  cerebral  disease.1'8  Organic  brain 
syndromes  are  manifested  by  impairment  in  orienta- 
tion, memory,  intellectual  functions  and  judgment, 
and  by  a labile  and  shallow  affect.9  They  are  desig- 
nated as  either  acute  and  reversible  (a  delirium)  or 
chronic  and  irreversible.10  The  diagnosis  of  chronic 
organic  brain  syndrome  or  “dementia”  has  become  a 
catch-all  diagnostic  category  which  includes  a wide 
variety  of  illnesses,  each  with  its  unique  etiology, 
course,  treatment,  and  prognosis. 

Dementia  is  defined  as  “a  general  designation  for 
mental  deterioration”."  Gilroy  and  Meyer12  state 
that  it  may  be  caused  by  a large  number  of  patholog- 
ical conditions,  and  indicate  that  the  clinical  picture 
varies  with  the  premorbid  personality  of  the  patient, 
age  of  onset,  type  and  location  of  pathology  and  its 
rate  of  progression.  They  state  that  there  are  as  many 
causes  of  dementia  as  there  are  causes  of  diffuse  cere- 
bral damage. 

Several  studies  suggest  that  dementia  is  over-diag- 
nosed and  that  functional  disorders  are  often  mis- 
diagnosed as  organic,  especially  in  the  elderly.  In  one 
study13  organic  brain  disorders  were  diagnosed  with 
more  than  50%  greater  frequency  in  New  York  than 
in  either  London  or  Toronto.  Another  study14  re- 
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ported  that  elderly  patients  with  affective  disorders 
were  diagnosed  as  demented  in  the  USA  and  as  hav- 
ing affective  illness  in  Great  Britain.  Kiloh15  and 
Post6  describe  “Pseudo-dementia”  in  which  depres- 
sion simulates  organicity.  Other  studies1617  find  that 
less  than  half  of  the  patients  diagnosed  as  having  de- 
mentia exhibited  progressive  deterioration  and  that 
the  diagnosis  could  not  be  confirmed. 

Evaluation  of  the  patient. 

Wells18  and  Wells  and  Duncan19  describe  dementia 
as  a clinical  syndrome  whose  diagnosis  rests  on  the 
medical  and  psychiatric  history,  clinical  behavioral 
observations,  mental  status  examination,  physical  ex- 
amination, and  ancillary  diagnostic  procedures.  Lab- 
oratory studies  include  a complete  blood  count, 
metabolic  screening  battery,  thyroid  function  studies, 
serological  test  for  syphilis,  drug  screening  for  barbi- 
turates and  other  sedatives,  vitamin  B12  and  folate 
levels,  urinalysis,  chest  x-ray,  and  CT  scan. 

Wells18  suggests  that  psychological  tests,  skull  x- 
rays,  brain  scan,  EEG,  and  echoencephalography 
have  too  low  a yield  for  routine  testing  except  where 
specifically  indicated.  He  states  that  no  single  fea- 
ture— history,  mental  status,  physical  examination, 
or  laboratory  data — establishes  the  diagnosis  of  de- 
mentia. 

The  most  obvious  diagnostic  error  is  the  failure  to 
obtain  a comprehensive  diagnostic  evaluation.20  Un- 
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fortunately,  many  clinicians  exhibit  therapeutic  ni- 
hilism towards  “organic”  patients  and  also  towards 
the  elderly  and,  after  a brief  and  incomplete  evalua- 
tion, diagnose  a chronic  organic  brain  syndrome  and 
recommend  placement  in  an  extended  care  facility. 
Evidently  convinced  that  investing  much  time  with 
these  patients  is  unproductive,  they  may  rely  unduly 
on  the  ancillary  diagnostic  procedures,  especially 
psychological  testing  and  computerized  cranial  to- 
mography (CT  scan),  which  can  lead  to  the  er- 
roneous diagnosis  of  dementia.19 

Another  error  is  the  tendency  to  over-diagnose  ce- 
rebral arteriosclerosis.  Both  Wells'*  and  Tomlinson 
and  associates21  find  that  cerebral  damage  due  to  ar- 
teriosclerosis is  surprisingly  infrequent.  Fisher22 
states  that  dementia  due  to  cerebral  infarction  usu- 
ally manifests  an  abrupt  onset,  a fluctuating  course, 
symptoms  and  signs  of  focal  neurologic  dysfunction, 
a history  of  hypertension  and  of  previous  strokes, 
and  evidence  of  disseminated  atherosclerosis  and 
multi-system  involvement. 

Etiology. 

Seltzer  and  Sherwin23  studied  a random  sample  of 
80  patients  given  the  nonspecific  diagnosis  of  organic 
brain  syndrome  and  were  able  to  make  specific  diag- 
noses in  77  cases.  In  their  series,  senile  dementia  was 
the  most  frequently  encountered  disorder,  followed 
by  the  alcohol-related  entities  of  alcoholic  dementia 
and  Korsakoff’s  syndrome.  Dementias  following 
head  trauma,  anoxia,  or  intracranial  infection  were 
another  major  category.  Presenile  dementia  and 
multi-infarct  dementia  were  much  less  common.  Fif- 
teen percent  of  their  patients  had  functional  illnesses, 
including  schizophrenia,  affective  illness,  seizure  dis- 
order, personality  disorder,  and  mental  retardation. 
Some  had  no  apparent  abnormality  upon  re-exami- 
nation.  The  authors  suggested  that  the  nonspecific  di- 
agnosis of  organic  brain  syndrome  be  eliminated. 

In  other  studies  of  222  patients  fully  evaluated  for 
dementia,17  24  half  had  degenerative  diseases  of  the 
Alzheimer  type  (senile  and  presenile  dementia). 
Katzman  and  Karasu25  estimate  that  the  senile  form 
of  Alzheimer’s  disease  ranks  as  the  fourth  or  fifth 
most  common  cause  of  death  in  the  USA.  Other  non- 
remediable  lesions  were  Creutzfeldt-Jakob  disease, 
progressive  multi-focal  leukoencephalopathy,  and 
postinfectious,  postanoxic,  and  posttraumatic  en- 
cephalopathies. Another  20-25%  of  the  222  patients 
studied  had  conditions  that  were  treatable  but  not  re- 
versible, including  multi-infarct  dementia  with  hy- 
pertension, malignant  brain  tumors,  alcoholism,  nor- 
mal pressure  hydrocephalus,  neurosyphilis,  and 
Huntington’s  chorea.  Another  15%  had  potentially 


remediable  disorders,  including  depression,  mania, 
drug  toxicity,  benign  intracranial  masses,  thyroid 
dysfunction,  pernicious  anemia,  epilepsy,  and  he- 
patic failure.  Thus,  thorough  diagnostic  evaluation 
may  identify  disorders  with  specific  therapeutic  im- 
plications in  30-40%  of  patients  thought  to  be  de- 
mented. 

The  following  are  some  remediable  causes  of  de- 
mentia. 

1.  Depression.  Depressed  patients  may  be  mis- 
diagnosed as  demented  because  of  their  pre- 
occupation with  self,  withdrawal,  difficulty  in  con- 
centrating, forgetfulness,  and  frequent  somatic 
complaints.  They  usually  respond  to  antidepressant 
chemotherapy,  often  at  reduced  dosages  because  of 
their  tendency  to  develop  relatively  high  serum  levels 
and  possibly  a confusional  state,  which  may  confirm 
the  erroneous  diagnosis  of  dementia.  There  may  be  a 
history  of  affective  illness.  A supportive  psycho- 
therapeutic approach  is  indicated. 

2.  Mania.  The  mood  disorder  may  not  be  promi- 
nent in  elderly  patients,  hyperactivity  may  be  re- 
garded as  confused  wandering,  pressure  of  speech  as 
loquacity  typical  of  elderly  and  demented  patients, 
and  their  distractibility  and  failure  to  attend  may 
simulate  organicity.  There  may  be  a history  of  affec- 
tive illness  or  alcholism.  Treatment  usually  includes 
lithium  carbonate  and  neuroleptic  drugs.  ECT  is 
beneficial  but  is  seldom  prescribed. 

3.  Schizophrenia.  Autism,  withdrawal,  and  in- 
appropriate and  regressive  behavior  may  simulate 
dementia,  especially  in  the  absence  of  a flat  or  in- 
appropriate affect,  bizarre  delusions,  a formal 
thought  disorder,  well-formed  auditory  hallucina- 
tions, and  atypical  behavior.  However,  the  sensorium 
should  be  clear  and  the  disorder  is  seldom  progres- 
sive. Schizophrenia  and  brain  damage  may  coexist. 
Treatment  includes  neuroleptic  drugs,  supportive 
psychotherapy,  and  rehabilitation. 

4.  Personality  disorder  (inadequate  personality). 
These  patients  are  not  psychotic  or  mentally  retarded 
and  yet  cannot  function  adequately  socially  or  voca- 
tionally. A history  of  a stable  disorder  without  deteri- 
oration and  the  presence  of  a clear  sensorium  differ- 
entiate this  functional  illness  from  dementia.  There  is 
no  established  treatment;  a supportive  psychotherapy 
with  vocational  supervision  may  be  beneficial. 

5.  Drug  toxicity.  Drug  interactions  may  be  rele- 
vant as  well  as  adverse  reactions  to  drugs,  especially 
in  elderly  people  with  numerous  medical  illnesses 
who  may  be  taking  several  drugs  simultaneously. 
Digitalis  delirium  was  described  in  a recent  report,26 
for  example,  and  a great  many  elderly  patients  take 
digitalis.  The  aged  suffer  from  a high  rate  of  psycho- 
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pathology  and  may  receive  neuroleptic  and  antide- 
pressant drugs  which  may  cause  a confusional  state 
that  may  be  misdiagnosed  as  a chronic  organic  brain 
syndrome.  Over-tranquilization  is  also  common  with 
barbiturates,  bromides,  and  other  sedatives  and  hyp- 
notics. A drug  history  is  important  to  establish  the 
correct  diagnosis. 

6.  Normal  pressure  hydrocephalus.  First  described 
in  1965,27  approximately  1000  cases  have  been  de- 
scribed.28 This  syndrome  presents  a characteristic 
clinical  triad  of  dementia,  abnormality  in  gait  which 
may  be  spastic,  ataxic  or  apraxic,  and  urinary  in- 
continence.12 Two-thirds  of  cases  are  secondary  to 
identified  intracranial  pathology,  usually  cerebral 
trauma  or  subarachnoid  hemorrhage  but  also  to  in- 
fections, tumors,  and  preceding  intracranial  surgery. 
The  remaining  third  is  primary  or  idiopathic.18  Diag- 
nostic studies  include  lumbar  puncture,  EEG,  pneu- 
moencephalogram, intrathecal  injection  of  radio- 
active serum  albumin  demonstrating  prolonged 
retention  in  the  ventricular  system,  and  most  readily 
by  CT  scan.  Treatment  involves  a ventriculoatrial 
shunt  but  results  are  somewhat  disappointing.  Katz- 
man28  reports  that  only  half  of  these  patients  improve 
with  reversal  of  the  dementia  and  improvement  in 
gait  following  surgery;  the  results  are  somewhat  bet- 
ter in  the  secondary  cases.  Patients  who  fail  to  im- 
prove following  surgery  have  presumably  sustained 
irreversible  brain  damage. 

7.  Benign  intracranial  masses.  There  is  a relatively 
higher  incidence  of  these  various  lesions  in  psychiat- 
ric and  in  demented  patients29'32  and  one’s  index  of 
suspicion  should  be  high  whether  or  not  focal  neuro- 
logic symptoms  and  signs  are  present.  The  diagnosis 
can  be  established  with  appropriate  laboratory  stud- 
ies. Treatment  is  a function  of  the  etiology. 

8.  Pernicious  anemia.  The  triad  of  weakness,  sore 
tongue,  and  numbness  and  tingling  in  the  extremities 
is  considered  classic.33  An  organic  brain  syndrome  is 
most  typical  with  mental  slowness,  memory  defects, 
confusion  and  agitation,  but  delusions,  auditory  and 
visual  hallucinations,  and  depression  can  also  oc- 
cur.3435 One-third  of  the  patients  exhibit  mental 
changes  and  they  may  be  the  first  symptoms  of  the 
disorder.  When  subacute  combined  degeneration  oc- 
curs, the  neurological  findings  distinguish  the  illness 
from  senile  dementia.  Prompt  treatment  with  parent- 
eral B12  is  indicated.  Avitaminosis  B12  is  seen  in 
malnutrition  and  malabsorption. 

9.  Seizure  disorder.  The  EEG  is  often  helpful,  es- 
pecially with  photic  stimulation  and  during  sleep,  but 
the  diagnosis  is  largely  clinical  and  is  based  on  the 
history,  physical  examination,  and  observation  of  the 
seizures.  Patients  with  inadequately  controlled  sei- 


zures may  sustain  repeated  episodes  of  head  trauma 
or  cerebral  anoxia  or  both,  leading  to  an  irreversible 
dementia,  so  that  failure  to  make  a correct  diagnosis 
and  provide  suitable  chemotherapy  is  particularly  re- 
grettable. 

10.  Hepatic  failure.  Physical  examination  may  re- 
veal jaundice,  liver  enlargement  and  tenderness  on 
palpation,  and  a host  of  physical  abnormalities  and 
also  abnormal  liver  function  studies,  scan,  and 
biopsy.  Medical  treatment  is  indicated. 

1 1 . Korsakoff  syndrome.  Part  of  the  amnesic-con- 
fabulatory  syndrome36  is  characterized  by  con- 
fabulation, retrograde  and  anterograde  amnesia,  dis- 
orientation, and  impairment  of  function,  with 
relative  preservation  of  other  intellectual  abilities 
and  of  the  premorbid  personality.37  The  syndrome 
usually  results  from  alcoholism  and  vitamin  defi- 
ciency, in  which  case  there  may  be  an  associated 
polyneuropathy,  but  may  also  follow  stroke,  head 
trauma,  anoxia,  and  encephalitis.  Many  patients 
clear  after  6-8  weeks  with  restoration  of  mental 
health  provided  alcohol  is  discontinued  and  vitamin 
therapy  is  administered.36 

12.  Wernicke’s  syndrome.  Manifested  by  memory 
loss,  confabulation,  apathy,  progressive  dementia, 
ataxia,  and  ophthalmoplegia,  it  is  invariably  associ- 
ated with  thiamine  deficiency.  It  primarily  affects 
chronic  alcoholics  but  is  also  found  in  patients  with 
pernicous  anemia,  hyperemesis  gravidarum,  gastric 
cancer,  and  malnutrition.36  With  proper  attention  to 
nutrition  and  vitamin  therapy,  treatment  results  can 
be  gratifying. 

13.  Hypothyroidism.  Mental  symptoms  include 
psychomotor  retardation,  indecision,  apathy,  and 
memory  impairment.  There  may  be  hallucinations 
and  paranoid  delusions.  Diagnosis  is  evident  from 
difficulty  with  the  serial  subtraction  test  on  the  men- 
tal status  examination,  thyroid  function  studies,  ele- 
vated serum  cholesterol,  diminution  in  frequency 
and  voltage  on  the  EEG,  and  characteristic  physical 
abnormalities.  Treatment  with  thyroid  extract  re- 
lieves the  symptoms.36 

Comment. 

Clinicians  are  increasingly  aware  of  the  multi- 
plicity of  etiologies  and  illnesses  previously  included 
under  the  rubric  of  chronic  organic  brain  syndromes. 
Dementia  is  not  a diagnosis  per  se  but  a syndrome 
that  requires  comprehensive  evaluation  to  make  an 
accurate  etiologic  diagnosis.  Dementia  tends  to  be 
over-diagnosed,  especially  in  elderly  patients  with 
functional  disorders.  Evaluation  of  patients  thought 
to  be  demented  reveals  a small  proportion  of  lesions 
which  are  potentially  remediable,  including  both 
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functional  and  organic  lesions,  and  a larger  propor- 
tion that  requires  appropriate  medical  treatment  to 
prevent  further  deterioration  and  minimize  cerebral 
damage. 

There  is  a large  and  growing  need  for  clinicians  to 
see  older  patients,  since  they  are  at  risk  for  a wide  va- 
riety of  psychopathology,  especially  acute  and 
chronic  brain  syndromes,  and  also  functional  ill- 
nesses. We  have  much  to  offer  these  patients,  and  re- 
search on  the  causes  of  dementia  could  further  en- 
hance our  ability  to  offer  definitive  care  to  a growing 
number  of  elderly  patients. 
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Surgery 


Colonoscopy 

In  a Small  Community  Hospital 

Luiz  E.  G.  Mineiro,  MD,  Clifton  Forge,  Virginia 


Colonoscopy  is  seldom  performed  in  a small  community  hospital,  due  to  the 
high  cost  of  instruments  and  other  factors,  but  the  author  has  accomplished  450 
colonoscopies  in  that  setting,  with  a small  complication  rate  and  no  mortality. 


THE  development  of  fiberoptic  technology  in  the 
early  50s  was  followed  by  its  application  in  up- 
per gastrointestinal  endoscopy  late  in  that  decade 
and  the  development  of  a flexible  endoscope  for  the 
lower  GI  tract  in  the  early  60s.  The  idea  of  using  a 
flexible  endoscope  for  examination  of  the  colon  is 
generally  credited  to  Overholt1  and  Niwa2,  who  con- 
ceived and  developed  a flexible  “long  sigmoido- 
scope” capable  of  reaching  the  proximal  sigmoid  co- 
lon. In  the  late  60s  a long  instrument  was  developed 
in  Japan  and  improved  by  Shinya.  The  first  poly- 
pectomy in  this  country  was  performed  in  August 
1969  by  Shinya.2 

Colonoscopy  appears  to  be  established  as  an  im- 
portant advance  in  the  management  of  colonic  dis- 
ease. Most  large  and  medium-sized  hospitals  now 
have  available  various  fiberoptic  endoscopes  and 
staff  physicians  qualified  to  use  them.  In  small  com- 
munity hospitals,  however,  colonoscopy  is  a rare  pro- 
cedure because  of  the  high  capital  investment  needed 
to  purchase  and  maintain  the  instruments  and  the 
lack  of  qualified  physicians  to  use  them. 

This  article  analyzes  the  experience  of  one  physi- 
cian wifh  450  consecutive  cases  of  colonoscopies  per- 
formed in  a small  community  hospital  in  Clifton 
Forge,  Virginia.  The  study  shows  a high  degree  of 

From  the  Emmett  Memorial  Hospital,  Clifton  Forge, 
Virginia  24422.  Address  correspondence  to  Dr.  Mineiro  at 
the  Hospital. 

Originally  submitted  6-22-78;  revised  12-21-78. 


success  and  demonstrates  the  feasibility  of  the  proce- 
dure for  small  hospital  settings. 

Technique 

A satisfactory  endoscopic  examination  of  the  colon 
should  include  reaching  the  patient’s  cecum  and 
safely  removing  polyps.  This  can  be  accomplished  by 
careful  preparation  of  the  patient  and  the  technique 
of  insertion  of  the  instrument.  The  author  has  found 
the  following  measures,  useful. 

Preparation  of  the  patient.  The  majority  of  patients 
are  admitted  to  the  hospital  in  the  afternoon  of  the 
day  preceding  the  examination.  Colonoscopy  can  be 
safely  done  on  an  outpatient  basis,  as  described  by 
various  authors.  But  in  a community  hospital  serving 
a thinly  populated  rural  area  spread  through  four 
different  counties  as  far  as  100  miles  from  the  hospi- 
tal, admitting  the  patients  to  the  hospital  seems  the 
better  procedure. 

In  the  afternoon  preceding  the  day  of  examination, 
the  patients  are  given  Evac-Q-Kit®.  On  the  morning 
of  examination  they  drink  a salt  solution  as  described 
by  Levy.3  The  patient  is  kept  on  a clear  liquid  diet 
from  admission  until  examination.  Colonoscopy 
must  be  done  in  a perfectly  clean  colon;  if  this  rule  is 
not  followed,  lesions  will  be  missed  and  explosion 
may  result  during  polypectomy.4 

Examination.  The  patients  preferably  are  exam- 
ined in  the  X-ray  department.  The  use  of  X ray  dur- 
ing colonoscopy  is  controversial.5'7  The  author  feels 
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that  X ray  capability  during  the  examination  is  desir- 
able for  two  reasons:  1.  Should  a lesion  be  found  in 
the  colon,  fluoroscopy  will  precisely  locate  this  le- 
sion. 2.  Fluoroscopy  may  be  useful  to  overcome  diffi- 
culty in  insertion  of  the  instrument. 

The  patient  is  pre-medicated  with  meperidine,  75- 
100  mgm  IM,  given  30  minutes  before  the  examina- 
tion. Once  the  patient  is  on  the  X-ray  table,  an  IV  is 
started  and  the  vein  kept  open  throughout  the  proce- 
dure. Diazepam  (Valium®)  and  meperidine  are 
given  intravenously  at  small  increments  until  the  de- 
sired level  of  sedation  is  obtained.  The  average  pa- 
tient will  require  10  mgm  diazepam  and  50  mgm  me- 
peridine for  adequate  sedation. 

The  successful  insertion  of  the  instrument,  in  my 
experience,  is  possible  only  if  careful  attention  is  paid 
to  the  following  steps:  The  patient  is  initially  placed 
in  a left  lateral  position.  When  the  instrument  reaches 
the  patient’s  transverse  colon,  he  is  turned  on  his 
back.  At  this  point,  fluoroscopy  can  be  used  to  make 
sure  the  patient’s  sigmoid  colon  is  straightened.  The 
instrument  is  advanced  along  the  patient’s  transverse 
colon  as  far  as  possible.  He  is  then  turned  on  his  right 
side.  With  the  patient  in  this  position  the  instrument 
usually  can  be  inserted  into  the  cecum.  Again,  fluo- 
roscopy will  be  helpful  at  this  point  to  locate  the  tip 
of  the  instrument. 

Removal  of  the  instrument  is  usually  accom- 
plished without  any  difficulty.  It  is  to  be  noted  that 
the  colon  is  best  examined  when  the  colonoscope  is 
being  removed  rather  than  when  it  is  being  inserted. 

After  the  examination,  the  patient  is  returned  to 
his  room  and  fed  a regular  diet.  Within  a few  hours 
he  is  alert  and  free  of  discomfort.  If  polypectomy  has 
been  performed,  he  is  observed  overnight  for  bleed- 
ing or  perforation. 

Indications 

The  indications  for  colonoscopy  for  the  patients  in 
this  study  followed  those  set  forth  in  the  literature. 
The  figures  quoted  below  include  overlapping  cases; 
therefore,  their  sum  is  greater  than  the  number  of  pa- 
tients. 

Patients  with  abnormal  barium  enema.  A total  of 
183  patients  with  abnormal  barium  enema  were  stud- 
ied. In  36  no  lesions  were  found.  The  examination 
was  performed  even  in  cases  where  the  lesion  was 
thought  to  be  malignant.  The  true  nature  of  the  le- 
sion is,  in  the  majority  of  cases,  clarified  by  the  endo- 
scopic examination.8 

Chronic  lower  GI  bleeding.  Under  this  heading  this 
study  includes  102  patients.  Again,  a normal  barium 
enema  should  not  deter  the  physician  from  per- 
forming a colonoscopy  on  these  patients.  Small  le- 


Fig.  1.  Post-polypectomy  bleeding.  Note  lack  of  coagu- 
lation of  polypectomy  stump. 


sions,  such  as  superficial  ulceration  of  the  cecum  in 
elderly  patients,  vascular  malformations  and  others, 
can  be  easily  missed  by  X-ray  examination. 

Massive  lower  GI  bleeding  is  a contraindication 
for  colonoscopy.  It  is  impossible  to  perform  a mean- 
ingful examination  of  the  colon  when  its  lumen  is  full 
of  blood. 

Followup  of  patients  who  have  had  cancer  and/or 
polyps.  There  were  101  of  these  patients  in  this  study. 
Followup  colonoscopy  is  best  on  a yearly  basis;  a 
shorter  interval  has  a lower  probability  of  finding 
new  lesions.  A colonoscopy  is  usually  performed  be- 
fore a barium  enema.  The  contrast  examination  of 
the  colon  is  part  of  the  followup  of  these  patients 
only  when  their  colonoscopic  examination  is  unsatis- 
factory. Here,  the  physician  is  looking  for  small  re- 
current lesions,  which  are  best  found  by  endoscopy. 

Polypectomies.  Ninety-three  polyps  were  success- 
fully removed.  It  should  be  stressed  that  certain  re- 
quirements of  technique  must  be  met  in  a poly- 
pectomy. The  great  majority  of  pedunculated  polyps 
are  easily  removed.  Polyps  that  are  large  enough  to 
obstruct  the  lumen  of  the  colon  ordinarily  cannot  be 
removed  with  the  colonoscope.  If  the  pedicle  of  the 
polyp  is  greater  than  Vi  cm  in  diameter,  extreme  care 
must  be  exercised  to  avoid  massive  hemorrhage.  The 
pedicle  must  be  progressively  and  thoroughly  coagu- 
lated before  cutting  current  is  applied  to  it  (Fig.  1). 
Sessile  polyps  are  difficult  to  remove  because  of  dan- 
ger of  perforation.  Only  experienced  endoscopists 
should  attempt  removal  of  sessile  polyps  of  any  size. 

Preoperative  examination  of  patients  with  known 
carcinoma  of  the  colon.  This  was  the  indication  in  33 
patients.  Whenever  feasible,  the  entire  colon  of  these 
patients  should  be  examined  to  rule  out  synchronous 
lesions.  Colonoscopy  is  scheduled  for  the  day  preced- 
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Fig.  2.  Serosal  tear  found  during  colectomy  for  carcinoma 
two  days  following  colonoscopy, 
ing  the  proposed  colectomy.  The  bowel  prep  used  for 
colonoscopy  is  the  same  for  colectomy;  therefore,  fol- 
lowing the  colonoscopy  the  patients  are  ready  for  the 
operation. 

Patients  with  chronic  diarrhea.  These  patients 
should  be  examined  even  if  their  barium  enema  is 
normal,  because  inflammatory  disease  of  the  colon 
may  be  found  only  by  colonoscopy.6  There  were  15 
patients  with  this  problem  in  this  study. 

Colonoscopy  has  been  reported  useful  in  a number 
of  relatively  uncommon  situations,  such  as  removal 
of  foreign  body,  reduction  of  volvuli  of  the  colon,  de- 
compression of  a markedly  dilated  cecum,  examina- 
tion and  treatment  of  malfunction  of  pouch  ileos- 
tomies, and  examination  of  diseases  of  the  distal 
ileum.913 

This  study  yielded  no  experience  with  any  of  these 
indications. 

Colonoscopy  is  contraindicated  if  preparation  of 
the  colon  is  not  possible. 

Severe  systemic  or  localized  diseases,  such  as  acute 
myocardial  infarction,  acute  peritonitis,  perforation 
of  the  colon,  recent  abdominal  surgery  and  severe 
mental  illness  are  usually  regarded  as  absolute  con- 
traindication to  endoscopic  examination  of  the  colon. 

Results 

Successful  examination,  defined  by  either  total  ex- 
amination of  the  colon  or  introduction  of  the  in- 
strument up  to  the  lesion  seen  on  barium  enema,  was 
accom  plished  on  362,  or  80%,  of  the  total  number  of 
patients.  Total  colonoscopy  (anus  to  cecum)  was  ac- 
complished in  177  patients,  and  93  polyps  were  re- 
moved. There  were  no  deaths  with  the  procedure. 

The  complication  rate  experienced  in  this  study 
bore  out  published  studies.14  There  were  two  cases  of 


perforation  of  the  colon  following  diagnostic  colon- 
oscopy. Both  were  immediately  recognized  and 
treated,  by  trans-abdominal  closure  of  the  per- 
foration in  one  case  and  colon  resection  in  the  other. 

Four  patients  bled  after  polypectomy.  Two  re- 
quired immediate  colon  resection.  The  other  two  pre- 
sented with  rectal  bleeding  several  days  after  the 
polypectomy.  In  both  cases  the  bleeding  spontane- 
ously ceased.  One  case  of  serosal  tear  was  accidently 
discovered  in  a patient  when  an  exploration  of  his 
abdomen  followed  colonoscopy  by  two  days'5  (Fig. 
2). 

Conclusion 

Colonoscopy  is  a useful  diagnostic  and  therapeutic 
technique  in  a small  community  hospital  setting  and, 
with  proper  training  and  safeguards,  can  be  per- 
formed with  a small  rate  of  complication  and  no 
mortality. 
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Epidemiology 


Early  Control 

of  a Community  Measles  Outbreak 

Harold  B„  Weiss,  MPH,  and  H.  S.  Wise,  MD, 

Norfolk,  Virginia 


Door-to-door  immunizations  and  a community  canvass  for  susceptibles  were 
marshalled  to  quell  a rubeola  outbreak  in  Norfolk,  one  of  25  outbreaks  re- 
ported in  Virginia  from  January  through  August  1977. 


AFTER  six  years  of  relative  calm,  1976-77  ru- 
beola cases  in  the  United  States  rose  to  alarm- 
ing levels.  While  the  number  of  yearly  reported  cases 
for  the  period  1972-76  was  24,143,  by  September  3, 
1977,  over  twice  that  amount  had  been  recorded  for 
the  year.'  In  Virginia  the  statistics  for  1977  revealed 
an  even  more  serious  story  (Figure  1).  By  September 
7,  2,706  cases  of  rubeola  were  reported  for  the  year, 
compared  with  only  762  cases  reported  for  the  same 
period  just  one  year  earlier.2 

The  state-wide  figures  were  derived  from  reports 
on  localized  outbreaks,  about  two  dozen  in  number, 
which  ranged  from  663  cases  in  Fairfax  County  to  22 
cases  in  Roanoke  City.3  The  average  size  of  the  out- 
breaks was  92  cases.  More  than  50%  of  all  illnesses 
were  among  children  aged  5-14.  In  most  cases  (72%), 
the  immunization  history  was  unknown  or  not  illic- 
ited,  but  significantly,  474  cases  (21%)  reportedly  had 
received  rubeola  immunizations  prior  to  their  illness. 
There  were  two  patients  in  which  the  disease  devel- 
oped into  measles  encephalitis,  very  close  to  the 
number  expected  by  the  “rule  of  thumb”  of  one  com- 
plicated case  per  1,000  infections. 


From  the  Norfolk  Health  Department,  401  Colley  Ave- 
nue, Norfolk  VA  23507,  where  Dr.  Wise  is  director. 
Submitted  4-5-78. 


The  Norfolk  Experience 

Norfolk  is  a city  of  about  300,000  people,  of  which 
30%  are  minorities.  Of  all  the  families  located  in  the 
city,  36%  have  individual  income  levels  below  $6,000. 
The  recent  history  of  reported  rubeola  cases  in  the 
city  (1970-76)  is  summarized  in  Figure  2.  The  17 
cases  reported  in  1976  were  the  largest  number  since 
the  1969  epidemic,  when  738  cases  were  reported. 

Though  individual  cases  had  been  reported  over 
the  first  five  months  of  1977,  these  cases  were  scat- 
tered over  the  city  and  not  known  to  be  related  in  ei- 
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ther  time,  place  or  person.  On  June  30,  however, 
three  cases  confirmed  by  physicians  were  reported 
from  the  Berkley  section  of  town  (over  90%  black), 
with  symptom  onset  within  three  days  of  each  other. 
Notification  of  hospital,  the  Norfolk  Medical  Acad- 
emy, and  health  department  clinical  personnel,  and  a 
preliminary  epidemiological  investigation  revealed 
an  additional  case  in  Berkley.  With  this  information 
available,  a meeting  of  public  health  officials  took 
place  to  consider  the  following  factors: 

1)  Knowledge  of  state-wide  outbreaks; 

2)  Knowledge  of  the  clustering  of  cases; 

3)  Knowledge  that  Berkley  was  separated  from 
the  rest  of  the  city  by  the  Eastern  branch  of  the 
Elizabeth  River,  limiting,  somewhat,  cross- 
town exposures); 

4)  Knowledge  that  about  20%  of  the  children  un- 
der 1 8 were  unimmunized,  in  spite  of  intensive 
immunization  programs; 

5)  Knowledge  that  enough  vaccine  was  available; 

6)  Knowledge  that  the  estimated  target  population 
of  an  immunization  campaign  would  be  about 
1,000  children. 

A decision  was  made  to  undertake  an  emergency 
immunization  program,  beginning  July  5. 

The  first  step  for  the  program  was  to  define  the  tar- 
get population.  From  data  derived  from  a 1975  city 
population  survey,  it  was  possible  to  determine  accu- 
rately that  the  four  census  tracts  in  the  Berkley/Cam- 
postella  section  of  the  city  comprised  3,148  house- 
holds, 1,719  of  which  had  children,  and  that  the  total 
number  of  persons  under  18  years  of  age  was  4,494. 
Based  on  a 1975  immunization  survey  by  the  Norfolk 
Health  Department  which  showed  that  about  78%  of 
the  black  2-year-olds  were  properly  immunized 
against  rubeola,  health  officials  estimated  that  about 
25%  of  the  children  under  18  would  not  be  immu- 
nized. The  target  population,  then,  was  defined  as  the 
approximately  1100  unimmunized  children  residing 
in  the  Berkley/Campostella  area.  By  eliminating 
from  the  target  population  pregnant  females  and 
those  older  children  assumed  to  have  had  a docu- 
mented case  of  natural  rubeola,  it  was  estimated  that 
1,000  children  needed  immunization. 


Methods  of  Control 

A few  days  were  allowed  for  planning,  organiza- 
tion, acquisition  of  supplies  and  informing  the  pub- 
lic. By  July  5,  five  teams  of  nurses  and  aides  were 
ready  to  go  house-to-house  to  immunize  the  suscepti- 
bles  under  age  18.  Four  of  the  teams  were  assigned  to 
those  blocks  where  cases  of  measles  had  been  re- 
ported, and  the  other  team  was  sent  to  an  area  where 
many  unimmunized  children  were  known  to  reside. 
In  addition  to  the  five  nurse-aide  teams,  fixed-site 
clinics  were  set  up  in  two  locations  located  on  the 
east  and  west  periphery  of  the  target  area.  One  clinic 
was  set  up  in  a neighborhood  recreation  center  and 
the  other  at  an  existing  health  department  clinic.  To 
ensure  that  emergency  medical  care  was  available 
should  a serious  reaction  or  illness  occur  from  a vac- 
cination, the  nursing  teams  had  at  their  disposal  two- 
way  radios.  The  medical  director  of  the  health  de- 
partment was  thus  in  constant  contact  with  the 
teams.  The  radios  also  assisted  in  keeping  track  of 
the  teams’  progress  and  enabled  the  departmental  ep- 
idemiologist to  quickly  track  down  unconfirmed 
cases  of  new  measles  reported  by  the  nursing  teams. 
This  phase  continued  for  two  days.  By  the  third  day 
it  became  apparent  that  the  roving  teams  could  move 
faster  and  canvass  a larger  area  if  they  did  not  give 
immunizations,  but  rather,  only  directions  and  en- 
couragement to  the  families  and  mothers  to  take  any 
susceptible  children  to  the  stationary  clinics.  The  re- 
mainder of  the  week  was  spent  in  this  latter  activity. 
Regular  clinic  staff  and  the  assistance  of  local  volun- 
teers who  went  to  the  homes  of  families  living  in 
housing  parks  also  facilitated  getting  the  word  to  lo- 
cal residents  on  a person-to-person  basis. 

Results 

The  number  of  measles  immunizations  given  the 
first  four  days  of  the  campaign  are  shown  in  Table  1. 
As  shown,  39  immunizations  were  also  given  the  first 
half  of  the  next  week  through  the  regular  clinic,  to 
make  a grand  total  of  805  immunizations. 

Final  epidemiologic  analysis  showed  that  nine 
cases  of  measles  occurred  in  Berkley  children  from 
June  21  until  the  second  week  of  July.  Only  one  case 
was  reported  after  the  immunization  program. 


Figure  2 Table  1.  Number  of  Immunizations  (by  site). 
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City-wide,  19  cases  were  reported  after  the  Berk- 
ley/Campostella  immunization  program,  prompting 
health  department  news  releases  encouraging  all  city 
parents  to  get  their  susceptible  children  immunized. 
However,  there  was  no  house-to-house  immunization 
campaign  carried  out  city-wide. 

Of  the  22  cases  reported  city-wide  from  January  1, 
1977  to  August  31,  1977,  18  occurred  in  blacks,  four 
in  whites.  Cases  were  fairly  evenly  distributed  be- 
tween males  and  females  (12  males).  The  age  of  the 
cases  ranged  from  9 months  to  17  years.  Two  cases 
occurred  in  children  under  the  age  of  1,  and  six  oc- 
curred in  children  over  the  age  of  10.  Two  of  the 
cases  reportedly  had  a previous  immunization  his- 
tory, while  15  had  none  and  five  were  unknown. 
Three  cases  occurring  during  the  summer  outbreak 
were  serologically  positive  for  rubeola. 

Discussion 

The  four  days  of  the  active  immunization  pro- 
gram, plus  three  days  of  continued  immunizations 
through  the  usual  clinic  system,  reached  805  children 
or  about  80%  of  the  pre-defined  number  of  suscepti- 
bles.  While  some  of  those  immunized  may  have  had 
natural  measles  infection  (despite  our  screening),  this 
level  represents  a considerable  achievement  in  light 
of  the  fact  that  the  target  group  was  a special  popu- 
lation that  had  not  received  adequate  rubeola  vacci- 
nation before. 

One  drawback  of  our  approach  was  the  relatively 
small  numbers  of  immunizations  given  by  the  roving 
nursing  teams.  The  problems  they  encountered  in- 
cluded no  one  being  home,  no  parent  or  legal  guard- 
ian at  home  to  sign  consent  forms,  adverse  95°+  tem- 
peratures, and  the  time  delay  of  waiting  for  parents 
to  locate  their  children.  In  retrospect,  we  felt  that  the 
nursing  teams  were  not  very  effective  when  judged 
by  the  number  of  immunizations  they  were  able  to 
give,  compared  with  the  stationary  clinics.  However, 
the  favorable  public  reaction  to  the  nurses’  presence 
in  the  community  probably  was  responsible  for  the 
excellent  turnout  at  the  two  neighborhood  clinics. 

The  question  always  arises  in  immunization  con- 
trol programs  as  to  the  effect  of  the  control  efforts  on 
the  disease  outbreak  itself.  Many  an  epidemiologist 
has  won  (undeserved)  admiration  merely  by  stepping 
in  on  the  descending  part  of  the  epidemiologic  curve. 
Such  a situation  may  have  occurred  here.  But  two 
things  stand  out.  First,  only  one  reported  case  of 
measles  occurred  in  Berkley/Campostella  after  the 
immunization  program  (in  an  unimmunized  child) 
and  the  incubationary  period  indicated  that  exposure 
in  this  case  had  occurred  before  the  immunization 
program.  Finally,  secondary  spread  from  the  first 


cases  occurred  but  only  to  other  parts  of  the  city,  not 
in  Berkley/Campostella,  where  the  intensive  pro- 
gram took  place.  It  had  been  hoped  to  contain  the 
outbreak  to  the  Berkley/Campostella  community. 
This  was  not  achieved,  but  since  immunization  levels 
were  generally  higher  in  the  rest  of  the  city,  it  was 
hoped  that  herd  immunity  would  keep  the  number  of 
subsequent  cases  at  a minimum  if  secondary  spread 
to  non-Berkley/Campostella  areas  occurred. 

In  addition,  community-wide  attention  was  called 
to  the  problem  of  low  immunization  levels,  thereby 
affecting  the  other  major  segment  of  pediatric  health 
care,  the  private  physicians,  who  immunized  un- 
counted children  in  response  to  parental  and  com- 
munity demand.  This  was  evidenced  by  a sell-out  of 
vaccine  available  from  the  local  wholesaler. 
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Virginia  Tumor  Registry: 

Nine  Years  Okl  and  Flourishing 

WILLIAM  J.  Munsie,  MD,  Fredericksburg,  Virginia 


The  Virginia  Tumor  Registry  moved  its  offices  to 
the  State  Health  Department  in  1976  when  the  Vir- 
ginia Regional  Medical  Program  was  discontinued. 
The  Registry  operated  for  the  next  two  years  with 
funds  from  the  Virginia  Regional  Medical  Program, 
the  Virginia  Division  of  the  American  Cancer  So- 
ciety, and  the  1977  Virginia  General  Assembly.  In 
1978  the  General  Assembly,  recognizing  the  poten- 
tial of  a statewide  tumor  registry,  provided  funds  for 
its  support  in  the  budget  of  the  State  Health  Depart- 
ment and  approved  an  addition  to  the  Code  of  Vir- 
ginia (Section  B,  Chapter  on  cancer)  providing  for  a 
central  registry  for  abstracts  of  the  records  of  patients 
with  malignant  tumors  or  cancers  cared  for  at  hospi- 
tals and  clinics  all  over  the  state,  the  purposes  of  this 
registry  to  include: 

• Determining  means  of  improving  diagnosis  and 
treatment  of  cancer  patients. 

• Determining  the  need  for  and  means  of  provid- 
ing better  long-term  followup  care  of  cancer  patients. 

• Collecting  data  to  evaluate  the  possible  carcino- 
genic effects  of  environmental  hazards. 

• Improving  rehabilitative  programs  for  cancer  pa- 
tients. 

• Assisting  in  the  training  of  hospital  personnel. 

• Determining  other  needs  of  cancer  patients  and 
health  personnel. 

Individual  hospital  tumor  registries  had  been  oper- 
ating in  Virginia  prior  to  the  establishment  of  the 
Virginia  Tumor  Registry,  and  there  had  been  prior 
attempts  to  develop  a statewide  registry.  This  is  the 
first  statewide  registry,  however,  that  has  continu- 
ously collected  data  for  several  years  and  furnished 

The  author  is  medical  advisor  to  the  Virginia  Tumor 
Registry.  Address  him  at  Mary  Washington  Hospital, 
Fredericksburg  VA  22401. 

Sponsored  by  the  Professional  Education  Committee, 
Virginia  Division,  American  Cancer  Society. 

Submitted  3-19-79. 


reports  to  its  member  hospitals;  it  has  been  in  opera- 
tion since  1970  and  has  grown  from  five  hospitals  in 
the  first  year  to  a current  23  hospitals,  which  collec- 
tively have  38,000  cases  on  file.  In  1978,  approxi- 
mately 50%  of  the  estimated  number  of  cancer  cases 
in  Virginia  were  recorded  by  the  Virginia  Tumor 
Registry.  Individual  hospitals  representing  all  geo- 
graphical parts  of  the  state,  from  Winchester  to  Dan- 
ville and  Norfolk  to  Big  Stone  Gap,  participate. 

The  details  of  operation  of  the  Registry  have  been 
described  in  a previous  issue  of  Virginia  Medical1. 
To  summarize  briefly,  the  individual  cases  are  regis- 
tered and  certain  basic  information  abstracted  by  tu- 
mor registrars  employed  by  the  member  hospitals. 
The  supplies  for  the  local  hospital  tumor  registrars, 
such  as  abstract  and  followup  forms  and  manuals, 
are  provided  by  the  Virginia  Tumor  Registry.  The 
Registry  provides  training  sessions  in  Richmond, 
usually  three  or  four  per  year,  to  improve  continually 
the  capabilities  of  these  registrars.  In  addition,  tele- 
phone consultation  is  always  available  from  the  Vir- 
ginia Tumor  Registry  Office  and  periodic  on-site  vis- 
its are  made  by  staff  members  to  aid  and  improve  the 
operation  of  the  local  hospital  registries.  The  local 
hospital  abstracts  are  submitted  to  the  Virginia  Tu- 
mor Registry,  where  they  are  reviewed  and  coded 
and  the  information  stored  in  a computer.  This  re- 
view serves  as  a quality  control. 

Utilizing  the  computerized  data,  various  reports 
are  provided  by  the  Virginia  Tumor  Registry  to  the 
participating  hospitals  and  other  interested  people. 
Annual  reports  may  serve  as  the  basis  for  accredita- 
tion of  cancer  programs  in  the  local  hospitals  by  the 
American  College  of  Surgeons. 

In  1976  the  Registry  published  its  first  comprehen- 
sive report  with  incidence  data  for  five  years  and  sur- 
vival data  for  three  years.  With  improved  funding  of 
the  Registry  and  increased  hospital  participation,  it 
will  be  possible  to  provide  a report  showing  five-year 
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survival  statistics  for  our  state,  and  the  registry  plans 
to  begin  work  on  such  a report  shortly.  Occasional 
site-specific  reports  for  each  hospital  are  planned. 
Such  information  can  be  used  as  educational  tools  in 
meetings  of  tumor  boards  or  medical  staff. 

Statistical  information  and  topics  which  are  of  spe- 
cial interest  to  hospitals,  physicians,  localities,  and 
other  groups,  can  be  provided  on  request  by  the  Vir- 
ginia Tumor  Registry.  There  have  been  many  in- 
quiries on  specific  subjects  in  the  past  years,  and  the 
registry  is  eager  to  expand  this  service. 

The  general  policies  of  the  Virginia  Tumor  Regis- 
try are  determined  by  an  Advisory  Committee  com- 
posed of  the  directors  of  the  participating  hospital  tu- 
mor registries.  A recent  meeting  of  this  group 
reaffirmed  the  intent  of  the  registry  to  continue  to 
seek  the  participation  of  additional  hospitals. 

Hospitals  wishing  to  become  participants  in  this 
program,  which  is  designed  to  improve  the  care  of 
cancer  patients,  should  write  or  call  Mrs.  Barbara  B. 
Peace,  RRA:  Virginia  Tumor  Registry,  James  Madi- 
son Building,  PO  Box  1000,  Richmond  VA  23208, 
(804)786-1668. 

1.  Munsie  WJ,  Peace  BB:  Virginia  Tumor  Registry  of  the 
Virginia  Regional  Medical  Program.  Va  Med  Mon 
99:870-873,  1972 


TRENDS  COMMENT 


The  primary  function  of  a tumor  registry  is  to  fol- 
low patients.  It  should  be  considered  an  extension  of 
the  physician’s  office,  assisting  him  in  persuading  his 
patients  to  return  for  interval  examinations.  An  im- 
portant secondary  function  is  to  provide  information 
with  regard  to  what  is  happening  in  the  field  of  can- 
cer in  our  area.  It  is  the  best  available  means  to  col- 
lect accurate  data  regarding  incidence,  epidemiology, 
treatment  and  results. 

A statewide  registry  is  complementary  to  the  hos- 
pital-based registry.  It  assists  the  local  registries  in 
followup  and  serves  as  a vital  source  of  information 
about  large  numbers  of  cancer  patients.  The  greater 
the  participation  of  physicians  and  hospitals  through- 
out Virginia,  the  more  meaningful  the  data. 

I believe  we  have  the  necessary  foundation  of  a 
truely  statewide  central  registry.  Our  long-range  ob- 
jective is  to  register  all  cancer  patients  in  Virginia; 
then  we  will  be  able  to  assess  accurately  the  cancer 
problems  in  our  state.  I urge  your  consideration  and 
participation  in  the  activities  of  the  Virginia  Tumor 
Registry. 

J.  Shelton  Horsley  III,  MD 
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Tenuate*  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion. changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  he  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  he  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensedat  onetime  in  order  tominimizethe  possibility 
of  overdosage  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular.  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset  Hema 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridejcontrollea-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine “ ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
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ABSTRACTS 

The  papers  here  abstracted  were  among  those  presented  at  the  32nd  annual  meeting  of  the  Virginia  Orthopaedic 
Society  April  27-29,  1979,  in  Williamsburg. 


Treatment  of  Unstable  Fracture  Dislocations  of  the 
Spine  with  Primary  Anterior  Decompression  and 
Spine  Fusion  with  Internal  Fixation.  Thomas  E. 
Strong,  Jr.,  MD,  George  D.  Henning,  MD,  and 
Robert  A.  Pruner,  MD,  Roanoke. 

Following  the  influence  of  Whitesides,  there  has 
been  a great  emphasis  on  posterior  stabilization  of 
certain  types  of  fracture  dislocations  of  the  thoraco- 
lumbar spine  using  Harrington  rod  techniques.  This 
technique  has  demonstrated  rather  dramatic  reduc- 
tion of  some  of  the  osseous  deformity,  but  it  has 
failed  to  relieve  the  continued  compression  of  the 
cord  from  extruded  disc  material  in  the  anterior  por- 
tion of  the  spinal  canal.  For  the  past  five  years,  the 
authors  have  been  doing  a primary  anterior  ap- 
proach, with  excision  of  the  involved  vertebra,  ante- 
rior decompression  of  the  cord,  and  internal  fixation 
using  Harrington  rod  and  bone  graft.  This  report 
presents  five  cases  with  1-  to  4-year  followup,  and 
discusses  techniques. 

Simultaneous  Anterior  Release  and  Posterior  Fusion 
for  Painful  Malunion  of  Cervical  Injuries.  Christo- 
pher S.  Wilson,  MD,  Charlottesville. 

The  case  reports  of  three  patients  with  malunion  of 
cervical  fracture-dislocations  are  presented.  All  pa- 
tients had  neck  pain,  a “goose  neck”  deformity  with 
a flexed  head  carrying  position,  and  radicular  pain 
with  associated  neurological  deficit.  Flexion-exten- 
sion lateral  cervical  X rays  showed  no  motion  at  any 
of  the  injury  sites.  Two  patients,  7 and  1 1 weeks  post 
injury,  had  unsuccessful  reduction  attempts  with 
skeletal  traction,  and  since  the  third  patient  was  10 
months  post  injury,  no  reduction  was  attempted. 
With  the  radicular  pain  and  weakness,  it  was  felt  that 
all  patients  had  nerve  root  compression  at  the  level  of 
injury,  and  that  reduction  would  relieve  the  compres- 
sion. Because  of  healing  which  had  occurred,  it  was 
also  felt  that  both  anterior  and  posterior  columns 
must  be  released.  A simultaneous  anterior  release  of 
the  callus  and  disc  removal,  followed  by  posterior  re- 
duction and  fusion  with  wire  and  iliac  crest  bone 
graft,  was  done  on  a Stryker  frame.  The  frame  was 
used  for  one  week  of  postoperative  immobilization. 
All  patients  began  full  activity  with  only  Phila- 
delphia collar  support.  No  surgical  complications 


were  encountered  and  all  patients  had  pain  relief,  im- 
proved neurological  function,  improved  head  car- 
rying position  and  solid  fusion  at  the  operative  site. 

Two  Hundred  Consecutive  Total  Joint  Replacements 
Done  Under  Ultraviolet  Light.  William  S.  Ogden, 
MD,  Danville. 

From  1975  to  1979  more  than  200  total  joint  re- 
placements including  total  hips,  total  knees,  total 
shoulders,  total  wrists  and  total  ankles  were  per- 
formed at  the  Danville  Memorial  Hospital.  Of  these 
200  cases,  there  were  no  wound  infections  and  no  la- 
tent infections  with  followup  time  of  as  much  as 
three  to  three  and  a half  years.  All  cases  were  done 
under  ultraviolet  light  using  the  specifications  out- 
lined by  Darrell  Hart  and  using  the  protocol  used  at 
Duke  University  Hospital.  There  were  four  superfi- 
cial wound  infections  in  this  group  which  cleared 
with  no  wound  dehiscence  and  no  evidence  of  deep 
infection.  A discussion  of  the  use  of  ultraviolet  light 
and  its  place  in  total  joint  replacement  will  be  cov- 
ered and  methods  of  its  use  will  be  discussed. 

Selection  of  Proper  Total  Knee  Prostheses  for  De- 
formed Knees.  Curtis  V.  Spear,  Jr.,  MD,  Norfolk. 

The  orthopedist  is  occasionally  called  upon  to  per- 
form reconstructive  surgery  in  deformed  knees.  A 
completely  restrained  total  knee  replacement  may  be 
necessary,  even  though  obvious  disadvantages  are  in- 
herit with  the  selection.  Advantages  are  seen  in  the 
use  of  a semi-restrained  prosthesis,  such  as  the  total 
condylar  prosthesis,  if  it  adequately  compensates  for 
the  deformity. 

Modifications  in  technique  allow  the  total  con- 
dylar prosthesis  to  correct  moderate  varus  and  valgus 
deformities  if  the  collaterals  are  intact,  even  though 
moderate  elongation  of  the  ligament  exists.  Utiliza- 
tion of  the  versatility  of  a limited  number  of  types  of 
total  knee  replacements  facilitate  the  stocking  of 
prostheses  in  the  operating  room  and  probably  re- 
duces complications  secondary  to  poor  selection  and 
lack  of  experience  with  the  less  commonly  used  pros- 
thesis. Examples  will  be  shown  of  moderate  to 
marked  varus  and  valgus  deformities  of  the  knee 
which  have  been  treated  effectively  with  the  total 
condylar  prosthesis  as  well  as  examples  of  completely 
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restrained  total  knee  replacements  for  patients  with 
deficient  collateral  ligaments  of  the  knee. 

Posttraumatic  Epiphyseal  Closure:  Mechanisms  of 
Occurrence  and  Treatment.  MICHAEL  D.  SUSSMAN, 
MD,  Charlottesville. 

Following  trauma,  the  development  of  the  growth 
plate  may  be  impaired  by  one  of  two  general  mecha- 
nisms. The  first  is  by  creation  of  an  external  bone 
bridge,  which  tethers  subsequent  growth  of  the  plate, 
and  the  second  is  by  ischemic  injury,  which  causes 
loss  of  growth  potential  and  subsequent  bone  bridge 
formation.  When  a bone  bridge  if  formed,  this  will 
result  in  shortening,  angular  deformity,  and  joint  in- 
congruity. If  growth  is  to  be  reestablished,  then  the 
bridge  must  be  removed  and  an  appropriate  inter- 
position material  put  in  its  place  to  prevent  reforma- 
tion of  the  bridge.  These  interposition  materials  may 
be  either  artificial  in  nature  or  biologic  substances, 
such  as  fat.  One  representative  case  will  be  shown  in 
which  fat  was  successfully  used  as  an  interposition 
material  after  removal  of  a bony  bridge  which  oc- 
curred following  a fracture.  ■ 
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Immediate  vacancy  DR.  PERSONNEL 
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Chippenham  Hospital 

Tucker  Pavilion 

7101  Jahnke  Road  • Richmond.  Vircinia  23225 


South  Richmond’s  Only  Community  Hospital 


A full  range  of 
treatment... 


Air  Force.  A great  way  of  life 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff 

In  addition  to  the  wide 
spectrum  of  clinical  ex- 
perience you'll  gain,  you'll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload.  The  type  of 
medicine  you  will  practice 
is  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 

Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today’s 
physicians. 

For  complete  information 
contact: 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  V A 23225 
Call  collect: 

(804)  782-2127/29 
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This  house  with  the  fanciful  Eliza- 
bethan air  is  one  of  the  many  landmark 
homes  built  in  Buckingham  County  by 
the  Moseley  family.  Patriarch  of  this 
large  family  was  Robert  Moseley,  Sr., 
who  emigrated  to  Virginia  in  1649.  One 
of  his  sons,  Robert  Moseley,  Jr.,  mar- 
ried Magdelaine  Guerrant  of  Bucking- 
ham County;  built  there  a fine  home. 


“•Willow  Lake”;  and  sired  thirteen  chil- 
dren. His  grandson  on  the  maternal  side, 
Thomas  Moseley  Bondurant,  built  the 
house  shown  here  in  1862,  naming  it 
“Perry  Hill”  for,  some  say,  Commo- 
dore Matthew  Perry,  American  naval 
hero.  Colonel  Bondurant  gave  the  house 
to  his  daughter,  Angelina,  and  her  hus- 
band, Dr.  William  Paxton  Hall;  Dr.  Hall 


was  a graduate  of  the  University  of 
Pennsylvania  School  of  Medicine  and 
practiced  in  Buckingham  County 
throughout  his  life.  Perry  Hill  is  still  in 
family  hands;  the  current  owner  is  a di- 
rect descendant,  Alexander  Stuart  Hall. 

Pen  and  ink  drawing  by  M.  A.  Pen- 
nington, MD.  Reproduced  by  permission 
from  “ The  Courthouse  Burned — 
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“The  Courthouse  Burned — ”,  by 
Margaret  A.  Pennington  and  Loma 
S.  Scott.  Softcover,  175  pages,  177 
illustrations.  Waynesboro,  Virginia, 
Charles  F.  McClung,  Printers,  1977. 

This  book  is  a lively,  anecdotal 
tour,  by  illustration  and  text,  of  the 
architecture  of  historical  import  in 
Buckingham  County,  Virginia. 

Both  authors  live  in  Buckingham 
County.  Margaret  Pennington,  by 
profession  a physician,  is  a gifted 
artist;  with  pen  and  ink  she  has 
drawn  likenesses  of  all  the  County’s 
historical  structures  and  sites.  (With 
Dr.  Pennington’s  gracious  per- 
mission, some  of  these  drawings 
have  appeared  in  VIRGINIA  MEDI- 
CAL.) Lorna  Scott  is  a retired 
teacher  of  English;  she  has  re- 
searched and  written  provenances 
for  the  places  shown  in  these  draw- 
ings. Together  with  a preface,  draw- 
ings and  text  constitute  this  engag- 
ing book. 

The  historical  research  was  a for- 
midable task,  for  in  1869  the  Buck- 
ingham County  Courthouse  burned 
to  the  ground  and  not  a document 
was  saved.  Mrs.  Scott  has  filled  this 
historical  void  by  mining  the  memo- 
ries of  long-time  residents  and 
studying  all  family  artifacts  she 
could  unearth.  Her  text  sparkles 
with  the  personality  of  family  tales 
passed  down  through  generations 
and  is  a delightful  compliment  to 
Dr.  Pennington’s  charming  draw- 
ings. 

There  is  history  in  Buckingham 
County  that  every  American  can  re- 
late to.  Thomas  Jefferson  frequently 
visited  “Mt.  Pleasant”,  the  home  of 
his  friend,  Maj.  David  Patteson. 
Ulysses  S.  Grant  slept  in  “Clifton”, 
the  Crutes’  home  in  the  country 


near  Curdsville.  In  the  shelter  of  the 
Shepherd  family’s  “Rose  Cottage”, 
Robert  E.  Lee  camped  for  a night 
on  his  sad  journey  home  from  Ap- 
pamattox.  Peter  Francisco,  whose 
exploits  during  the  Revolutionary 
War  won  him  the  title  of  “Washing- 
ton’s One-Man  Army”,  lived  in 
Buckingham  County;  his  home, 
“Locust  Grove”,  is  pictured  in  dete- 
riorated state,  before  Francisco  heirs 
leased  it  to  undertake  reconstruc- 
tion. 

But  more  appealing  are  the  fam- 
ily names  of  local  history,  names 
still  carried  with  distinction  by  Vir- 
ginians: Cary,  Boatwright,  Ran- 
dolph, Bondurant,  Horsley,  Johns, 
Bocock,  Guerrant,  Trice,  and  many 
others.  Through  succeeding  genera- 
tions or  through  marriage,  some  of 
these  family  names  are  linked  to 
several  of  the  houses  in  the  region. 
Three  lovely  homes  are  attributed  to 
the  Patteson  family,  and  seven  re- 
late to  the  Moseley  family,  of  which 


one  is  shown  with  this  review.  A 
surprising  number  of  very  early 
houses  are  still  owned  and  occupied 
by  descendants  of  the  original  own- 
ers. 

There  are  homes  grandly  fine, 
such  as  the  landmark  mansion 
“Chellowe”,  and  there  are  homes 
modestly  small,  such  as  Susan 
Neighbors’  cabin.  A few  of  them  are 
brick,  but  most  are  of  frame  con- 
struction, usually  painted  white  with 
green  shutters  in  the  classic  Ameri- 
can style  that  expresses,  somehow, 
such  a hospitable  friendliness.  All 
are  set  invitingly  among  huge,  an- 
cient trees  and  have  handsome 
chimneys.  Many  of  them  have  slate 
roofs,  and  even  slate  ornamentation, 
for  slate  of  fine  quality  is  quarried  in 
Buckingham  County.  From  some, 
one  can  look  out  over  the  James 
River;  from  others,  one  can  see  the 
Blue  Ridge  Mountains;  yet  others 
give  only  onto  the  beautiful  Virginia 
countryside,  which  is  view  enough 
for  anyone.  These  are  pastoral 
homes  that  make  the  urban  dweller 
yearn  for  serene  and  open  space. 

The  authors  document  not  only 
houses  but  taverns,  churches,  stores, 
schools — all  the  county’s  structures 
allied  to  history.  It  is  a remarkable 
feat,  the  more  so  in  that  both  draw- 
ings and  text  are  everywhere  illumi- 
nated by  the  authors’  felt  pride  in 
their  home  county.  Virginia’s  archi- 
vists are  greatly  indebted  to  them, 
and  so  is  the  lay  reader. 

The  book  may  be  ordered  from 
Dr.  Pennington,  whose  address  is 
PO  Box  45,  Buckingham  VA  23921. 
The  price  is  $16.50,  which  includes 
handling  and  postage.  A.G. 

Map  by  permission  of  the  artist,  John 
T.  Ailor,  and  the  Richmond  Times-Dis- 
patch. 
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Surgery  and  the  Second  Opinion 


THE  Second  Surgical  Opinion  programs  as  now 
proposed  by  the  Department  of  Health,  Educa- 
tion and  Welfare  and  various  insurance  companies 
give  reasons  for  concern  by  the  lay  and  medical  com- 
munity. 

Several  limited  and  short-term  studies  showed  that 
anywhere  from  17-27%  of  the  recommendations  for 
surgery  were  not  confirmed  by  a second  opinion.  On 
the  basis  of  these  studies  accusations  have  been  made 
that  millions  of  dollars  are  being  spent  and  thou- 
sands of  lives  lost  in  this  country  because  of  unneces- 
sary surgery. 

In  May  of  1978,  HEW  announced  a nationwide 
Second  Surgical  Opinion  Program  on  a voluntary 
basis.  Toll-free  “hot  lines”  have  been  instituted  to 
supply  the  names  of  physicians  from  whom  second 
opinions  can  be  obtained.  It  would  seem  from  this 
action  that  the  Department  has  strong  evidence  to 
support  this  effort.  On  the  contrary,  however,  there 
are  glaring  deficiencies  in  the  programs  from  which 
these  actions  have  evolved. 

The  purpose  of  second  surgical  opinion  programs 
is  to  reduce  cost  and  improve  patient  care,  but  at  the 
present  time  evidence  is  not  available  to  support  the 
claim  that  either  of  these  events  occurs.  It  is  assumed 
that  the  second  opinion  is  always  the  correct  one 
when  surgery  is  not  advised.  No  information  is  given 
on  the  number  of  times  that  the  second  opinion  ad- 

Presented  before  the  Virginia  Chapter,  American  Col- 
lege of  Surgeons,  of  which  Dr.  Wilhelm  is  president,  at  its 
meeting  March  23,  1979,  in  Charlottesville,  Virginia. 
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vised  surgery  when  the  first  did  not.  In  this  case, 
would  the  second  opinion  still  be  the  correct  one?  In- 
formation is  not  available  as  to  what  happens  to  the 
patient  whose  need  for  an  operation  is  not  confirmed 
by  the  second  opinion.  Does  this  patient  have  to  take 
medications  for  years?  Does  the  patient  later  require 
the  surgery  previously  advised  but  not  confirmed? 
What  is  the  effect  on  the  patient’s  health  as  a result  of 
the  nonconfirming  opinion? 

Claims  that  large  sums  of  money  have  been  saved 
by  these  programs  are  hard  to  support  by  accurate 
accounting  efforts.  Because  of  the  lack  of  followup 
information,  we  do  not  know  what  the  program  itself 
costs.  How  much  additional  cost  resulted  from  fur- 
ther study  of  the  patient?  How  much  was  spent  on 
continued  medical  care  when  surgery  was  not  under- 
taken? How  many  of  these  individuals  later  had  sur- 
gery, thus  adding  to  the  overall  expense?  Unfortu- 
nately, these  facts  are  not  available  and  the 
Department  of  Health,  Education  and  Welfare  itself 
recognizes  this.  In  May  and  August  of  1978  it  funded 
two  programs  (New  York  and  Michigan)  at  the  cost 
of  1 million  dollars  to  study  the  effectiveness  of  sec- 
ond surgical  opinion  programs,  both  from  the  stand- 
point of  cost  and  patient  care.  It  is  regrettable,  how- 
ever, that  the  national  program  was  started  the  same 
month  the  grants  for  these  studies  were  made  and  be- 
fore any  data  was  available. 

Cost  effectiveness  is  important  in  utilizing  health 
care  resources  but  the  quality  of  patient  care  should 
not  be  forgotten.  In  accredited  hospitals  there  are  al- 
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ready  in  existence  many  safeguards  to  assure  patient 
protection.  Consultations  are  advised  and  required  in 
complicated  and  unusual  cases.  Tissue  committees  re- 
view all  the  reports  on  tissue  removed  in  operations 
and  attest  to  the  appropriateness  of  the  operation. 
Audit  committees  continually  review  patient  records 
judging  treatment  given  against  a set  of  recognized 
standards. 

The  fact  that  only  2-3%  of  patients  have  utilized 
second  surgical  opinions  on  a voluntary  basis  attests 
to  their  faith  that  the  already  existing  methods  of  as- 
sessment are  protecting  their  interests. 

As  surgeons,  we  offer  the  following  suggestions  as 
assuring  the  greatest  protection  for  the  patient:  1)  In- 
creased emphasis  should  be  put  on  patient  education 
and  physician-patient  communication.  An  enlight- 
ened society  and  a communicating  physician-patient 
relationship  is  the  best  protection  against  unnecessary 
and  incompetent  performance  in  any  area  of  health 
care.  2)  Followup  outcome  data  should  be  gathered 
and  honestly  presented  so  that  valid  conclusions  can 
be  made  regarding  the  effectiveness  of  second  surgi- 
cal opinion  programs  from  the  standpoint  of  cost  ef- 
fectiveness and  good  patient  care.  3)  Any  second  sur- 
gical opinion  programs  must  utilize  the  services  of 
qualified  specialists  in  the  area  in  question.  All  infor- 


mation relating  to  the  patient  such  as  laboratory 
studies,  history,  physical  examinations,  and  so  forth 
should  be  available  to  the  consulting  physician  to  as- 
sure the  best  possible  second  opinion.  4)  The  contin- 
ued use  of  audits  based  on  carefully  developed  de- 
fendable  criteria  are  the  best  methods  of  evaluating  a 
physician’s  performance,  continuing  his  education, 
and  assuring  the  highest  quality  of  patient  care  in  a 
cost  effective  manner. 

It  is  absolutely  proper  that  constructive  monitoring 
of  all  aspects  of  patient  care  continue.  Competent 
surgeons  endorse  this  concept  and  continue  to  work 
to  assure  this  goal.  Hastily  conceived  programs  with- 
out a sound  basis  will  lead  to  doubt,  confusion  and 
inconvenience  to  patients  and  should  not  be  insti- 
tuted. 

Morton  C.  Wilhelm,  MD 

920  East  High  Street 
Charlottesville  VA  22901 

1.  Grafe  W,  McSherry  C,  Finkel  M et  al:  The  elective  sur- 
gery Second  Opinion  Program.  Ann  Surg  188:323-330, 
1978 

2.  Lance  R,  Haug  J:  An  update  on  second  surgical  opinion 
programs.  Bull  Am  Coll  Surg  63:26-34,  1978 

3.  Moore  F:  What  to  do  when  physicians  disagree  (edito- 
rial). Arch  Surg  113:1397-1400,  1978 
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Frank  E.  Handy,  MD 

Dr.  Frank  Elmore  Handy,  general  practitioner  in 
Appalachia,  Virginia,  for  more  than  50  years  before 
his  retirement  in  1973,  died  March  22  at  the  North 
Little  Rock  Veterans  Hospital,  Crossed,  Arkansas. 
He  was  84. 

Dr.  Handy  earned  his  medical  degree  at  the  Medi- 
cal College  of  Virginia  and  trained  at  the  Toms 
Creek,  Virginia,  Hospital.  In  1959  he  was  named 
Wise  County’s  Outstanding  Citizen,  and  in  1965  The 
Medical  Society  of  Virginia  gave  him  its  annual  Phy- 
sician Award  for  Community  Service,  which  recog- 
nized his  several  terms  on  the  Appalachia  Town 
Council  and  his  generous  volunteer  services  over  the 
years  to  the  region  around  Appalachia. 

Dr.  Handy  had  belonged  to  The  Medical  Society 
of  Virginia  for  55  years  and  was  a member  as  well  of 
the  Wise  County  Medical  Society  and  the  American 
Medical  Association. 

Alton  C.  Echols,  MD 

Dr.  Alton  Coles  Echols,  general  practitioner  in 
Purcellville,  died  March  7 at  Loudoun  Memorial 
Hospital,  Leesburg,  at  the  age  of  75.  He  had  been 
both  president  and  secretary  of  the  Loudoun  County 
Medical  Society. 

Born  in  Blackstone,  Virginia,  Dr.  Echols  was  edu- 
cated at  William  and  Mary  and  Randolph-Macon 
Colleges  before  earning  his  medical  degree  at  the 
Medical  College  of  Virginia.  He  had  belonged  to  The 
Medical  Society  of  Virginia  32  years. 

John  H.  Reed,  Jr.,  MD 

Dr.  John  Hobart  Reed,  Jr.,  Richmond,  a former 
Presbyterian  medical  missionary  to  China,  died  April 
5 at  a Richmond  hospital.  He  was  75  years  old. 

Dr.  Reed  was  graduated  from  Hampden-Sydney 
College  in  1928  and  then  earned  his  medical  degree 
at  the  Medical  College  of  Virginia,  serving  his  resi- 
dency there  also.  He  went  to  China  in  1931  under  the 
auspices  of  the  Southern  Presbyterian  Mission  Board 
and  was  in  charge  of  the  Mission  Hospital  at  Hai- 
kow,  China,  when  World  War  II  began.  He  and  his 
family  were  interned  by  the  Japanese  in  1941-1942, 
and  after  repatriation  Dr.  Reed  joined  the  McGuire 
Clinic,  Richmond,  where  he  was  on  the  surgical  staff 


for  30  years.  His  membership  in  The  Medical  Society 
of  Virginia  spanned  41  years. 

Edward  Turner  Ames,  MD 

Dr.  Edward  Turner  Ames,  Montross,  died  April  19 
at  the  age  of  83.  He  had  practiced  medicine  in  West- 
moreland County  for  47  years  before  retiring  in  1967. 

A native  of  Accomack  County,  Virginia,  Dr.  Ames 
was  graduated  from  the  Medical  College  of  Virginia 
in  1917  and  trained  at  Stuart  Circle  Hospital,  Rich- 
mond. He  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  57  years  and  in  1967  was  given 
the  Society’s  Physician  Award  for  Community  Serv- 
ice. 

Henry  F.  Mohrman,  MD 

Dr.  Henry  Frederick  Mohrman,  Orange,  died  of 
cancer  on  April  18  at  the  age  of  57.  A general  practi- 
tioner, Dr.  Mohrman  was  graduated  from  the  Uni- 
versity of  South  Carolina  Medical  College  and  prac- 
ticed medicine  in  Madison  County,  Virginia,  for  two 
years  before  establishing  his  practice  in  Orange  in 
1953.  He  was  a member  of  both  The  Medical  Society 
of  Virginia  and  the  American  Medical  Association. 

J.  H.  Yeatman,  MD 

Dr.  Julian  Howard  Yeatman,  general  practitioner 
since  1930  in  Fork  Union,  Fluvanna  County,  and 
longtime  physician  at  Fort  Union  Military  Academy, 
died  March  22.  He  was  73  years  old.  A graduate  of 
the  College  of  William  and  Mary  and  the  Medical 
College  of  Virginia,  Dr.  Yeatman  had  been  a mem- 
ber of  The  Medical  Society  of  Virginia  for  43  years 
and  belonged  also  to  the  American  Academy  of 
Family  Physicians  and  the  American  Medical  Asso- 
ciation. 

Memoir  of  Joseph  J.  Waff  II 
1891-1979 

On  January  23,  1979,  the  Rockingham  Medical 
Society  and  the  town  of  Shenandoah,  Virginia,  lost  a 
true  friend  in  the  person  of  Dr.  Joseph  Judson  Waff 
II.  Dr.  Waff  was  born  on  January  9,  1891  in  McRae, 
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Georgia,  the  son  of  the  late  J.  J.  and  Sally  P.  Waff. 
He  attended  Wake  Forest  University  and  graduated 
with  a degree  in  medicine  from  the  University  of 
Maryland  in  1917. 

The  following  tribute  was  paid  to  Dr.  Waff  in  his 
University  of  Maryland  medical  school  annual:  “A 
gentleman  in  every  sense  of  the  word,  a man  of  high- 
est character  and  noblest  instinct.  It  is  but  natural 
that  we  should  all  honor  and  love  him,  the  one  man 
in  his  class  whom  no  one  ever  knocks.  Having  a most 
brilliant  and  versatile  mind,  he  is  sure  to  make  a 
name  for  himself  in  his  chosen  work.”  A colleague 
has  said  of  Dr.  Waff  that  when  he  sent  a patient  to 
the  hospital  with  a provisional  diagnosis,  one  had 
better  listen,  for  Dr.  Waff  was  rarely  wrong. 

The  town  of  Shenandoah  surprised  Dr.  Waff  some 
years  ago  with  a “This  Is  Your  Life”  program,  and 
he  was  presented  at  that  time  with  a Ruritan  Citizen- 
ship award.  Dr.  Waff  could  have  retired  years  ago, 
but  he  chose  to  stay  in  Shenandoah  and  practice 
medicine  until  almost  the  time  of  his  death.  His  life 
represented  a standard  of  ethics  to  which  all  profes- 
sionals should  strive.  A mild  mannered,  rather  shy 
person,  he  did  not  seek  fame  or  fortune.  He  sought 
only  to  help  human  beings,  utilizing  his  potential  to- 
ward that  goal. 

Dr.  Waff  was  married  to  the  former  Mary  E.  Hop- 
kins in  1935,  and  they  have  one  son.  Dr.  Joseph  J. 
Waff  III,  a practicing  dentist  in  Charlottesville. 

After  over  60  years  of  continuous  practice,  56  of 
which  were  in  the  town  of  Shenandoah,  Virginia,  we 
mourn  the  death  of  a colleague  and  truly  fine  friend. 

Prepared  and  published  at  the  requests  of  the  Rock- 
ingham County  Medical  Society. 


Memoir  of  R.  D.  Butterworth 
1905-1978 

By  Beverley  B.  Clary,  MD 

Dr.  R.  D.  Butterworth,  known  to  all  of  his  friends 
as  “Jug”,  died  of  a heart  attack  on  Thursday,  Decem- 
ber 28,  1978,  at  his  home  at  the  age  of  73.  He  had 
been  a member  of  the  Richmond  Academy  of  Medi- 
cine for  43  years,  and  served  as  its  president  in  1955. 

Jug  was  born  in  Dinwiddie  County  and  graduated 
from  Randolph  Macon  College  in  1928,  where  he 


was  elected  to  ODK,  and  from  the  Medical  College 
of  Virginia  in  1931,  where  he  was  elected  to  the 
Brown  Sequard  Society,  which  became  a chapter  of 
AOA  in  1941. 

He  interned  at  Johnston-Willis  Hospital  and  the 
Mercy  Hospital  of  Baltimore  and  joined  Dr.  H.  Page 
Mauck  in  the  practice  of  orthopaedic  surgery  in 
1934.  He  was  very  active  on  the  teaching  staff  of 
MCV  until  May,  1942,  when  he  was  called  to  active 
service  with  the  45th  General  Hospital,  with  which 
he  served  until  October,  1945,  first  at  Camp  Lee,  then 
in  Rabat,  French  Morocco,  in  Naples,  Italy  and  at 
Bari,  Italy.  At  first  he  was  Assistant  Chief  of  the  Or- 
thopaedic Service  and  in  September,  1943,  he  took 
on  the  added  duties  of  Assistant  Chief  of  the  Surgical 
Service.  His  performance  in  all  of  these  activities  was 
outstanding  and  he  set  a wonderful  example  for 
those  associated  with  him.  His  sense  of  duty  was  so 
great  that  he  never  took  time  off  for  relaxation  except 
under  direct  orders  from  Guy  Horsley,  who  was 
Chief  of  Surgical  Service. 

After  World  War  II,  he  returned  to  civilian  prac- 
tice with  Dr.  Mauck.  He  became  a certified  ortho- 
paedic surgeon  in  January,  1948,  and  a member  of 
the  American  Academy  of  Orthopaedic  Surgery  in 
1949.  He  continued  his  interest  in  training  young 
men  in  the  residency  program  at  the  Medical  College 
of  Virginia  and  at  the  McGuire  Veteran’s  Hospital, 
as  well  as  working  at  the  Crippled  Children’s  Hospi- 
tal for  many  years.  He  was  always  a keen  observer  of 
people  and  events,  and  emphasized  the  importance 
of  these  factors  in  practice.  He  urged  all  of  us  to 
avoid  prolonging  operations  to  lessen  the  chance  of 
infection. 

Jug  was  Chief  of  Orthopaedics  from  1955  to  1970 
at  Johnston-Willis  Hospital  and  was  Chief  of  Staff 
from  1969  to  1972.  He  served  as  the  President  of  the 
Board  of  Directors  of  the  Hospital  from  1967  to  1971. 

He  was  a member  of  numerous  organizations,  in- 
cluding The  Medical  Society  of  Virginia,  the  South- 
ern Medical  Association,  the  Virginia  Orthopaedic 
Society,  and  the  Orthopaedic  Guild.  He  was  a Fellow 
of  the  American  Academy  of  Orthopaedic  Surgeons 
and  of  the  American  College  of  Surgeons.  He  was  a 
fine  Christian  gentleman  and  an  outstanding  ortho- 
paedist. His  loss  is  felt  by  all  of  us. 

Prepared  and  published  at  the  request  of  the  Rich- 
mond Academy  of  Medicine. 
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LOANS  to  Professionals — Loans  now  available  to  physi- 
cians and  physicians-in-training.  Consolidate  debts  or  any 
purpose  loans.  Also  loans  to  executives.  To  $50,000  or 
more,  unsecured,  no  collateral  necessary.  Also  second 
mortgages  available  to  $25,000  or  more.  For  information 
call  A.  Clayton  Rieder,  Financial  Consultant,  80  Circle 
Drive,  Syosset  NY  11791,  (516)  935-1234. 

FELLOWSHIP  POSITION  available  for  two  years  of 
post-residency  training  for  clinicians  interested  in  health 
services  research  as  Veterans  Administration  scholar  in 
the  Robert  Wood  Johnson  Clinical  Scholars  Program. 
Write  Martha  Barker,  Wing  B,  Box  5,  207H,  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill  NC  27514. 


TECHNICAL  WRITING,  editing  and  proofreading:  Sum- 
mit Consultants  would  like  to  help  you  prepare  your  medi- 
cal manuscripts  for  publication.  Contact  Mark  A.  Lofgren, 
Summit  Consultants,  Box  181,  Virginia  Beach  VA  23458, 
telephone  (804)  428-8500. 

Make  your  Williamsburg 
meeting  the  best  in  history. 

We  can  revolutionize  your  meeting  plans  for  up  to  500  with  everything  from  personalized  service 
to  video  tape  equipment,  lighted  tennis,  saunas,  live  entertainment,  and  nearby  golf— all  just  two  min- 
utes from  Colonial  Williamsburg  and  The  Old  Country/Busch  Gardens.  For  free  planning  booklet, 
write  lohn  I.  Corbin,  Box  KE,  Williamsburg, Va.  23185.  Or  call  collect:  804-220-2250. 


STAFF  PHYSICIAN 

Opening  for  two  qualified  MDs  with  Virginia  li- 
censes (general  practice,  internal  medicine,  or  re- 
lated field)  with  the  Hiram  Davis  Medical  Center, 
Petersburg,  Virginia.  This  is  a modern,  100-bed, 
JCAH-approved,  acute  medical/surgical  hospital 
which  serves  mentally  ill,  mentally  retarded,  and  ger- 
iatric patients.  Excellent  benefits:  malpractice  insur- 
ance, vacation,  retirement,  etc.  Salary:  $26,800  to 
$45,300.  Please  send  resume  to  G.  W.  Link,  MD, 
Chief  of  Staff,  PO  Box  4030,  Petersburg  VA  23803, 
or  caU  (804)  861-7112. 

An  Equal  Opportunity  Employer. 


DIRECTOR,  ALCOHOLISM  CLINIC 
FACULTY  APPOINTMENT 

The  Medical  College  of  Virginia/Virginia  Common- 
wealth University  and  the  Virginia  Department  of 
Mental  Health  and  Mental  Retardation  are  seeking 
a qualified  medical  director  to  assume  responsibility 
for  the  administration,  program  development,  and 
coordination  of  services  for  a 40-bed  alcoholism 
clinic  providing  inpatient  treatment  and  selective 
outpatient  followup  care.  Overall  supervision  and 
coordination  of  rehabilitative,  medical,  social,  cleri- 
cal, student  and  volunteer  staff.  Opportunity  for 
teaching,  training,  and  research  relevant  to  program 
needs.  Stimulating  professional  and  academic  envi- 
ronment. Faculty  appointment  with  the  MCV  School 
of  Medicine,  excellent  benefits,  salary  negotiable 
based  on  training  and  experience.  Send  curriculum 
vitae  by  June  30,  1979,  to:  Personnel  Office,  Dept  of 
MH  & MR,  PO  Box  1797,  Richmond  VA  23214 
An  Equal  Opportunity  Employer 
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WHO’S  WHO 


Dr.  Sam  D.  Graham  climbed 
aboard  a plane  at  the  Staunton,  Vir- 
ginia, airport  the  middle  of  last 
month  and  flew  to  New  York.  There 
he  was  installed  as  president  of  the 
American  Urological  Association. 
The  elevation  pleased  him,  of 
course,  but  he  wasn’t  alarmed  by  the 
prospective  administrative  responsi- 
bilities. After  all,  he  isn’t  exactly  in- 
experienced as  a leader. 

Mayor  of  Staunton  for  four  years. 
Past  president  of  the  Mid-Atlantic 
Section  of  the  AUA.  Past  president 
of  Staunton’s  Kiwanis  Club,  during 
which  tenure  he  initiated  a city-wide 
recreational  program  for  youngsters 
that  went  far  beyond  the  Club’s  tra- 
ditional Little  League  sponsorship 
and  was  such  a success  that  it  has 
grown  into  a year-round  program. 
Founder  of  a Boy  Scout  troop.  Past 
president  of  the  medical  staff  of 
King’s  Daughters’  Hospital  in 
Staunton,  and  the  only  physician 
ever  elected  to  its  board  of  trustees. 
Board  service,  too,  for  Stuart  Hall,  a 
private  girls’  school  in  Staunton. 
Chairman  of  the  finance  committee 
of  the  Southwest  Diocese,  Pro- 
stestant  Episcopal  Church,  and 
chairman  also  of  the  year-long 
fund-raising  drive  for  Westmister 
Canterbury  House  in  Lynchburg,  an 
Episcopal  facility  for  the  aged. 

A descendant  of  early  Scottish 
settlers,  Sam  Graham  was  born  in 
Norton,  Virginia,  and  reared  in 
nearby  Wise,  where  he  went  to  high 
school.  He  was  graduated  from  the 
University  of  Virginia,  then  went  on 
to  its  School  of  Medicine,  finishing 
in  1946.  Internship  took  him  to  the 
US  Navy  Hospital,  Philadelphia, 
and  he  was  there  thrown  into  an  un- 
expected breach  as  chief  of  physical 
medicine  and  rehabilitation.  Three 


years  later,  when  he  left  Phila- 
delphia, rehabilitation  had  become 
a dedication — and  thereby  is  he  a 
urologist  apart,  for  it  is  a field  most 
urologists  view  with  diffidence  if  not 
distaste.  “Talk  to  a urologist  about 
kidney  stones  and  he’ll  hang  on 
your  every  word,”  he  says.  “But 
speak  of  rehabilitation,  and  his 
mind  wanders  far,  far  away.”  No 
wonder.  Urological  rehabilitation  is 
terribly  long-term,  tedious,  dis- 
couraging work. 

After  surgical  residency  at  the 
Beckley,  West  Virginia,  Hospital 
and  urological  residency  at  his  alma 
mater,  he  settled  in  Staunton — and 
there,  but  a few  miles  away  at  Fish- 
ersville,  was  the  Woodrow  Wilson 
Rehabilitation  Institute,  the  first 
such  facility  of  its  kind  in  the  coun- 
try. At  once  Dr.  Graham  began 
working  at  the  Institute,  and,  as  the 
only  urologist  on  staff  from  1953  to 
1975,  he  became  a certain  pillar  of 
the  Institute’s  medical  strength. 
From  the  White  House,  in  1967, 
came  a Presidential  Citation,  and  in 
1977  the  Virginia  Rehabilitation  As- 
sociation honored  him  with  its  Roy 
M.  Hoover  Award. 


Sam  Graham’s  need  for  com- 
mitment carries  over  to  his  family; 
no  matter  the  pressures,  he  manages 
to  clear  supportive  spaces  for  his 
wife,  the  former  Jane  O’Neill  of 
Charlottesville,  and  his  children. 
Two  sons  and  a daughter  are  follow- 
ing him  in  medicine:  Sam  Dixon 
Graham,  Jr.,  is  a resident  in  urology 
at  Duke  University;  Richard  War- 
wick Graham  is  in  the  1979  gradu- 
ating class  at  the  Medical  College  of 
Virginia;  and  Sallie  Trigg  Graham 
is  a registered  nurse  at  St.  Luke’s 
Hospital,  Houston,  Texas.  A third 
son,  Gordon  Craig  Graham,  is  a 
urological  supply  company  repre- 
sentative. 

But  he  can’t  seem  to  create  as 
much  time  as  he’d  like  for  his  favor- 
ite therapy,  golf.  A tall  man  with  the 
rangy  movement  of  a basketball 
player — which  indeed  he  once  was, 
for  the  University  of  Virginia  var- 
sity, Dr.  Graham  relishes  a vigorous 
game  of  golf  and  is  a 12-handi- 
capper.  He  thought  he  might  create 
more  golfing  time  by  bringing  in  an 
associate.  Dr.  Phillips  R.  Bryan,  Jr., 
whom  he  had  watched  “coming 
along”  under  his  professorship  at 
the  University  of  Virginia  School  of 
Medicine.  But  the  practice  only  bur- 
geoned the  more,  and  golf  remains 
an  elusive  pleasure.  He  could,  of 
course,  cut  back  on  the  Good 
Deeds,  but  that’s  not  likely:  They 
are  his  subspecialty.  A.  G. 
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Dennis  Sutton 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 
and  its  COMPONENT  SOCIETIES 

Sponsored 

INSURANCE  PLANS 

for  Members  and  their  Families 


6.  EXCESS  MAJOR  MEDICAL  PLAN 
($250,000) 

■ Pays  100%  of  most  medical  expenses  up  to 
$250,000  after  satisfaction  of  $15,000, 
$25,000  or  $50,000  deductible. 

7.  IN-HOSPITAL  EXPENSE  PLAN* 

Benefits  paid  to  you 

■ Daily  benefits  of  up  to  $100  are  payable  to 
you  for  each  day  you  or  your  dependents 
are  hospital  confined.  Increased  benefits  for 
Cancer  and  Intensive  Care  are  also  included. 


1.  LIFE  INSURANCE* 

■ Member  limits  increased  to  $250', 000 

■ Spouse  limits  also  increased  to  $250,000 

■ Reduced  premiums. 

2.  DISABILITY  INCOME 


Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

■ Benefits  increased  to  $4,000  per  month  for 
first  two  years  of  disability — $2,000  per 
month  thereafter. 

■ New  Cost  of  Living  Adjustment 

3.  MAJOR  MEDICAL  INSURANCE 

($100,000)* 

■ Maximum  Limit  increased  to  $100,000  with 
100%  payable  after  insured  has  incurred 
$25,000  of  expenses. 

■ Room  and  Board  Benefits  increased  to  80% 
of  $125. 

■ Medicare  Supplement  now  available. 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  are 
disabled 

■ Benefits  now  available  up  to  $5,040  per 
month  with  new  up-to-date  plan  design. 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE* 

■ Up  to  $500,000  now  available  to  members. 

■ Benefits  now  offered  to  all  family  members. 

*Also  available  to  employees  of  members. 


8.  CANCER  EXPENSE  INSURANCE 

| New  plan  offered  strictly  to  combat  the 
high  cost  of  treating  Cancer. 

9.  EMPLOYEE  DISABILITY 

Pays  your  employee  an  income  when 
disabled 

■ Benefits  available  up  to  $800  per  month  for 
up  to  one  year  of  disability. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 

IN  ROANOKE 
PHONE  344-5000 

DAVID  A.  DYER 
& ASSOCIATES 

Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
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Dr.  Brown  Reflects 
On  the  Blues 

BLUE  SHIELD,  as  we  know,  was  started  by  phy- 
sicians and,  over  the  years,  has  been  managed 
by  a board  of  directors  with  a physician  majority.  Its 
purpose,  to  allow  for  budgeting  for  the  expenses  of 
catastrophic  illness,  was  commendable,  and  met 
with  unexpected  and  tremendous  approval  by  the 
public. 

Blue  Shield  pioneered  and  promoted  fees  for  phy- 
sicians based  on  what  was  actually  being  charged  in 
the  communities,  and  strove  for  periodic  and  equi- 
table adjustments  of  fees  in  line  with  inflation  and 
changing  times.  Until  the  advent  of  the  Blues  and 
their  fee  policies,  insurance  companies  doing  busi- 
ness in  medical  and  hospital  insurance  had  unrealis- 
tic and  often  demeaning  fee  schedules,  and  often  no 
practical  reference  for  adjustment  of  these  fees.  But 
for  the  example  and  the  competition  of  the  Blues, 
physicians  too  young  to  remember  the  fixed-fee 
schedules  of  the  big  insurance  companies  would  be 
receiving  only  fractions  of  their  equitable  fees  for 
medical  and  surgical  procedures,  and  would  be  turn- 
ing to  the  patient  for  collection  of  a major  portion  of 
each  fee. 

I have  been  told  that  an  early  Physician  Blue 
Shield  Board  passed  a resolution  that  there  be  no 
Blue  Shield  contracts  without  a deductible.  Sub- 
scriber pressure,  especially  through  the  unions,  and 
the  competition  of  the  large  insurance  companies 
(that  rushed  in  to  get  the  business  by  offering  first 
dollar  coverage),  caused  the  Board  to  rescind  this  res- 
olution. 

I think  this  was  unfortunate  because,  if  the  deduct- 
ible policies  had  been  allowed  to  continue,  the  sub- 
stantial difference  in  premium  made  possible 
thereby  would  have  made  the  Blues  coverage  even 
more  attractive  than  it  was  and  has  continued  to  be, 
thanks  to  its  good  management  and  low  overhead. 
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Today,  however,  some  government  groups  are 
questioning  the  traditional  relationship  between  phy- 
sicians and  Blue  Shield  Plans. 

The  Federal  Trade  Commission,  from  its  inception 
until  recently,  had  confined  its  regulation  to  the 
trades.  During  these  years,  the  professions,  the  public 
and  the  government  felt  that  the  professions  were 
adequately  controlled  by  the  professional  regulation 
boards  and  the  laws  promulgated  by  each  state.  More 
recently,  the  FTC  has  begun  to  investigate  and  con- 
trol the  professions,  including  medicine.  Court  rul- 
ings in  Several  areas  seem  to  uphold  the  right  of  the 
FTC  to  impinge  its  opinions  upon  the  professions. 
Because  of  these  rulings  and  opinions  what  is  written 
here  today  may  be  out  of  date  before  it  is  printed. 

Even  aside  from  the  effects  of  FTC  rulings,  some 
physicians  see  a schism  developing  between  the  Blues 
and  the  medical  profession.  Certainly,  complaints  are 
heard  on  every  side.  Despite  all  the  complaints,  it  is 
my  opinion  that  there  is  nothing  immediately  avail- 
able or  on  the  horizon  that  can  compare  with  the  ad- 
vantages that  Blue  Shield  offers  to  both  patients  and 
physicians,  so,  for  now,  it  is  my  feeling  that  we 
should  participate  and  we  should  express  our  views 
individually  with  the  lay  and  professional  members 
of  the  Blue  Shield  board. 

As  our  AMA  President,  Dr.  Tom  Nesbitt,  has  ad- 
vised, we  should  moderate  our  fee  increases  and  we 
should  work  toward  deductibles  and  co-insurance,  so 
that  each  individual  who  uses  Blue  Cross  and  Blue 
Shield  would  have  some  stake  in  the  costs  incurred. 

We  should,  above  all,  remember  the  benefits  that 
we  all  enjoy  because  of  the  hard  work  of  the  early 
physician  board  members  in  developing  and  estab- 
lishing the  Blue  Cross  and  Blue  Shield  system. 

Raymond  S.  Brown,  MD,  Past  President, 
The  Medical  Society  of  Virginia. 


The  Medical 
Society 
of  Virginia 

President 

Charles  E.  Davis,  Jr,,  MD 

Norfolk 

President-Elect 
George  M.  Nipe,  MD 
Harrisonburg 

Executive  Vice-President 

Robert  I.  Howard 

Richmond 

Speaker  of  the  House 

K.  K.  Wallace,  Jr.,  MD 

Virginia  Beach 

COUNCILORS 

First  District 

Harold  L.  Williams,  MD 

Newport  News 

Second  District 
Gervas  S.  Taylor,  Jr.,  MD 

Norfolk 

Third  District 

Charles  M.  Caravati,  Jr.,  MD 

Richmond 

Fourth  District 

Gordon  G.  Birdsong,  MD 

Franklin 

Fifth  District 

Girard  V.  Thompson,  Sr.,  MD 

Chatham 

Sixth  District 

William  W.  S.  Butler  III,  MD 

Roanoke 

Seventh  District 

Robert  C.  Green,  Jr.,  MD 

Winchester 

Eighth  District 

Harry  C.  Kuykendall,  MD 

Alexandria 

Ninth  District 

Robert  V.  Gailliot,  MD 

Marion 

Tenth  District 
C.  Barrie  Cook,  MD 

Falls  Church 


VOLUME  106 


VIRGINIA  MEDICAL/JULY.  1979 


491 


Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Fevi 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 

THINK  RMSF 


REMEMBER 


j the  first  symptoms  are: 


SEVERE  HEADACHE 

FEVER 

MYALGIA 


When  the  rash  appears,  it's  getting  late- 

■ 

This  message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  Virginia 

__ » IMS ■ 


LETTERS 

TOTHE 

EDITOR 


Applause,  Applause 
For  “Unfavorite  Things” 

In  the  lexicon  of  radiology,  I hope  you  will  apply 
your  last  paragraph  of  “A  Few  of  My  Unfavorite 
Things”'  to  “dyes”,  when  it  should  be  contrast  mate- 
rial; to  “shadows”,  which  are  never  cast  by  a photon; 
and  to  “flat  plates”  of  anything. 

I enjoyed  your  writing. 

John  A.  Martin,  MD 

2307  Crystal  Spring  Avenue 
Roanoke  VA  24014 

1.  Thompson  WTTjr:  A few  of  my  unfavorite  things  (edi- 
torial). Va  Med  106:  404-406,  1979 

As  a state  medical  journal  editor,  I share  your  con- 
cern about  unfavorite  things.  The  other  day,  wander- 
ing through  the  halls  of  a medical  school,  I saw  a sign 
announcing  a seminar  on  medical  ethics  entitled, 
“Euthanasia,  a Viable  Option?”  I don’t  know 
whether  someone  was  attempting  awkward  humor 
and  failing  or  thanatologists  were  having  trouble 
with  their  homiletics. 

Your  reference  to  “TURP”  forced  me  to  my  dic- 
tionary, where  I found  “turpitude”,  defined  as  inher- 
ent baseness.  The  other  turp  word  in  my  dictionary 
was  “turpentine”.  I couldn’t  quite  develop  a relation- 
ship or  interaction  or  figure  out  a way  to  tell  it  like  it 
is  about  these  words  and  turp.  Perhaps  all  of  them 
can  be  included  in  a new  space  called  the  prostate 
area. 

Carry  on  the  good  work. 

John  H.  Felts,  MD 
Editor,  North  Carolina  Medical  Journal 
300  South  Hawthorne  Road 
Winston-Salem  NC  27103 


Congratulations  on  the  superb  discussion  of  “A 
Few  of  My  Unfavorite  Things”.  I could  not  agree 
more.  Doubtless  you  have  seen  Nick  Christy’s  contri- 
bution1 to  a recent  issue  of  the  New  England  Journal 
of  Medicine  in  a similar  vein. 

Richard  Crampton,  MD 

University  of  Virginia  School  of  Medicine 
Charlottesville  VA  22908 

1.  Christy  NP:  English  is  our  second  language  (editorial). 
N Eng  J Med  300:979-981,  1979 

I so  enjoyed  reading  your  editorial  on  “A  Few  of 
My  Unfavorite  Things”  that  I felt  compelled  to  write. 
It  is  the  most  delightful  article  since  the  “Med-speak” 
article  in  the  New  England  Journal  of  Medicine.  Keep 
up  the  good  work. 

James  C.  M.  Chan,  MD 

Box  822,  MCV  Station 
Richmond  VA  23298 


Your  recent  editorial,  “A  Few  of  My  Unfavorite 
Things,”  struck  a responsive  chord  and  to  such  an 
extent  that  I would  like  to  volunteer  my  services  in 
the  cause.  In  return  for  which  I would  like  an  oppor- 
tunity to  ventilate  a bit.  It  would  have  a distinct  ther- 
apeutic value. 

You  recoil  at  the  use  of  “surgerize”  with  justifica- 
tion. My  own  strong  antipathy  is  directed  to  the  may- 
hem that  has  been  been  inflicted  on  a fine  old  noun, 
“structure”.  In  the  course  of  my  formal  education,  it 
was  taught  that  “structure”  was  a noun — and  only  a 
noun.  As  a noun  it  was  also  thought  to  be  more  dis- 
tinctive and  impressive  than  a mere  building  or 
house.  Unhappily,  “structure”  (and,  God  forbid, 
“structurize”)  has  now  become  a verb,  particularly  in 
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bureaucratic  and,  where  it  is  least  appropriate,  aca- 
demic circles.  Used  as  a verb,  the  damage  is  com- 
pounded when  we  encounter  it  being  used  in  such 
neologistic  statements  as:  “Structurize”  the  plan 
within  given  “parameters”,  using  available  “modali- 
ties”. 

My  second  antipathy  is  directed  toward  statements 
which  were  aptly  termed  by  a colleague  “banalities 
and  generalities”.  Two  particular  examples  stand  out: 
“We  plan  to  get  the  best  qualified  person  for  the  posi- 
tion” and  “Our  program  is  committed  to  excellence”. 
These  statements  use  “best  qualified”  and  “ex- 
cellence” as  vague  generalizations  without  definition. 
Had  I turned  in  a composition  with  such  statements 
to  my  English  professor,  it  would  have  been  re- 
turned, underscored,  with  the  words:  “What!  Where! 
When!  and  How!” 

We  have  been  given  a splendid  tool  for  communi- 
cation: the  English  language,  which  has  been  tested, 
expanded,  contracted,  honed,  and  polished  over  the 
centuries.  It  has  expressed  the  observations,  thoughts, 
and  dreams  of  Shakespeare,  Shelley,  Lincoln,  Dick- 


ens, Eliot,  Hemingway,  and  many  others,  with  clar- 
ity, grace,  and,  often,  beauty. 

The  last  thing  our  language  needs  are  amateur 
wordsmiths  and  their  innovations,  which  only  seem 
to  complicate  and  confuse. 

Elam  Toone,  MD 

McGuire  Veterans  Administration  Hospital 
Richmond  VA  23249 

P.S.  Unfavorite — unavailable,  unabridged! 

Editors’  Note:  The  adjective  “unfavorite”  is  listed  as 
accepted  usage  in  The  Webster’s  International  Dic- 
tionary of  the  English  Language,  2nd  Edition,  Un- 
abridged, published  in  1958  by  G.  & C.  Merriam 
Company,  Springfield,  Massachusetts,  page  2774. 

Erratum 

The  Editors  note  with  dismay  the  misprint,  “un- 
scrutable”,  instead  of  inscrutable,  on  page  406,  May 
issue,  in  (horrors!)  the  “Unfavorite  Things”  editorial 
dealing  with  proper  word  usage  and  apologize  for  the 
impropriety. 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem 


Individual  counseling  and  group 
therapy  are  provided  for  the 
family  as  well  as  the  guests. 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area. 


A medical  doctor  and  registered  nurses  provide  24- 
hour  medical  care  in  a fully  equipped  infirmary. 

FELLOWSHIP  HALL, vc 

P O Box  6929  • Greensboro,  N C.  27405  ° 919-621  3381 
Located  off  U S Hwy  No  29  at  Hicone  Road  Exit  6'  2 miles 
north  of  downtown  Greensboro  N C Convenient  to  1-85  1-40 
U S 421  U S 220  and  the  Greensboro  Regional /Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests. 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 
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MEETINGS 

ABOUT 

MEDICINE 


July  22-26 

Annual  Meeting  of  the  American  Medical  Association. 
Marriott  Hotel,  Chicago. 

July  30- August  4 

Diagnostic  Radiology,  Including  Ultrasound,  CT  Scanning, 
and  Nuclear  Medicine  (Duke  University),  Atlantic  Beach, 
North  Carolina.  30  credits  Category  I.  Fee,  $250.  Dr.  Rob- 
ert McLelland,  Box  3808,  Duke  University  School  of  Med- 
icine, Durham  NC  27710. 

August  8-9 

Audit  Clinic:  An  Advanced  Seminar  for  Health  Profession- 
als Experienced  in  Patient  Care  Evaluation  (Joint  Com- 
mission on  Accreditation  of  Hospitals),  Philadelphia.  12 
hours  AMA  Category  I.  Jo  Ann  Watkins,  (717)  763-7053. 

August  8-12 

Clinical  Decision  Making  (Geisinger  Medical  Clinic  Insti- 
tute for  Medical  Education  and  Research),  Pocono  Her- 
shey  Resort,  White  Haven,  Pennsylvania.  AMA  accredited. 
Dr.  Millie  Fleetwood,  Geisinger  Medical  Center,  Danville 
PA  17821. 

August  18-September  1 

Fundamental  and  Clinical  Aspects  of  Internal  Medicine: 
Annual  Review  Course  for  Certification  in  Internal  Medi- 
cine (Department  of  Medicine,  University  of  Miami 
School  of  Medicine),  Miami,  Florida.  Dr.  Jose  S.  Bodes, 
(305)  547-6063. 

August  19-23 

Tenth  Family  Medicine  Review  (University  of  Kentucky 
and  Kentucky  Academy  of  Family  Physicians),  Lexington, 
Kentucky.  50  hrs  prescribed.  Dr.  Frank  R.  Lemon,  Univer- 
sity of  Kentucky  College  of  Medicine,  Lexington  KY 
40536. 


August  20-24 

Recent  Advances  in  Internal  Medicine  (Emory  University 
School  of  Medicine),  Atlanta,  Georgia.  40  hrs  Category  I; 
40  hrs  prescribed  AAFP.  Fee,  $300.  Dr.  Alex  J.  Nelson, 
Department  of  Medicine,  Emory  University,  69  Butler  St. 
SE,  Atlanta  GA  30303,  (404)  588-3525. 

August  22-25 

West  Virginia  State  Medical  Association  Annual  Meeting, 

Greenbrier  Hotel,  White  Sulphur  Springs,  West  Virginia. 
Charles  R.  Lewis,  (304)  346-0551 

August  24-26 

Cardiac  Ischemia  and  Arrhythmias:  Current  Concepts  of 
Diagnosis  and  Treatment  (International  Medical  Educa- 
tion Corporation),  Hilton  Head  Hyatt,  Hilton  Head,  South 
Carolina.  13  hrs  Category  I.  International  Medical  Educa- 
tion Corporation,  64  Inverness  Drive  East,  Englewood  CO 
80112,  (800)  525-8646  toll  free. 

September  4-9 

New  Orleans  Internal  Medicine  Board  Review  (Louisiana 
State  University  Medical  Center,  Ochsner  Medical  Foun- 
dation, Tulane  University  Medical  Center)  New  Orleans. 
(504)  568-6085. 

September  6-7 

Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology 

(Johns  Hopkins  Department  of  Radiology/Radiological 
Science),  Baltimore.  Category  I.  $200  fee  for  physicians. 
Dr.  Janet  B.  Hardy,  (301)  955-5880. 

September  6-8 

National  Conference  on  Breast  Cancer  1979  (American 
Cancer  Society),  Waldorf-Astoria  Hotel,  New  York  City. 
16  hours  AMA  Category  I.  Dr.  Sidney  L.  Arje,  (212)  37 1 - 
2900. 


These  meetings  are  recommended  by  the  Commis- 
sion on  Continuing  Medical  Education  of  The  Medi- 
cal Society  of  Virginia,  Kinloch  Nelson,  MD,  Coor- 
dinator. Address  correspondence  to  him  at  4205 
Dover  Road,  Richmond  VA  23221. 
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A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Vallum'® 

diazepam/Roche 

2- mg,  5 -mg,  10 -mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient 
Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action 
Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d.  to  q.i  d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d  ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i  .d.  Geriatric  or  debilitated  patients:  2 to  2V2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


V-Cillin  K 

penicillin  V potassium 


widely  prescribed 
brand  of  oral  penicillin 


Tablets 

^5.125,  250,  and  500  mg 
WKUkM  Solution  ’ 


is  the  most 


3m/ 

V-CILLIN  K 

C29 


V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


GENERAL 


The  Army  Medical  Department  (AMEDD)  represents  the  largest  comprehensive  system  of  health  care  in  the 
United  States.  Within  one  centrally  directed  system,  the  medical  disciplines  of  patient  care,  preventive 
medicine,  research,  education,  and  administration  are  coordinated  to  provide  a unified  system  of  health 
care  for  approximately  three  and  one-half  million  people  including  Active  Army  personnel,  their 
dependents,  as  well  as  retired  military  personnel  and  their  dependents. 

During  the  summer  of  1980,  the  Army  is  offering  a large  number  of  First  Year  Graduate  Medical  Education 
(FYGME)  positions.  Previously,  most  positions  were  filled  by  participants  in  the  US  Army  Health  Profes- 
sions Scholarship  Program  (HPSP).  However,  for  training  beginning  in  July  1980,  the  Army  will  be  actively 
seeking  qualified  civilian  applicants  who  have  no  current  Army  affiliation. 

DESCRIPTION 

Army  medical  training  programs  are  among  the  best  in  the  nation.  All  are  approved  by  the  Liaison 
Committee  on  Graduate  Medical  Education  of  the  American  Medical  Association.  Virtually  all  recognized 
residencies  are  offered.  Most  Army  training  facilities  are  affiliated  with  a medical  school.  Medical  centers 
and  hospitals  are  well  equipped  with  laboratory,  medical,  surgical,  radiological,  library  and  other  requisite 
facilities.  Medical  records  keeping  is  excellent. 

All  patients  are  available  as  teaching  patients.  The  range  of  cases,  both  in  age  and  complexity,  is  virtually 
impossible  to  duplicate.  Because  of  the  scope  of  the  Army's  activities  and  its  highly  sophisticated  evacu- 
ation system,  you  will  have  the  chance  to  see  and  study  diseases  you  would  never  encounter  in  most 
programs.  Furthermore,  you  have  no  worry  about  your  patient's  ability  to  pay. 

The  following  Army  FYGME  programs  are  offered: 

(1)  Flexible.  The  flexible  FYGME  program  is  designed  as  a year  of  broad  medical  education  prior  to 
pursuing  a specialized  residency  or  as  a program  for  individuals  as  yet  undecided  about  further  specializa- 
tion. Four  months  of  medicine  are  required  in  this  program  along  with  additional  requirements  and 
electives  that  vary  slightly  from  teaching  center  to  teaching  center. 

(2)  Categorical.  Categorical  programs  are  offered  in  medicine,  surgery,  obstetrics/  gynecology, 
pathology,  pediatrics,  physical  medicine,  and  family  practice.  The  majority  of  the  12  month  period  is  spent 
on  the  service  concerned  or  in  related  areas  and  is  considered  bymost  of  the  appropriate  specialty  boards  as 
the  first  year  of  residency  training. 

(3)  Categorical  diversified.  These  programs  are  essentially  a combination  of  the  above  two  and  are 
offered  in  radiology,  psychiatry,  neurology,  and  anesthesiology.  The  primary  emphasis  is  upon  the  major 
specialty  with  additional  required  and  elective  rotations  on  other  services. 

To  find  out  more  information  concerning  this  program,  the  eligibility  criteria,  service  obligation,  benefits 
and  application  procedures  contact  the  AMEDD  Personnel  Counselor  serving  your  area. 

Deadline  for  applications  is  1 September  1979.  All  applicants  are  encouraged  to  also  participate  in  the 
NIRMP.  Sections  for  the  Army  FYGME  Program  will  be  announced  in  sufficient  time  for  selectees  to 
withdraw  from  the  NIRMP. 


AN  EQUAL  OPPORTUNITY  EMPLOYER 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

Robert  Brent  Harrison,  MD,  Radiology,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville  VA  22908 

Alexandria  Medical  Society 

Stephen  Hess  Romansky,  MD,  Psychiatry,  2329  N.  Sibley, 
Alexandria  VA  223 1 1 

Arlington  County  Medical  Society 

Gil  Ascunce,  MD,  Internal  Medicine,  3801  N.  Fairfax  Dr., 
Arlington  VA  22203 

William  George  Franklin,  MD,  Cardiology/Intemal  Medi- 
cine, 369  N.  Granada  St.,  Arlington  VA  22203 

Danville- Pittsylvania  County  Academy  of  Medicine 

Richard  Franklin  Hawkins,  Jr.,  MD,  Radiology,  381  Mow- 
bray Arch,  Danville  VA  24541 

Fairfax  County  Medical  Society 

Samuel  M.  Hawken,  MD,  Orthopedics,  2946  Sleepy  Hol- 
low Rd.,  Falls  Church  VA  22044 

Janet  Karen  Hilliard,  DO,  Neonatology,  3300  Gallows 
Rd.,  Falls  Church  VA  22046 

Ronald  R.  Holt,  MD,  Anesthesiology,  3300  Gallows  Rd., 
Falls  Church  VA  22046 

Vojislava  C.  Russo,  MD,  Pediatrics,  1200  Beverly  Rd., 
McLean  VA  22101 

Manijeh  Sadr,  MD,  Pediatrics,  6336  Golf  Course  Sq.,  Al- 
exandria VA  22307 

John  Joseph  Sesta,  MD,  Pathology,  11091  Main  St.,  Fair- 
fax VA  22030 

Ray  A.  Soltany,  MD,  Otolaryngology,  9305  Hamilton  Dr., 
Fairfax  V A 22031 

Lee  County  Medical  Society 

Barham  Chubineh,  MD,  Radiology,  Lee  County  Commu- 
nity Hospital,  Pennington  Gap  VA  24277 

Lynchburg  Academy  of  Medicine 

Kiah  Thornton  Ford  III,  MD,  Radiology,  3110  Landon  St., 
Lynchburg  VA  24503 

Newport  News  Medical  Society 

Don  Earl  Grantham,  MD,  Radiology,  141  Beechwood 
Hills,  Newport  News  VA  23602 

Thomas  J.  Shacochis,  MD,  Family  Practice,  4477  Hamp- 
ton Hiway,  Tabb  VA  23602 

Medical  Society  of  Northern  Virginia 

David  Mark  Chernock,  MD,  Anesthesiology,  755  Orchard 
Hill,  Winchester  VA  22601 


Norfolk  Academy  of  Medicine 

James  H.  Hall  III,  MD,  Neurology,  208  53rd  St.,  Virginia 
Beach  VA  23451 

John  Patrick  Parker,  MD,  Cardiovascular  Disease,  844 
Kempsville  Rd.,  Norfolk  VA  23502 
Mark  Traudt  Schreiber,  MD,  Psychiatry,  Pembroke  Five, 
Suite  331,  Virginia  Beach  VA  23462 
William  Logan  Threlkeld,  MD,  Family  Practice,  2 Spring 
Meadow  Ct.,  Hampton  VA  23666 

Richmond  Academy  of  Medicine 

Frederick  P.  Alpern,  MD,  Pediatrics/Emergency  Medi- 
cine, 1515  Grove  Ave.,  Richmond  VA  23220 
Robley  D.  Bates  III,  MD,  Urologic  Surgery,  7601  Forest 
Ave.,  Richmond  VA  23229 

William  Richard  Jeter,  MD,  Family  Practice,  Parham 
Medical  Center,  Parham  and  Quioccasin  Rds.,  Rich- 
mond VA  23229 

Manikoth  G.  Kurup,  MD,  General  Surgery,  1400  West- 
wood  Ave.,  Richmond  VA  23227 
Jay  Michael  Levine,  MD,  Radiology,  1300  Westwood 
Ave.,  Richmond  VA  23227 

Francis  E.  McGee,  Jr.,  MD,  Neurology,  1805  Monument 
Ave.,  Richmond  VA  23220 

Thomas  George  Meeks,  MD,  Otolaryngology,  204  N. 

Hamilton  St.,  Richmond  VA  23221 
Grayson  Brownlee  Miller,  Jr.,  MD,  Internal  Medicine/ 
Public  Health,  3700  Whitewood  Rd.,  Richmond  VA 
23235 

John  Maurice  O’Bannon  III,  MD,  Neurology,  8111  Rose 
Hill  Rd.,  Richmond  VA  23229 
Henry  Bernard  Showalter,  MD,  Radiology,  206  Can- 
terbury Rd.,  Richmond  VA  23221 
Charles  Gerhard  Thedieck,  MD,  Obstetrics/Gynecology, 
Parham  Medical  Center,  Parham  and  Quioccasin  Rds., 
Richmond  VA  23229 

Mayuree  A.  Vasinanukorn,  MD,  Anesthesiology,  518  Ros- 
smore  Rd.,  Richmond  VA  23225 
Robert  Stephen  Weinberg,  MD,  Ophthalmology,  Box  262, 
MCV  Station,  Richmond  VA  23298 

Roanoke  Academy  of  Medicine 

Charles  Donald  Gilliland,  MD,  Internal  Medicine,  2129 
Rosalind  Ave.  SW,  Roanoke  VA  24014 
John  Dennis  Hancock,  MD,  Obstetrics/Gynecology,  6006 
Woodcock  Circle  SW,  Roanoke  VA  24018 

Southside  Virginia  Medical  Society 

Rolf  Brand,  MD,  General  Practice,  212  Mecklenburg  Ave., 
South  Hill  VA  23970 

Virginia  Beach  Medical  Society 

Charles  Franklin  Payne,  Jr.,  MD  Dermatology,  1456  Five 
Hill  Trail,  Virginia  Beach  VA  23452 
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Arthur  Lee; 

Virginia  Physician,  Revdutionaiy  Patriot 

E.  Randolph  Trice,  MD,  Richmond,  Virginia 


“Within  a span  of  52  years  Arthur  Lee  pursued  successful  careers  in  medi- 
cine, law,  writing,  politics,  secret  service,  diplomacy,  and  farming.” 


....  the  historian  will,  in  some  future  time,  draw 
forth  the  proofs  of  his  patriotism,  and  unprejudiced 
posterity  will  acknowledge  that  Arthur  Lee  has  borne  a 
great  share  in  defending  and  establishing  the  liberties 
of  America.  — Samuel  Adams 

ARTHUR  LEE  is  remembered  today  either  as 
“the  younger  brother  of  Richard  Henry  Lee”  or 
as  “the  other  Commissioner  to  France”.  But  200 
years  ago  this  physician  from  Westmoreland  County 
was  as  famous  as  any  of  his  illustrious  brothers. 
Within  a span  of  52  years  Arthur  Lee  pursued  suc- 
cessful careers  in  medicine,  law,  writing,  politics,  lob- 
bying, secret  service,  diplomacy  and  farming.  He  was 
indeed,  this  Virginia  physician,  a true  patriot  and 
Revolutionary  hero. 

It  was  in  diplomacy  that  he  precipitated  an  episode 
that  made  him  a controversial  figure  in  his  time  and 
illustrates  the  personal  sense  of  honor  he  brought 
consistently  to  all  his  professional  efforts.  In  1779 

This  is  the  first  in  a series  of  biographies  planned  by 
Dr.  Trice  to  describe  six  Virginia  physicians  who  figured  in 
the  American  Revolution.  The  next,  on  Theodorick  Bland, 
Jr.,  will  appear  in  a future  issue. 

Dr.  Trice  is  in  the  practice  of  dermatology  at  the 
McGuire  Clinic  Bldg.,  7702  Parham  Rd.,  Richmond  VA  23229. 


there  were  three  commissioners  to  France  from  the 
Continental  Congress:  Arthur  Lee,  Benjamin  Frank- 
lin, and  Silas  Deane  of  Connecticut.  Lee,  with  a 
patrician  background  and  a tendency  toward  self- 
righteous  moralizing,  was  the  antithesis  of  Deane, 
self-made  merchant  turned  diplomat  who  took  every 
advantage  of  his  position  as  commissioner  to  add  to 
his  own  wealth.  In  short,  Deane  was  a war  profit- 
eer— and  Lee  blew  the  whistle  on  him.  (Franklin, 
who  felt  that  all  men  were  entitled  to  a little  indiscre- 
tion now  and  then,  was  sympathetic  to  Deane  and  a 
little  bored  by  Lee’s  lofty  manner.) 

Lee  exposed  much  of  the  corruption  of  Deane  but 
was  never  really  able  to  offer  unimpeachable  evi- 
dence of  Deane’s  treachery;  his  persistence  in  the 
matter  finally  convinced  Franklin  that  his  colleague 
must  be  mad.  The  Continental  Congress  became  di- 
vided over  the  issue,  but  Samuel  Adams,  Richard 
Henry  Lee  and  their  radical  friends  upheld  Arthur 
Lee’s  contention  and  were  able  to  secure  the  recall  of 
Deane  in  November  1777,  and  Deane  was  replaced 
by  John  Adams  in  France.  The  conflict  continued  in 
the  Congress,  however,  and  Lee  was  asked  to  resign 
in  1780.  The  matter  remained  essentially  unresolved 
until  1889,  when  the  files  of  the  British  Secret  Service 
were  opened.  Silas  Deane  was  revealed  as  a traitor  in 
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Arthur  Lee,  by  Charles  Willson  Peale,  1785.  Independence  National  Historical  Park  Collection. 
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“Lansdowne”,  Arthur  Lee’s  home  in  Urbanna,  Virginia,  was  named  for  Lee’s  British  friend,  the  Earl  of  Shel- 
burne, Lord  Lansdowne.  Pen  and  ink  drawing  by  E.  Randolph  Trice,  MD. 


the  service  of  the  British  government,  and  Arthur 
Lee  was  finally  and  completely  vindicated. 

ARTHUR  LEE  was  born  at  Stratford,  Virginia, 
on  December  20,  1740.  He  was  not  quite  10 
years  old  when  his  father  died.  His  father  willed  that 
Arthur’s  education  become  the  responsibility  of  an 
older  brother,  Richard  Henry.  He  was  sent  to  Eng- 
land, and  after  completing  the  course  at  Eton,  he 
went  in  1761  to  Edinburgh,  Scotland,  to  study  medi- 
cine. There  he  was  a classmate  of  James  Boswell,  and 
William  Shippen,  Jr.,  the  famous  Philadelphia  physi- 
cian, was  a schoolmate.  Shippen  later  married  Ar- 
thur’s sister  Alice,  and  became  not  only  a brother-in- 
law  but  a life-long  friend  of  Lee. 

Edinburgh  then  possessed  the  finest  and  best 
known  medical  school  in  the  western  world.  Dr.  Al- 
exander Munro  held  the  chair  of  anatomy.  Dr.  Wil- 
liam Cullen  taught  medicine  and  was  the  first  to  use 
clinical  lectures.  Dr.  John  Hope  taught  the  then  very 
important  course  in  botany.  The  school  was  particu- 
larly admired  in  the  American  colonies,  and  there 


were  enough  students  from  Virginia  to  form  a Vir- 
ginia Club.  The  Club  had  two  goals:  one,  “the  regu- 
lar study  and  demonstration  of  Anatomy”  and  two, 
“to  uphold  the  dignity  of  the  Medical  profession”. 
Lee  and  a fellow  Virginian,  Theodorick  Bland,  Jr. 
were  particularly  distressed  by  the  low  level  of  mid- 
ical  practice  prevalent  in  those  days.  With  their  fel- 
lows of  the  Virginia  Club,  they  petitioned  the  House 
of  Burgesses  “to  prevent  any  one  for  the  future  from 
professedly  practicing  medicine  who  has  not  received 
a public  testimony  of  his  abilities,  by  being  properly 
licensed  and  honored  with  a doctor’s  degree”.  A year 
later  Lee  wrote  his  brother  urging  again  the  licensure 
of  physicians.  The  House  took  no  action  other  than 
to  allow  physicians  with  medical  degrees  to  charge 
double  the  fees  of  untrained  practitioners. 

Lee  had  a penchant  for  botany,  an  important  part 
of  the  medical  curriculum  of  that  time.  His  thesis, 
“De  Cortice  Peruviana”,  discussed  the  botanical 
characteristics  and  medicinal  virtues  of  Jesuit  bark 
(quinine).  It  won  for  him  the  first  gold  medal  offered 
at  the  university  and  first  honors  at  graduation, 
which  insured  that  his  thesis  would  be  published. 
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The  published  version  attracted  the  attention  of  Ben 
Franklin,  who  recommended  Lee  for  fellowship  in 
the  Royal  Society.  In  1766  he  became  Arthur  Lee, 
MD,  FRS. 

Following  graduation  Lee  visited  the  University  of 
Leyden  and  toured  in  France  and  Germany.  Return- 
ing to  Virginia,  he  established  his  practice  in  Wil- 
liamsburg in  a rented  house,  with  a carriage  and  sev- 
eral horses  for  making  house  calls.  His  practice 
brought  him  a comfortable  living,  but  after  two  years 
in  Williamsburg  he  determined  to  return  to  London. 

THE  BRITISH  Parliament  had  passed  the  oner- 
ous Stamp  Act  while  Lee  was  a student  in  Edin- 
burgh. More  and  more,  during  his  student  days,  he 
became  concerned  about  what  he  considered  to  be 
punitive  acts  by  Parliament  against  his  native  land; 
he  visited  the  House  of  Commons,  became  an  ad- 
mirer of  William  Pitt  and  a friend  of  Pitt’s  ally,  Lord 
Lansdowne,  Earl  of  Shelburne.  When  Lee  returned 
to  Britain  in  1770  he  threw  himself  actively  into  poli- 
tics, aligning  himself  with  Wilkes  and  the  radicals  in 
London.  He  published  extensively  under  various 
pennames,  “Monitor”,  “Junius  Americanus”, 
“Raleigh”,  “A  Bostonian”  and  “Vespucius”.  His  sub- 
jects were  liberty  and  justice,  opposition  to  slavery 
and  the  slave  trade,  and  advocacy  of  a bill  of  rights 
for  the  colonies,  which  he  hoped  would  heal  the 
chasm  between  the  colinies  and  the  mother  country. 
He  studied  law  at  the  Temple  and  supported  himself 
by  acting  as  agent  (we  would  now  call  him  a lob- 
byist) for  the  Massachusetts  colony. 

By  December  1775  relations  with  the  mother  coun- 
try had  deteriorated  to  the  point  that  the  Continental 
Congress  appointed  Lee  as  a secret  agent,  or  spy.  He 


sent  reports  to  Congress  of  British  plans  for  coercion. 
He  was  able  to  publish  in  London  newspapers  the  co- 
lonial versions  of  actions  taking  place  in  America. 
Then,  in  1777,  he  was  sent  to  Paris;  there  he  met 
Beaumarchais,  his  counterpart  in  France,  and  Ver- 
gennes,  the  foreign  minister  and  was  able  secretly  to 
secure  money  and  military  hardware  for  the  Ameri- 
can cause.  A year  later  he  was  appointed  one  of  the 
three  comissioners  charged  with  negotiating  an  al- 
liance with  France;  after  this  was  accomplished  be 
became  envoy  to  Spain.  Because  of  the  unpleasant 
Deane  affair  he  returned  to  America  in  1780.  He  had 
been  abroad  12  years. 

Back  home,  Lee  again  was  elected  to  the  Virginia 
House  of  Delegates,  and  then  to  the  Continental 
Congress.  In  1784  he  was  appointed  Indian  Commis- 
sioner in  the  Northwest  Territory  and  member  of  the 
Board  of  Treasury.  After  the  adoption  of  the  Consti- 
tution he  served  one  term  in  the  House  of  Represen- 
tatives. 

In  August  1791  he  returned  to  his  house  in  Ur- 
banna,  “Lansdowne”,  to  live  the  life  of  a farmer,  and 
there  he  died  on  December  12,  1792. 
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Internal  Medicine 


Legionnaires’  Disease  Reviewed 
For  the  Practicing  Physician 

Frederic  B.  Walker  IV,  MD,  Charlottesville,  Virginia 


Legionnaires’  disease  is  being  diagnosed  with 
increasing  frequency  following  its  widely-publicized 
recognition  in  1976.  It  should  be  added  to  the  differ- 
ential diagnosis  of  fever  and  respiratory  illness  in 
ambulatory  and  inpatient  settings.  This  paper  re- 
views aspects  of  Legionnaires’  disease  of  relevance  to 
the  practicing  physician. 

Workers  at  the  Center  for  Disease  Control  in  At- 
lanta and  elsewhere  have  identified  and  described  the 
organism  causing  Legionnaires’  disease,  Legionella 
pneumophila.' 3 The  organism  is  a gram  negative  bac- 
teria which  is  difficult  to  culture  by  conventional  bac- 
teriology but  can  be  grown  in  guinea  pigs  and,  using 
special  media,  in  the  microbiology  laboratory.  Elec- 
tron micrographic  studies  have  demonstrated  re- 
markable pleomorphism,  including  spore-like  forms. 
Intracellular  as  well  as  extracellular  organisms  have 
been  identified.  Biochemical  characteristics  include 
unique  branch-chain  fatty  acids. 

Most  information  about  Legionnaires’  disease  has 
come  from  outbreaks  similar  to  the  one  in  1976  that 
gave  the  disease  its  name — the  American  Legion 
Convention  in  Philadelphia.4  These  outbreaks  have 
clustered  in  the  summer  months  and  are  character- 
ized by  fever  and  pneumonia  occurring  mostly  in 
middle-aged  and  elderly  individuals.  Epidemiologic 
studies  suggest  air  conditioning  units  are  a factor  in 
transmission  of  the  illness  and  the  organism  has  been 
isolated  to  date  from  four  air  conditioning  cooling 
towers  associated  with  outbreaks.5 

Sporadic  cases  appearing  in  clinical  practice  might 
be  expected  to  differ  from  cases  seen  in  outbreaks.  In 
a recent  report  of  453  sporadic  cases,  however,  the 
sporadic  cases  resembled  outbreak  cases  in  male  pre- 
dominance, age  distribution,  and  seasonal  occur- 
rence. Fifteen  sporadic  cases  have  been  reported  so 
far  in  Virginia.6 


Clinical  Features 

Patients  with  Legionnaires’  disease  are  usually 
middle-aged  or  older  individuals  presenting  with  ma- 
laise and  headache  followed  by  chills,  high  fever  and 
non-productive  cough.  Severe  cases  may  in  addition 
have  chest  pain,  diarrhea,  abdominal  pain  or  vomit- 
ing, and  confusion  or  delirium.  Physical  exam  reveals 
findings  compatible  with  pneumonia.  Laboratory 
studies  may  show  leukocytosis,  abnormal  liver  func- 
tion tests,  and  proteinuria  or  microscopic  hematuria. 
Sputum  gram  stain  shows  few  leukocytes  and  no  bac- 
teria. Chest  X ray  may  show  pneumonia.  Cerebrospi- 
nal fluid  findings  are  usually  normal.  Legionnaires’ 
disease  is  more  common  in  men  and  in  smokers.  The 
fatality  rate  from  Legionnaires’  disease  has  been  high 
in  elderly  patients  and  patients  with  compromised 
host  defenses.  Increased  surveillance  can  be  expected 
to  demonstrate  a broad  range  of  clinical  illness,  from 
relative  mild  disease  to  fulminant  pneumonia. 

Diagnosis  and  Treatment 

The  Legionnaires’  disease  bacillus  has  been  cul- 
tured only  from  postmortum  specimens  and  can  be 
seen  in  pathologic  specimens  only  with  the  use  of 
special  stains.  In  most  cases,  diagnosis  must  at  pres- 
ent be  retrospective,  based  on  indirect  immuno- 
fluorescence serologic  tests  available  at  the  Center  for 


Table  1.  Differential  Diagnosis  of  Legionnaires’ 

Disease. 

Mycoplasma 

Mycotic  Infections 

Influenza 

Psittacosis 

Other  Virus 

Q Fever 

Other  Bacteria 

Plague 

Tuberculosis 

Tularemia 

Septic  Pulmonary  Emboli 
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Disease  Control,  Atlanta.  A 4-fold  titer  rise  is  diag- 
nostic. Single  sample  titers  are  difficult  to  interpret 
since  well  persons  may  have  titers  greater  than 
1 : 128. 7 Direct  immunofluorescence  staining  is  a 
highly  promising  technique.  Using  this  method,  or- 
ganisms have  been  seen  in  sputum,  pleural  fluid,  and 
lung  biopsy  material.8 

The  differential  diagnosis  of  Legionnaires’  disease 
is  summarized  in  Table  1.  It  is  the  same  differential 
as  for  other  “atypical”  pneumonias.  Legionnaires’  is 
favored  by  occurrence  in  older  adults,  diarrhea,  rig- 
ors, obtundation  and  renal  failure.  A patient  with  Le- 
gionnaires’ disease  may  have  a slower  pulse  than 
would  be  expected,  given  his  high  fever. 

Treatment  must  include  coverage  for  other  causes 
of  atypical  pneumonia  being  considered  in  an  indi- 
vidual patient.  Erythromycin  is  the  current  drug  of 
choice  for  Legionnaires’  disease.  Clinical  reports  sug- 
gest rapid  defervescence  is  common;  persistent  fever 
should  suggest  an  alternative  diagnosis.  Erythro- 
mycin lactobionate  may  be  given  intravenously  or 
erythromycin  stearate  orally.  The  dose  is  500  mg 
every  6 hours.  Erythromycin  estolate  should  not  be 
used  because  of  its  risk  of  hepatotoxicity.  Respiratory 
isolation  is  strongly  advised.  While  person-to-person 
spread  has  not  been  documented,  hospital  workers 
have  higher  titers  to  Legionnaires’  disease,  and  clus- 
tering of  cases  in  hospitals  has  occurred. 

Conclusion 

All  practicing  physicians  should  have  a high  index 
of  suspicion  for  Legionnaires’  disease.  The  typical 
patient  will  be  middle-aged  or  older,  frequently  a 
smoker,  with  malaise  and  headache  followed  by  fe- 
ver and  cough.  There  may  be  a leukocytosis  and  usu- 
ally an  infiltrate  on  chest  X ray.  Sputum  will  show 
polymorphonuclear  leukocytes  but  few  bacteria. 


Treatment  is  erythromycin.  Less  typical  cases  with- 
out a reasonable  alternative  diagnosis  or  showing 
evidence  of  unexplained  clinical  deterioration  should 
also  be  treated.  Diagnostic  confirmation  should  be 
sought  by  serologic  testing.  Additional  information 
about  the  clinical  characteristics,  treatment  and  prog- 
nosis of  Legionnaires’  disease  undoubtedly  will  be 
forthcoming  in  the  near  future  as  clinical  investiga- 
tions continue. 
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Obstetrics/Gynecology 


Estrogen  and  Menopause 

William  C.  Andrews,  MD,  Norfolk,  Virginia 


The  use  of  estrogens  as  replacement  therapy  for  menopause  has  been 
clouded  by  concerns  about  a possible  carcinogenic  effect.  After  assessing  the 
data  relevant  to  those  concerns,  the  author  olfers  the  guidelines  he  follows  in 
his  practice. 


THE  USE  of  estrogen  as  replacement  therapy  for 
menopause  has  been  clouded  by  concerns  about 
a possible  carcinogenic  effect  of  this  hormone.  These 
concerns  were  initially  aroused  by  the  histological 
similarities  of  endometrial  hyperplasia  and  carci- 
noma and  the  fact  that  at  times  they  coexisted.' 
Burch,2  in  1931,  reported  experimental  evidence  of 
unopposed  estrogen  as  the  etiology  of  hyperplasia, 
after  previous  reports  had  suggested  this,  noting  the 
absence  of  corpora  lutea  when  hyperplasia  was  pres- 
ent. A number  of  subsequent  studies  have  reported 
on  the  coexistence  of  endometrial  hyperplasia  and 
carcinoma3  and  Hertig  and  Sommers4  and  Telinde, 
Jones  and  Galvin5  have  reported  the  finding  of  endo- 
metrial hyperplasia  as  an  antecedent  lesion  in  women 
subsequently  developing  endometrial  carcinoma. 

Atypical  adenomatous  hyperplasia  is  well  accepted 
today  as  a premalignant  lesion,  although  the  possible 
premalignant  role  of  premenopausal  hyperplasia  of 
the  endometrium  is  less  clear. 

There  are  other  clinical  findings  which  seem  to  im- 
plicate unphysiological  estrogen  as  a factor  involved 
in  the  development  of  endometrial  cancer.  The  first  is 
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the  association  of  estrogen-producing  tumors  with 
endometrial  cancer.  In  one  group  of  87  patients  with 
granulosa  and  theca  cell  tumors,  endometrial  carci- 
noma was  found  concommitantly  in  27%  of  the  pa- 
tients.6 Ingram  and  Novak,7  in  a survey  of  feminizing 
tumors  in  the  files  at  Johns  Hopkins,  found  this  asso- 
ciation in  12%. 

Cortical  stroma  hyperplasia  of  the  ovary  has  been 
found  approximately  twice  as  often  in  women  with 
endometrial  carcinoma  as  compared  with  non-can- 
cerous  women  of  similar  age.8  High  levels  of  corn- 
ification  in  vaginal  cytology  studies  have  been  re- 
ported by  Ayre9  in  90%  of  a group  of  uterine 
carcinomas. 

Certain  constitutional  stigmata  associated  with  en- 
docrine problems  have  been  reported  more  fre- 
quently in  patients  with  endometrial  carcinoma.10  A 
history  of  infertility  has  been  reported  in  20-40%  of 
these  patients,  and  approximately  one-third  have  a 
history  of  menstrual  abnormalities;  50%  are  obese 
and  30-50%  are  hypertensive.  Diabetes  has  been 
found  in  4-32%  of  patients  with  endometrial  cancer, 
while  the  incidence  for  a female  population  of  simi- 
lar age  is  l-2%".  Stein-Leventhal  syndrome,  which  is 
primarily  characterized  by  anovulation  with  its  un- 
physiological unopposed  estrogen  production,  has 
been  reported  in  approximately  25%  of  endometrial 
cancers  occurring  in  women  under  age  4012.  Sitteri, 
Schwartz  and  McDonald13  have  reported  increased 
conversion  of  androstenedione  to  estrogen  in  women 
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with  endometrial  carcinoma,  Stein-Leventhal  syn- 
drome or  obesity. 

Attempts  to  produce  endometrial  cancer  in  experi- 
mental animals  with  estrogen  have  been  successful 
only  in  rabbits  who  have  the  potential  for  spontane- 
ously developing  this  malignancy.'4  Cancers  of  the 
breast  have  been  produced  in  mice  with  massive  dos- 
ages of  estrogen.15  The  place  that  genetics  must  play 
in  the  development  of  these  tumors  is  demonstrated 
by  the  studies  of  Lacasagne,16  who  produced  breast 
cancer  in  100%  of  a strain,  in  which  70%  of  the  fe- 
males spontaneously  developed  this  cancer,  but  he 
was  unable  to  produce  breast  cancer  in  a strain  in 
which  it  did  not  occur  spontaneously.  No  one  has 
succeeded  in  producing  endometrial  cancer  in  mon- 
keys, even  with  large,  continuous  doses  of  estrogen. 

The  trend  of  evidence  would  indicate,  then,  that 
unphysiological  estrogen,  unopposed  by  pro- 
gesterone, is  a factor  in  the  development  of  endome- 
trial carcinoma  in  genetically  susceptible  individuals. 

In  the  last  few  years,  a series  of  reports  have  been 
published  which  suggest  that  the  use  of  exogenous 
estrogen  may  increase  the  incidence  of  endometrial 
carcinoma  in  humans.  The  first  of  these  studies,  by 
Smith  et  al17  in  Seattle,  estimated  the  increased  risk 
from  estrogen  use  to  be  4.5  times  that  of  women  not 
exposed  to  estrogen,  but  a number  of  objections  have 
been  raised  to  this  study.  The  second  of  these  reports 
was  published  by  Ziel  and  Finkle'8  of  the  Kaiser 
Foundation,  who  estimated  the  increased  risk  to  be 
7.6.  They  reported  that  the  risk  increased  with  dura- 
tion of  exposure  with  an  estimated  risk  for  estrogen 
use  of  less  than  five  years  of  5.6-fold,  and  for  seven  or 
more  years  they  estimated  an  increased  risk  of  13.9. 
The  third  report  was  that  of  Mack  et  al19  on  estrogen 
use  and  endometrial  cancer  in  a West  Coast  retire- 
ment community.  Their  estimated  increased  risk  was 
eightfold.  They  found  no  increased  risk  with  a dose 
of  conjugated  estrogens  of  less  than  .625  mgm  given 
in  cyclical  fashion,  and  reported  the  association  with 
estrogen  to  vary  inversely  with  the  severity  of  the  dis- 
ease. 

Several  objections  have  been  raised  to  these  three 
studies.  The  first  is  that  there  was  no  independent  re- 
view of  the  pathology,  with  a question  as  to  whether 
some  of  these  may  have  been  hyperplasias,  which 
might  have  spontaneously  reversed  with  cessation  of 
the  estrogen.  The  second  and  most  important  objec- 
tion is  that  in  all  three  studies,  patients  who  had  had 
hysterectomies  were  excluded  from  the  control 
groups.  As  mentioned,  women  with  a history  of  men- 
strual abnormalities  have  a higher  incidence  of  sub- 
sequent endometrial  carcinoma;  by  removing  this 
group  from  the  controls,  the  results  may  be  skewed. 


The  third  objection  is  that  in  very  few  of  the  controls 
was  there  examination  of  the  endometrium;  hence,  it 
is  not  known  whether  the  patients  were  or  were  not 
free  of  early  endometrial  cancer. 

Artunes  et  al20,  in  another  case-control  retro- 
spective study,  estimated  an  increased  risk  of  endo- 
metrial cancer  in  estrogen  users  of  six-fold  and  re- 
ported an  apparent  increase  with  duration  of  use. 
They  state,  “There  is  the  suggestion  that  the  more 
malignant-appearing  and  least  differentiated  tumors 
(Grade  III)  may  have  a lesser  association  with  estro- 
gen use  than  Grade  I or  more  differentiated  tumors”. 

Horowitz  and  Feinstein21  have  performed  case- 
control  retrospective  studies  on  the  endometrial  can- 
cer cases  in  postmenopausal  women  at  the  Yale-New 
Haven  Medical  Center.  When  controls  were  selected 
from  patients  with  other  gynecological  malignancy, 
as  in  the  Smith  et  al  study,  they  found  a risk  odds  ra- 
tio of  11.98.  When  the  controls  were  chosen  from  a 
group  having  dilatation  and  curettage  or  hysterec- 
tomy for  uterine  bleeding,  the  odds  ratio  was  1.7. 
They  believe  the  alleged  association  of  estrogen  ther- 
apy and  endometrial  cancer  is  due  to  detection  bias, 
since  women  taking  estrogen  might  be  more  likely  to 
have  vaginal  bleeding,  which  would  lead  to  endome- 
trial sampling  and  detection  of  cancer  if  present. 
They  cite  several  reports  in  which  20%  of  endome- 
trial cancers  were  found  in  asymptomatic  women  as 
further  evidence  for  their  hypothesis.  Also,  they 
found  in  their  series  of  endometrial  cancer  patients 
that  Grade  I tumors  were  found  in  63%  of  the  con- 
trols but  in  88%  of  the  patients  who  had  received  es- 
trogen. 

Similarly,  Dunn  and  Bradbury22  compared 
women,  all  of  whom  had  D&Cs  for  postmenopausal 
bleeding,  and  found  no  significant  difference  in  the 
percentage  who  had  used  estrogen. 

Gordan  and  Greenberg23  have  also  pointed  out 
possible  sources  of  bias  in  these  studies,  including  the 
exclusion  of  patients  who  had  had  hysterectomies 
from  the  control  group.  One,  the  possible  use  of  es- 
trogen for  abnormal  bleeding  caused  by  preexisting 
endometrial  carcinoma;  second,  the  greater  fre- 
quency of  diagnostic  examinations  (D&C  or  aspira- 
tion biopsy  among  women  on  estrogens)  and  the  pos- 
sibility, as  mentioned,  of  interpreting  estrogen- 
produced  hyperplasia  as  neoplasia.  They  believe  the 
most  significant  single  cause  for  the  observed  associa- 
tion is  the  increased  histological  examination  and 
early  cancer  detection  in  estrogen-treated  women. 

Certainly  more  screening  would  lead  to  early  de- 
tection of  endometrial  cancer.  As  reported  by  Smith 
et  al,17  cases  of  endometrial  cancer  found  in  patients 
who  had  had  estrogen  were,  for  the  most  part,  much 
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earlier  and  of  milder  grades.  Deep  myometrial  in- 
vasion was  found  in  only  1%  of  the  cases  in  women 
who  had  received  estrogen. 

Weiss,  Szekely  and  Austin24  have  reported  finding 
an  increased  incidence  of  endometrial  cancer  in 
women  in  eight  different  areas  of  the  United  States 
between  the  years  1969  and  1973.  In  the  San  Fran- 
cisco Bay  area,  the  increase  was  62%.  One  objection 
to  inferring  that  this  reported  increase  is  due  to  the 
use  of  estrogen  is  recognized  by  the  authors  them- 
selves, who  noted  that  the  incidence  was  increased 
also  in  younger  age  groups  and  in  quite  old  women, 
both  groups  unlikely  to  have  taken  estrogen.  They 
also  raised  the  question  as  to  whether  changing  cri- 
teria of  diagnosis  could  have  accounted  for  the  in- 
crease. 

Their  findings  are  not  consistent  with  the  long- 
range  national  trends  as  reported  by  Cramer  and 
Cutler25  from  the  National  Cancer  Institute.  No 
change  in  incidence  of  endometrial  carcinoma  for 
white  women  was  noted  between  the  second  Na- 
tional Cancer  Survey  of  1947-48  and  the  third  survey 
of  1969-71,  and  a slight  decrease  was  noted  for 
blacks.  Endometrial  cancer  accounted  for  only  1.38% 
of  all  female  cancer  deaths  in  the  last  National  Sur- 
vey. 

MacDonald  et  al,26  of  the  Mayo  Clinic,  studied  en- 
dometrial carcinomas  occurring  in  Olmstead  County, 
Minnesota,  over  a 30-year  period,  during  which  145 
endometrial  carcinomas  were  noted;  27%  of  endome- 
trial cancer  cases  had  received  estrogen,  while  this 
hormone  had  been  taken  by  28%  of  the  controls. 
Many  of  these  women,  however,  had  used  only  short- 
term estrogen  for  suppression  of  lactation.  When 
they  compared  only  women  who  had  used  con- 
jugated estrogen  for  replacement  therapy,  they  found 
a risk  ratio  of  1.4  for  the  use  of  0.625  mgm  and  7.2 
for  a dosage  of  1.25  or  2.5  mgm.  They  reported  the 
risk  estimate  to  be  twice  as  high  for  continuous  as  for 
cyclical  usage.  Obesity  in  this  study  was  found  to 
have  a risk  ratio  of  3.5  and  nulliparity,  1.8.  There  was 
a higher  incidence  of  previous  cystic  and  adenoma- 
tous hyperplasia  among  cases. 

Of  16  patients  with  endometrial  carcinoma  who 
had  had  estrogen,  14  of  the  16  were  Stage  I and  eight 
of  the  16  were  Grade  I.  Most  of  the  patients  had  only 
superficial  invasion,  and  only  one  of  the  16  died  with 
the  disease.  Only  superficial  invasion  was  signifi- 
cantly related  to  estrogen  use.  The  incidence  rates  of 
the  three  decades  in  Olmstead  County  actually  de- 
creased, in  spite  of  the  increase  in  estrogen  use  dur- 
ing this  period. 

Hammond  and  associates27  at  Duke  have  recently 
reported  a study  of  over  600  women,  half  of  whom 


were  treated  with  estrogen  replacement  therapy  for 
menopause  and  half  untreated.  In  each  group,  207 
women  had  uteri  in  situ.  Of  the  patients  on  estrogen, 
95%  received  cyclic  conjugated  estrogens  (Pre- 
marin®)  in  a dosage  of  .625  to  1.25  mgm  a day  for  25 
out  of  30  days,  and  all  the  patients  were  followed  for 
at  least  five  years.  Eleven  patients  receiving  estrogen 
developed  endometrial  cancer,  while  only  three  pa- 
tients in  the  control  group  developed  this  tumor.  Ten 
of  the  1 1 patients  had  early  disease  and  all  were 
Grade  I or  II.  Only  one  of  the  1 1 patients  died  of  the 
disease;  this  was  a patient  who  had  received  cyclic 
conjugated  estrogens  for  24  years  because  of  gonadal 
dysgenesis,  a condition  with  a recognized  pre- 
dilection for  this  tumor.  Of  patients  with  uterus  pres- 
ent, 72  also  received  medroxyprogesterone  acetate 
(Provera®)  10  mgm  daily  for  the  last  7-10  days  of  the 
estrogen  cycle.  None  of  these  patients  developed  en- 
dometrial cancer,  a lower  incidence  than  in  the  con- 
trol group. 

Gambrell28  similarly  noted  a reduction  in  endome- 
trial cancer  with  the  addition  of  progesterone.  He  did 
have  one  case  that  developed  an  early  endometrial 
cancer  while  taking  estrogen  and  progesterone,  but 
the  patient  was  receiving  only  five  days  of  med- 
roxyprogesterone acetate  per  cycle.  Nachtigal  et  al29 
reported  a ten-year  study  of  the  treatment  of  men- 
opausal symptoms  with  estrogen  and  progesterone 
and  found  a lower  incidence  of  endometrial  cancer  in 
patients  so  treated  than  in  untreated  controls. 

In  Hammond’s  study,  no  increased  incidence  of 
breast  cancer  was  noted,  either  with  or  without  pro- 
gesterone. Hoover  et  al30  have  reported  an  increase  in 
breast  cancer  after  12  years  of  estrogen  therapy,  with 
an  estimated  risk  of  1.3,  which  is  of  borderline  signif- 
icance, but  10%  of  their  patients  were  lost  to  fol- 
lowup, which  could  skew  the  results.  Burch,31  in  a 
large-scale  study,  found  no  increase  in  breast  cancer, 
nor  was  an  increase  found  from  estrogen  use  in  three 
other  studies.32'34 

Hammond’s  group35  also  found  a significant  reduc- 
tion in  the  incidence  of  stroke,  coronary  artery  dis- 
ease, congestive  failure  and  arteriosclerotic  cardio- 
vascular disease  in  the  estrogen  treated  patients. 

For  many  years  estrogen  was  thought  to  provide 
some  protection  against  cardiovascular  disease  in  the 
female,  since  coronary  artery  occlusions  are  rare  in 
women  prior  to  menopause.  An  attempt  was  made  to 
transfer  this  benefit  to  males  who  had  had  coronary 
occlusions,  and  a group  of  men  was  given  estrogen  in 
a dosage  of  5-10  mgm  conjugated  estrogens  daily  in 
an  attempt  to  push  the  dose  until  the  males  showed 
signs  of  feminization.  It  was  found,  however,  that  the 
incidence  of  coronary  occlusion  actually  increased.36 
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In  retrospect,  the  dosages  used  were  certainly  in  the 
pharmacological,  not  physiological,  range,  and  it  is 
of  interest  that  Hammond’s  study  shows  that  with 
lower  dosage  a reduction  in  these  diseases  does  oc- 
cur. 

Further  support  to  this  hypothesis  is  provided  by 
the  recent  studies  reporting  that  high  density  lipopro- 
teins (HDL)  are  increased  by  estrogen  administra- 
tion37 and  that  an  increase  in  HDL  is  correlated  with 
a lower  incidence  of  coronary  occlusion.38 

Hammond’s  group  also  found  a significantly  lower 
incidence  of  development  of  psychiatric  illness,  hy- 
pertension, diabetes  or  osteoporosis  in  the  estrogen 
treated  patients  as  compared  with  the  untreated  con- 
trols. The  decrease  in  incidence  of  hypertension  is  re- 
assuring since  Crane39  has  reported  development  of 
hypertension  in  a small  percentage  of  women  receiv- 
ing estrogen  through  changes  in  the  renin  angioten- 
sive  mechanism.  This  has  been  encountered  primar- 
ily with  the  higher  doses  of  estrogen  in  oral 
contraceptive  pills  but  was  reported  in  four  patients 
receiving  conjugated  estrogens  0.625  mgm  daily. 

The  clearest  beneficial  effects  of  estrogen  usage  are 
to  effect  secondary  sexual  development  in  patients 
with  hypergonadism,  in  the  treatment  of  atrophic 
vaginitis,  and  in  the  treatment  of  severe  vasomotor 
symptoms.  Subjective  symptoms,  such  as  irritability 
and  depression,  are  harder  to  prove  to  be  produced 
by  hormonal  decline  or  improved  by  replacement 
therapy,  as  so  many  situational  factors  may  contrib- 
ute to  these  symptoms.  In  some  patients,  improve- 
ment of  emotional  well-being  does  occur  with  estro- 
gen replacement  therapy,  although  placebo  effect  is  a 
possible  mechanism  of  action. 

Estrogen  has  been  shown  to  produce  calcium-re- 
tention and  reduce  bone  reabsorption  in  a majority 
of  osteoporotic  patients.4'1  Dosages  required  for  this 
benefit  are  larger  than  are  necessary  for  menopausal 
symptoms,  ranging  from  2.5  to  3.75  mgm  of  con- 
jugated estrogens  daily  and  with  long-term  therapy 
of  existing  osteoporosis,  while  bone  reabsorption  is 
decreased,  a reduction  of  bone  formation  may  also 
occur  in  some  patients.40 

Perhaps  one  of  the  greatest  benefits  of  estrogen  re- 
placement therapy  for  the  menopausal  patient  may 
be  in  the  prevention  of  osteoporosis.  Recent  English 
studies41  43  have  shown  that  estrogen  given  prophylac- 
tically  in  a dosage  as  low  as  .3  mgm  conjugated  estro- 
gens or  the  equivalent  prevented  the  development  of 
osteoporosis.  In  one  double-blind  study,41  osteo- 
porosis was  prevented  completely  when  the  estrogen 
was  started  within  two  months  of  oophorectomy;  the 
incidence  was  markedly  reduced  when  started  within 
three  years,  but  if  started  after  six  years,  it  did  not  in- 


fluence the  incidence  of  osteoporosis.  Nachtigal  et 
al44  have  reported  a 10-year  prospective  study  of  84 
women  treated  with  estrogen  and  progesterone  and 
84  matched  controls  treated  with  placebo.  Women 
treated  within  three  years  of  the  last  menstrual  pe- 
riod had  an  actual  increase  in  bone  density.  A slight 
decrease  occurred  in  those  starting  estrogen  more 
than  three  years  after  the  last  menstrual  period  but 
significantly  less  than  in  the  control  group.  Seven 
fractures  occurred  in  the  control  group  and  none  oc- 
curred in  the  treated  patients.  Since  25%  of  women 
living  beyond  age  60  will  have  a major  fracture  due 
to  osteoporosis,44  a reduction  in  the  incidence  of  this 
disabling  condition  could  add  immeasurably  to  the 
quality  of  life  of  older  patients. 

Summary 

Assessment  of  this  data  seems  to  indicate  that 
unphysiological  unopposed  estrogen,  such  as  in 
Stein- Leventhal  syndrome  and  functioning  ovarian 
tumors,  certainly  increases  the  incidence  of  endome- 
trial cancer  and  that  estrogen  therapy  in  the  treat- 
ment of  menopause  may  increase  the  number  of 
endometrial  cancers  detected.  These  lesions  in  estro- 
gen-treated women  are  usually  early,  low-grade  le- 
sions, but  whether  the  estrogen  produces  bleeding 
and  brings  them  to  diagnostic  procedures  earlier  or 
whether  it  actually  increases  the  occurrence  of  the 
disease  is  difficult  to  determine  at  the  present  time.  It 
is  certainly  possible  that  there  may  be  an  increase  in 
the  incidence.  In  two  of  the  studies  in  which  the  data 
was  analyzed  according  to  the  dosage  of  estrogen,  no 
increased  incidence  of  endometrial  cancer  was  noted 
with  conjugated  estrogens  in  a dosage  of  .3  mgm 
given  cyclically.  This  dosage  is  apparently  adequate 
to  prevent  osteoporosis  and  vaginal  atrophy. 

Data  is  also  accumulating  that  the  use  of  cyclical 
progesterone  reduces  the  risk,  probably  below  the 
rate  for  untreated  women.  When  used,  it  should  be 
given  for  at  least  seven  days  of  each  estrogen  cycle. 

My  own  approach  to  the  menopausal  patient  is  to 
discuss  with  her  the  risk  and  benefits  of  replacement 
therapy.  If  the  patient  is  obese,  hypertensive,  diabetic 
or  has  a history  of  previous  menstrual  abnormalities, 
I perform  an  endometrial  biopsy  prior  to  instituting 
therapy.  For  women  under  age  45  having  bilateral 
oophorectomy,  I begin  with  cyclical  dosages  of  1.25 
mgm  conjugated  estrogens.  For  women  at  the  usual 
age  of  menopause,  I begin  with  1.25  or  .625  mgm 
daily  for  25  out  of  30  days,  according  to  their  needs, 
and  gradually  reduce  this  to  .6  and  eventually  to  .3 
mgm  daily.  With  the  1.25  mgm  dose  where  the  uterus 
is  present,  I give  mydroxyprogesterone  acetate,  10 
mgm  a day  for  the  last  10  days  of  each  cycle.  With 
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the  .6  mgm  dose,  I give  this  every  other  cycle:  and 
with  .3  mgm  dose  I add  the  progestin  only  if  there  is 
withdrawal  bleeding.  The  addition  of  the  progestin 
adds  the  nuisance  of  withdrawal  bleeding  episodes, 
particularly  with  the  higher  dosage  regimens,  but  I 
believe  the  apparent  protection  from  endometrial 
carcinoma  is  worth  this  nuisance  to  the  majority  of 
patients.  Endometrial  biopsy  or  D&C  should  be  per- 
formed for  women  having  vaginal  bleeding  at  any 
time,  with  the  exception  of  withdrawal  period  from 
estrogen  and  progestin.  Women  with  an  increased 
risk  of  endometrial  cancer  should  have  this  endome- 
trial sampling  on  a yearly  basis,  even  in  the  absence 
of  bleeding.  Estrogen  should  always  be  given  cy- 
clically, even  after  hysterectomy. 

I believe  that  with  these  safeguards,  the  benefits  of 
estrogen  replacement  therapy  outweigh  the  risks  for 
the  majority  of  patients. 

References  on  request. 
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Psychiatry 


Its  Uses 


Robert  S.  Brown,  MD,  Charlottesville,  Virginia 


The  author  examines  the  medical  pro’s  and  con’s  of  the  American  jogging 
phenomenon  and  offers  the  clinician  a patient  training  program  to  encourage 
constructive  exercise. 


JOGGING  as  a fitness  activity  and  mass  partici- 
pation sport  is  less  than  two  decades  old,  yet 
some  26  million  adult  Americans  are  jogging  regu- 
larly, according  to  a 1978  poll.  In  the  past  five  years 
alone,  it  is  estimated,  the  number  of  jogging  Ameri- 
cans has  doubled. 

Perhaps  all  this  jogging  is  a manifestation  of  so- 
ciety’s recent  interest  in  self-help  activities.  And  pub- 
lic health  programs  may  be  reaching  larger  numbers 
of  people  with  the  message  that  exercise  is  beneficial. 
Or  jogging  may  be  just  another  fad. 

Whatever  the  reasons  for  its  popularity,  jogging  is 
an  excellent  form  of  recreation  for  the  healthy  person 
and  can  contribute  to  emotional  and  physical  health. 
It  is  not  without  its  hazards,  however,  and  can  even 
be  abusive  as  well.  First,  here  following,  are  some 
healthy  uses  of  jogging. 

The  Uses  of  Jogging 

• Jogging  may  be  an  excellent  form  of  play  which 
helps  bring  joy  into  life.  Man  is  made  for  work  as 
well  as  play.  Jogging  may  be  one  of  the  ways  to  alter 
Type  A behavior,  provided  that  it  is  perceived  as  a 
form  of  play,  free  of  clocks,  competition  and  a sense 

Presented  in  expanded  form  at  the  Annual  Meeting  of 
The  Medical  Society  of  Virginia  at  Williamsburg,  Novem- 
ber 4,  1978. 

Address  the  author  at  1400  Jefferson  Park  Avenue, 
Charlottesville  VA  22903. 
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of  urgency.  For  example,  after  seven  years  of  psycho- 
therapy one  obsessive-compulsive  young  woman 
with  many  Type  A personality  features  reported  that 
she  was  free  of  her  emotional  paralysis  only  while 

jogging- 

• Jogging  may  be  an  excellent  form  of  prophylaxis 
or  deterrent  against  physical  illness.  Paffenbarger’s 
work  with  Harvard  alumni  reveals  that  heart  attack 
rates  declined  with  increasing  activity  whether  mea- 
sured as  stairs  climbed,  blocks  walked,  or  strenuous 
sports.1  His  study  of  longshoremen  also  shows  that 
vigorous  physical  exercise  is  associated  with  reduced 
risk  of  coronary  mortality.2 

• Jogging  may  be  an  effective  form  of  adjunctive 
treatment  for  certain  physical  illnesses.  Late  onset  dia- 
betes mellitus,  for  example,  is  almost  reversible  by 
exercise  in  the  overweight.  High  density  lipoproteins 
are  increased  with  even  moderate  amounts  of  exer- 
cise and  exercised  bones  resist  demineralization. 

• Jogging  may  be  an  effective  form  of  treatment  for 
depression.  Several  studies  indicate  that  endurance 
exercise  leading  to  improved  physical  fitness  may  be 
as  effective  as  medication  for  some  depressed  pa- 
tients.34 One  study  reported  that  depressed  people 
who  jogged  became  more  energetic  and  less  hostile.3 

• Jogging  may  be  an  effective  way  to  improve  phys- 
ical appearance  and  body  image.  Joggers  tend  to  ap- 
pear healthier,  more  physically  fit. 

• Jogging  may  bring  about  a feeling  of  well  being. 
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Jogging  may  be  one  of  nature’s  tranquilizers,  reduc- 
ing anxiety.  Persons  who  are  free  of  dysphoric  mood 
also  report  that  they  feel  good  when  they  jog  regu- 
larly. 

• Jogging  may  favorably  influence  personal  habits. 
Many  joggers  report  that  they  stopped  smoking  and 
decreased  their  alcohol  intake. 

• Jogging  helps  maintain  appropriate  body  weight 
and  caloric  balance.  Without  exercise  dieting  will  of- 
ten fail  to  reduce  weight. 

• Jogging  may  be  used  as  a skill  for  dealing  with 
stress.  Jogging  may  clear  the  mind,  uncluttering  the 
sensorium  in  order  that  one’s  problem-solving  cogni- 
tive powers  may  come  to  the  fore. 

• Jogging  may  improve  the  quality  of  life,  giving 
one  a feeling  of  achievement  and  restoring  a sense  of 
autonomy.  In  our  mechanized  age  exercise  remains 
one  of  the  few  things  we  can  do  for  ourselves. 

The  Abuses  of  Jogging 

The  abuses  associated  with  exercise  tend  to  be  dis- 
tributed at  two  extremes:  the  underuse  and  overuse 
of  exercise.  The  following  may  be  considered  pre- 
cautions regarding  jogging’s  potential  hazards. 

• Jogging  may  be  an  imminent  hazard  for  some  pa- 
tients. One  of  the  problems  associated  with  jogging  is 
its  popular  appeal,  and  unfortunately  many  jog- 
gers— some  with  known  compromised  cardiovascular 
function — throw  caution  and  common  sense  to  the 
wind,  with  tragic  results.  Inappropriately  practiced, 
jogging  may  be  an  imminent  hazard.  Sudden  deaths 
during  jogging  have  implicated  the  following  host  of 
conditions:  ventricular  arrhythmias,  potassium  or 
magnesium  loss,  heat  stroke,  electrolyte  imbalance, 
and  anoxia. 

Jogging  is  not  necessarily  an  immunogen  for  car- 
diovascular disease  but  the  risk  for  cardiacs  in  super- 
vised jogging  programs  is  no  greater  than  for  cardiacs 
who  do  not  exercise  at  all.5  In  Kenneth  Cooper’s  ex- 
perience of  more  than  2 million  miles  of  jogging  pa- 
tients, he  reports  no  deaths  and  only  one  resusitation 
was  necessary.  A medical  evaluation  may  be  in- 
dicated before  jogging. 

• Jogging  may  be  a common  cause  of  orthopedic  in- 
juries. Overzealous  persons  are  likely  to  end  up  with 
injuries,  principally  to  the  lower  extremities.  Joggers 
may  be  turning  away  from  internists  and  cardiolog- 
ists and  toward  orthopedic  surgeons  and  podiatrists 
since  jogging  is  associated  with  increased  numbers  of 
problems  of  the  feet,  knees,  hips  and  spine.  Many  of 
the  injuries,  however,  are  decreased  by  proper 
stretching  and  warm-up  exercise  and  by  good  shoes. 
Injuries  are  directly  proportional  to  the  frequency 
and  intensity  of  jogging.  More  injuries  occur  among 


those  who  jog  five  days  per  week  or  more,  in  contrast 
to  those  who  jog  three  times  weekly. 

• Jogging  may  lead  to  exercise  addiction  in  some 
patients.  Sacks  has  demonstrated  a psychological 
and/or  physiological  dependence  upon  a regular  re- 
gime of  physical  activity  with  recognizable  with- 
drawal symptoms  when  the  need  to  exercise  remains 
unmet  after  24-36  hours.6  Feelings  of  irritability,  ten- 
sion, guilt,  uneasiness,  and  bloatedness  characterize 
the  withdrawal  symptoms  of  the  exercise  addict. 
Where  the  commitment  to  exercise  is  well  defined 
and  intense  over  a long  period  of  time,  this  type  of 
addiction  may  ensue  and  may  be  more  common  than 
expected.  In  my  experience,  one  30-year-old  man 
jogged  a minimum  of  7 miles  daily  for  50  consecutive 
days  before  an  injury  to  his  foot  sidelined  him  for 
two  weeks,  during  which  time  he  was  irritable,  le- 
thargic, listless  and  unable  to  adequately  cope  with 
his  daily  life  experiences.  Another  associate  with  a 
long  history  of  long-distance  running  continued  to 
jog  with  two  hairline  fractures  in  his  leg  despite 
marked  pain  and  the  advice  of  his  physician  to  rest. 

• Jogging  may  exaggerate  pre-existing  negative  per- 
sonality characteristics.  For  the  excessively  com- 
petitive person  jogging  may  become  another  medium 
through  which  rivalry  is  expressed;  the  rival  may  be 
himself,  another  jogger,  or  even  a stopwatch.  Jogging 
injuries  are  more  frequent  among  highly  competitive 
runners,  who  tend  to  dramatize  jogging  as  the  fastest 
way  to  cross  a finish  line.  A colleague  discovered  that 
he  jogged  the  same  way  he  lived:  He  started  off  with 
a bang,  filled  with  excitement  and  elaborate,  poorly 
considered  plans;  he  soon  tired  of  the  activity,  won- 
dered why  he  decided  to  run  at  all;  finally  he  forced 
himself  to  finish,  wondering  where  he  went  wrong. 

• Jogging  is  not  a substitute  for  a well  balanced  diet 
or  other  sensible  health  practices.  Some  joggers  pos- 
sess magical  beliefs  in  the  power  of  their  exercise  reg- 
imens, persuaded  that  the  benefits  of  jogging  are  lim- 
itless and  thereby  neglect  fundamental  principles  of 
health. 

• Jogging  may  have  a social  dulling  effect.  An  exer- 
cise routine  tends  to  have  an  organizing  influence  on 
one’s  life:  It  requires  a schedule  and  a commitment. 
Many  joggers,  however,  tend  to  fixate  on  jogging  as  a 
reason  d’etre.  Their  thoughts  and  conversations  are 
focused  on  jogging;  for  many  joggers  most  non-jog- 
ging activities  hold  little  or  no  interest.  They  seem 
oblivious  to  all  else.  Jogging  itself  is  not  boring  but 
many  joggers  are. 

• Jogging  may  have  adverse  effects  on  a non-jogging 
spouse.  Running  is  solitary,  contributing  to  the  lone- 
liness of  the  wife  of  the  long  distance  runner.  Obses- 
sive devotion  to  jogging  can  have  a devastating  effect 
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termess,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
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on  a relationship.  Non-running  wives  resent  the 
hours  consumed  by  running. 

• Jogging  will  have  little  or  no  psychological  value 
unless  physical  fitness  significantly  improves.  A casual 
walk  may  be  refreshing  and  a game  of  golf  may  be 
pleasant.  Unless  the  walk  is  rather  rapid  and  the  golf 
game  vigorous,  however,  few  gains  will  be  realized. 
In  my  experience,  measurable  psychological  im- 
provement is  associated  only  with  exercise  that  leads 
to  physical  fitness. 

• Jogging’s  beneficial  effects  do  not  last  long  after 
exercise  is  discontinued.  The  half-life  of  the  sum  of  all 
the  benefits  of  jogging  can  be  measured  in  days  for 
the  average  middle-aged  man  or  woman  if  it  is  not 
continued  on  a regular  basis:  The  improvement 
gained  in  cardiovascular-respiratory  fitness  dimin- 
ishes rapidly,  and  significant  reductions  in  fitness 
have  been  found  after  only  two  weeks  of  detraining. 

• Jogging  will  not  bring  contentment.  Research  on 
more  than  700  subjects  indicated  that  jogging  has 
both  an  anti-depressant  and  anti-anxiety  effect  but  it 
will  not  produce  peace  of  mind.  Joggers  report  they 
experience  no  increased  feelings  of  being  hopeful  or 
useful  or  of  having  a full  life.  Man  must  therefore 
search  elsewhere  for  the  cure  for  his  “repining  rest- 
lessness.” 

Conclusions 

We  are  encouraged  to  start  exercising  early  in  life 
and  to  continue  it  throughout  life.  For  cardiovascu- 
lar-respiratory fitness,  endurance-type  exercises  are 
recommended,  such  as  jogging,  fast  walking,  bicy- 
cling, swimming,  skating,  handball,  squash,  skiing, 
basketball,  and  tennis.7  A variety  of  these  aerobic  ac- 
tivities may  be  interchanged.  Static  isometric  exer- 
cises such  as  weight  lifting,  on  the  other  hand,  may 
have  unfavorable  effects  on  the  cardiovascular-res- 
piratory system  and  are  therefore  not  recommended.8 

The  basic  components  of  a physical  fitness  training 
program  consist  of  a warm-up  of  8-10  minutes,  pri- 
marily for  stretching;  an  exercise  period  of  15-60 
minutes;  and  a cool-down  of  5-10  minutes.  Table  1 


Table  1.  Recommendations  for  Exercise  Prescriptions  for 
Healthy  Adults* 


1. 

Frequency 

3 to  5 days/week 

2. 

Intensity 

60%  to  90%  of  maximum  heart  rate 
50%  to  80%  of  maximum  oxygen  uptake 

3. 

Duration 

15  to  60  minutes  (continuous) 

4. 

Mode-Activity 

Run,  jog,  walk,  bicycle,  swim 
or  endurance  sport  activities 

5. 

Initial  Level 

High  = higher  work  load 

of  Fitness 

Low  = lower  work  load 

* For  athletes  as  well  as  diseased  groups,  though  the  latter  must 
be  given  a much  more  conservative  regimen. 

Reprinted  by  permission  from  Physician  and  Sportsmedicine 9 


attempts  to  answer  the  question,  “How  much  exer- 
cise is  enough?”9 

Improvements  in  aerobic  capacity  (maximum  oxy- 
gen uptake)  is  directly  related  to  the  intensity  of 
training.  The  intensity  of  training  is  dependent  upon 
one’s  state  of  health,  level  of  fitness,  and  duration  of 
training.  A minimum  threshhold  of  training  for 
weight  reduction  and  fat  loss  by  endurance  exercise 
includes  continuous  physical  activity  of  20-30  min- 
utes duration  of  sufficient  intensity  to  expend  ap- 
proximately 300  calories  per  session  at  least  three 
days  per  week. 

Age  itself  is  not  a contraindication  for  an  endur- 
ance exercise  such  as  jogging.  Adaptation  to  training 
in  older  persons,  however,  is  slower;  they  must  start 
at  a lower  level  of  intensity  and  progress  to  higher 
workloads  at  a slower  rate. 

In  my  psychiatric  practice  I administer  an  exercise 
inventory  as  a way  of  documenting  physical  activity. 
Non-exercising  patients  are  encouraged  to  initiate  a 
training  program  by  walking  one  mile  daily  until  a 
mile  can  be  traversed  in  15  minutes.  Precautions  are 
provided  as  indicated.  The  patient’s  training  program 
progresses  gradually  until  3 miles  can  be  walked  in 
45  minutes  at  least  three  times  per  week.  Pre-  and 
post-exercise  pulse  rates,  along  with  self-reports  of 
mood  and  self-monitoring  of  diet,  sleep,  dreams,  and 
significant  life  events,  are  recorded.  After  the  pre- 
scribed walking  program  is  accomplished,  patients 
are  introduced  to  jogging.  Patient  compliance  has 
been  good  and  reduction  in  psychotropic  medication 
has  been  significant. 
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Ophthalmology 


Developmental  Dyslexia  and  Eye  Dominance 


Richard  Odell  Smith,  MD,  Pulaski,  Virginia 

At  a dinner  meeting  of  the  Radford  Community 
Hospital  in  1975,  I was  privileged  to  hear  Dr.  George 
M.  Bright  speak  of  his  work  with  hard-core  delin- 
quents in  the  city  of  Richmond,  Virginia.  Almost  all 
of  these  juveniles  had  something  in  common:  They 
could  not  read.  I asked  if  many  of  them  had  crossed 
dominance  of  hand  and  eye,  which  was  a subject  in 
which  I was  interested.  “About  75%,”  was,  as  1 re- 
member, the  reply.  If  it  had  not  been  for  this  chance 
encounter,  it  is  likely  that  this  paper  would  not  have 
been  written. 

The  term  “developmental  dyslexia”  is  used  in  ref- 
erence to  children,  otherwise  apparently  normal,  who 
have  difficulty  in  learning  to  read  in  the  conventional 
manner.  It  has  not  been  sufficiently  emphasized  that, 
in  our  culture,  developmental  dyslexia  is  the  diffi- 
culty in  learning  to  read  from  left  to  right. 

The  familial  incidence  of  developmental  dyslexia 
has  long  been  noted  and  a genetic  mechanism  has 
been  suspected.  A great  variety  of  factors,  genetic 
and  other,  may  influence  dyslexia,  but  this  does  not 
preclude  the  possibility  that  one  factor  may  pre- 
dominate. 

Monroe',  acting  on  clues  furnished  by  Orton,  es- 
tablished that  there  is  “a  significantly  greater  in- 
cidence of  left  eye  preference,  and  of  left  eye  prefer- 
ence with  right  hand  preference,  among  the  reading 
deficit  cases  than  among  the  controls”.  These  obser- 
vations warrant  further  analysis.  Sekuler  and  Levin- 
son2 present  evidence  that  “at  some  stage  of  neural 
processing,  the  human  visual  system  makes  use  of 
mechanisms  which  are  directionally  selective”.  The 
work  of  Harmon3  offers  objective  proof  of  the  role  of 
a directional  element  in  developmental  dyslexia. 

This  article  is  an  adaptation  of  a detailed,  privately 
printed  paper,  which  is  available  from  the  author  on 
request.  Address  correspondence  to  him  at  PO  Box  272, 
Pulaski  VA  24301. 
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It  has  been  my  observation  that  the  most  fre- 
quently recurrent  phenomenon  in  dyslexia  has  been 
dominance  of  the  left  eye,  often  accompanied  by 
dominance  of  the  right  hand.  The  frequent  associa- 
tion of  left  eye  with  right  hand  dominance  has  never 
been  adequately  explained.  Additionally,  children  re- 
ferred by  their  teachers  for  relatively  non-specific  vi- 
sual complaints  were  often  left  eyed  and  right 
handed  and  had  a reading  difficulty,  and  many  had 
been  forced  to  repeat  a grade. 

Methods 

In  1959,  in  an  effort  to  clarify  these  observations,  I 
began  to  record  pertinent  data  on  1,000  consecutive, 
unselected  patients,  and  on  their  relatives  if  informa- 
tion was  available.  Over  two-thirds  of  the  subjects 
were  adult,  of  whom  only  three  were  assumed  to  be 
dyslexic. 

Eye  dominance  was  tested  by  having  the  subject 
look  through  a cylinder  at  a small  distant  object.  If 
there  is  any  doubt  as  to  which  eye  is  used,  it  can  be 
identified  by  moving  one’s  head  into  the  line  of  vi- 
sion. While  testing  eye  dominance  is  simple,  it  is  es- 
sential to  eliminate,  at  least  to  minimize,  self-con- 
sciousness and  introspection  in  the  subject  tested. 

Hand  dominance  involves  many  skills  and  the  de- 
cision as  to  right  handedness  or  left  handedness  may 
be  difficult,  even  though  the  majority  of  people  may 
state  unequivocally  that  they  are  right  or  left  handed. 
While  a determination  usually  can  be  made,  some  in- 
dividuals are  best  described  as  ambidextrous.  Sub- 
irana4  has  devised  a battery  of  14  tests  to  give  a nu- 
merical rating  to  hand  preference. 

Results 

The  data  are  summarized  in  Table  1. 

Of  the  test  population,  66%  were  right  handed  and 
right  eyed,  while  6%  were  left  handed  and  left  eyed. 

VOLUME  106 


Thus,  72%  had  ipsilateral  dominance  of  hand  and 
eye.  The  distribution  suggests  that  it  may  be  advanta- 
geous and  normal  for  dominance  of  hand  and  eye  to 
be  linked  to  the  same  cerebral  hemisphere.  Con- 
tralateral (crossed)  dominance  was  exhibited  by  27% 
of  the  series.  Only  2%  were  left  handed  and  right 
eyed,  and  25%  were  right  handed  and  left  eyed.  The 
latter  group  was  four  times  as  numerous  as  the  third 
largest  group  (the  left  handed/left  eyed).  The  pattern 
of  dominance  is  obviously  not  random.  There  is  no 
tendency,  in  our  culture,  towards  crossed  dominance 
in  individuals  who  are  right  eyed. 

In  searching  for  an  explanation,  one  notes  that 
only  6%  of  the  right  handed/right  eyed  had  a 
strongly  positive  history  of  left  handedness  in  close 
relatives  (usually  of  the  first  degree).  This  figure  may 
be  understated,  yet  it  is  in  marked  contrast  to  the 
43%  of  the  right  handed/left  eyed  and  the  54%  of  the 
left  handed/left  eyed,  who  had  strongly  positive  fam- 
ily histories  of  left  handedness.  There  is  reason  to  be- 
lieve that  many  of  the  right  handed/left  eyed  (per- 
haps all  of  them  within  the  limits  of  experimental 
error)  were  left  handed  genetically,  and  that  they  had 
suppressed  this  trait  in  conformity  to  right  handed 
mores. 

The  incidence  of  reading  disability  was  14  times 
greater  in  the  left  eyed,  6.3%,  than  in  the  right  eyed, 
0.45%,  without  regard  to  handedness.  There  can  be 
no  doubt  that  dominance  of  the  left  eye,  with  or 
without  dominance  of  the  right  hand,  bears  a signifi- 
cant relationship  to  the  difficulty  in  learning  to  read 
from  left  to  right. 

There  is  no  convincing  evidence  at  this  time  that 
crossed  dominance  makes  an  independent  contribu- 
tion to  dyslexia.  The  conspicuous  association  of 
crossed  dominance  (right  hand/left  eye)  and  devel- 
opmental dyslexia,  which  has  puzzled  investigators 
for  many  years,  may  be  coincidental. 

Table  1 records  three  examples  of  reading  diffi- 
culty among  the  right  handed/right  eyed.  All  were 
boys.  “Mitchell”  was  seen  at  9 years  of  age.  Excessive 
attention  had  been  directed  to  his  eyes  ever  since  he 


entered  school  at  6V2  years.  He  had  enuresis,  and  was 
under  severe  pressure  from  his  father  to  do  well  in 
school.  His  mother  had  first  thought  that  he  would  be 
left  handed.  “Norman”  and  “T.  R.,  Jr.”  each  had 
amblyopia  ex  anopsia  of  the  left  (extremely  hyper- 
opic and  anisometropic)  eye.  Such  amblyopia  is 
probably  inevitable,  when  the  condition  is  neglected. 
The  fathers  of  these  two  boys  were  left  eyed.  We  can- 
not assume  that  any  of  the  three  boys  was  right  eyed 
genetically. 

Of  the  20  left  eyed  subjects  with  reading  difficulty, 
none  had  an  amblyopia  of  the  opposite  eye. 

Discussion 

A great  deal  of  work  remains  to  be  done  regarding 
inheritance  of  dominance.  Collins5  showed  that  mice 
developed  a definite  pattern  of  dominance.  Half  used 
the  right  paw  consistently,  and  half  used  the  left,  in 
order  to  obtain  a reward.  Obviously,  dominance  was 
important  to  them,  no  matter  how  it  was  achieved. 
We  may  assume  that  the  more  important  dominance 
is  to  a species,  the  more  likely  it  is  that  a genetic 
mechanism  will  develop  to  ensure  it. 

In  Subirana’s  test  population,  25%  were  purely 
right  handed,  and  25%,  it  should  be  noted,  is  repre- 
sentative of  homozygous  Mendelian  inheritance. 
None  were  purely  left  handed,  unless  pathological, 
but  20%  of  his  271  subjects  were  either  weakly,  or 
strongly,  left  handed.  Subirana  notes  that  three  of 
seven  archers  depicted  in  cave  drawings  were  left 
handed. 

The  Book  of  Judges  (20:16)  says  of  the  tribe  of 
Benjamin,  “Among  all  this  people  there  were  seven 
hundred  chosen  men  left  handed,  who  could  sling 
stones  at  an  hair  breadth,  and  not  miss”.  Chronicles 
(1:12:2)  describes  an  elite  corps  of  David:  “They  were 
armed  with  bows,  and  could  use  both  the  right  hand 
and  the  left  in  hurling  stones  and  in  shooting  arrows 
out  of  a bow”.  The  climate  among  the  Hebrews,  who 
wrote  from  right  to  left,  seems  to  have  been  friendly 
to  the  left  handed.  They  were  well  represented  in  the 
population,  perhaps  equally  with  the  right  handed. 


Table  1.  Observations  of  1,000  Consecutive,  Unselected  Individuals. 


Dominance  Pattern 

Number 

Family  History  of 
Left  Handedness 

Reading  Difficulty 

Amblyopia  of 
Opposite  Eye 

Right  Eye-Right  Hand 

664 

38  (5.7%) 

3 (0.45%) 

11 

Right  Eye-Left  Hand 

17 

8 (47%) 

0 

2 

Right  Eye-Ambidextrous 

4 

3 (75%) 

0 

0 

Left  Eye-Left  Hand 

57 

31  (54%) 

2 (3.5%) 

0 

Left  Eye-Right  Hand 

254 

109  (43%) 

16(6.3%) 

8 

Left  Eye-Ambidextrous 

4 

2 (50%) 

2 (50%) 

0 

Right  Eye-Either  Hand 

685 

49  (7.2%) 

3 (0.44%) 

13 

Left  Eye-Either  Hand 

315 

142  (45%) 

20  (6.35%) 

' 8 

Totals 

1000 

191  (19%) 

23  (2.3%) 

21 
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Control  of  speech  is  most  often  located  in  the  left 
hemisphere,  but  it  is  not  completely  dissociated  from 
handedness.  Roberts4  states  that  the  left  hemisphere 
is  dominant  for  speech  in  95%  of  the  right  handed, 
but  speech  is  represented  in  the  right  hemisphere  in 
30%  of  the  left  handed.  Handedness  is  a relatively 
unreliable  indicator  of  inheritance.  It  seems  to  be 
easily  altered  at  1 or  2 years  of  age,  although  it  may 
be  strongly  fixed  at  3 or  4. 

Eye  dominance  is  not  subject  to  the  social  pres- 
sures which  affect  handedness.  It  is  therefore  rela- 
tively stable.  No  doubt  it  can  be  ambivalent,  but  it  is 
often  so  strong  that  a child,  or  adult,  will  sight  a gun 
with  the  left  eye  even  while  holding  it  to  the  right 
shoulder. 

Although  15%  of  children  may  be  considered  to 
have  significant  retardation  of  reading  skills,  the  con- 
cept of  developmental  dyslexia  still  defies  exact  defi- 
nition and  the  diagnosis  remains  arbitrary.  Probably 
the  most  common  finding  is  the  reversal  of  words  and 
letters.  Also,  spelling  is  important. 

There  are  obviously  many  factors  operating  in  dif- 
ferent ways  and  at  different  levels  which  could  help 
or  hinder  the  child  who  is  learning  to  read  or  write. 
For  example,  developmental  dyslexia  is  found  in 
twice  as  many  boys  as  girls.  Thus,  the  predictive  role 
of  eye  dominance  is  not  infallible.  Yet  its  statistical 
association  with  dyslexia  appears  to  be  significant. 
The  weight  of  evidence  suggests  that  the  major  de- 
terminant of  developmental  dyslexia  is  a directionally 
selective,  neurovisual  mechanism,  genetic  in  origin,  of 
which  the  most  readily  recognizable  manifestation  is 
eye  dominance.  In  our  culture,  dominance  of  the  left 
eye  has  been  conspicuous  in  its  association  with  diffi- 
culty in  learning  to  read  from  left  to  right.  Contrary 
findings  may  be  expected  in  children  who  learn  to 
read  from  right  to  left  as  in  Israel. 

We  need  to  know  the  statistical  association  of  eye 
dominance  and  dyslexia  in  an  unselected  population 
of  children  who  are  learning  to  read.  The  data,  if  ob- 
tained from  schools,  should  be  tabulated  by  grades, 
and  with  any  other  refinements  the  investigator 
wishes  to  include.  Ophthalmologists  and  pediatri- 
cians are  favorably  situated  to  obtain  valuable  infor- 
mation from  the  testing  of  consecutive,  unselected 
patients,  appropriately  classified.  Children  like 
‘"Mitchell”  demand  intensive  study.  More  effective 
treatment,  both  prophylactic  and  remedial,  will  result 


when  the  etiology  of  developmental  dyslexia  is  better 
understood. 

Studies  of  children  do  not  measure  the  disabilities 
for  which  dyslexia  may  be  responsible  in  adults. 
There  can  be  infinite  gradations  of  reading  disability, 
and  it  is  impossible  to  predict  the  extent  of  the  frus- 
trations and  failures  which  they  can  produce  in  later 
life.  We  need  to  study  eye  dominance  in  adults,  in  or- 
der to  comprehend  what  may  have  gone  wrong.  Har- 
mon’s procedure  should  be  generally  applicable  and 
helpful. 

Harmon6,  who  has  tested  nearly  10,000  subjects, 
made  the  following  observation  in  a letter  to  me: 

My  first  exception  to  the  strong  relationship  be- 
tween left  eye  dominance  and  dyslexia  was  an  ac- 
countant, who  was  obviously  right-eyed  by  any 
test.  Investigation  of  his  background  disclosed 
that  in  his  first  four  years  in  school  his  language 
was  Hebrew  ...  I have  since  had  a few  more  ex- 
amples, but  I have  so  far  failed  to  get  anyone  in- 
terested in  running  similar  tests  in  Egypt,  Iran  or 
Israel . . . There  is  no  problem  in  China,  nor  was 
there,  up  to  five  years  ago,  in  Japan,  both  with  a 
language  written  up  and  down.  About  eight  years 
ago  Japan  changed  to  a left-to-right  language. 
They  now  have  about  15%  of  their  young  students 
with  learning  disabilities.  Previous  in-depth  studies 
showed  less  than  0.1%. 

Harmon’s  work  suggests  that  eye  dominance  is  dy- 
namic. I regard  his  procedure,  using  his  microfiche, 
as  an  extremely  sensitive  test  of  eye  dominance.  It 
should  provide  conclusive  proof  of  the  hypothesis 
which  is  central  to  this  paper. 
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Clinical  Note 


An  Ounce  of  Prevention: 
Checking  Up  on  Buckling  Up 


DUANE  A.  Lawrence,  MD,  Virginia  Beach,  Virginia 


While  several  agenda  items  related  to  motor  ve- 
hicle safety  were  being  debated  at  the  Annual  Meet- 
ing 1978  of  The  Medical  Society  of  Virginia  in  Wil- 
liamsburg, I happened  to  be  compiling  some  data 
from  my  family  practice  related  to  that  same  topic. 
Articles  by  Waddell  and  Frable  et  al  in  this  journal 
already  had  stimulated  my  interest  in  the  subject.1,2 

For  eight  years  I have  been  using  a readily  avail- 
able medical  history  questionnaire  for  all  complete 
health  checkups.  In  1974,  the  form  was  revised  to  in- 
clude the  question,  “Do  you  often  ride  in  cars  with- 
out using  any  safety  belts?”  At  first,  I seldom  dis- 
cussed the  answer  to  that  question  with  my  patients 
when  I reviewed  their  answers  to  the  135  questions 
on  the  form.  However,  Doctor  Waddell’s  disturbing 
report,  combined  with  recent  recommendations  of 
medical  educators  that  physicians  use  the  complete 
medical  checkup  as  a preventive  tool,  provoked  me 
to  review  the  answers  to  the  safety  belt  usage  ques- 
tion given  by  the  270  adults  who  have  filled  out  the 
questionnaire  since  1974. 

Table  1 presents  the  percentages  of  men  and 
women  in  various  age  groups  who  reported  using 
safety  belts  often.  Alarmingly,  only  one  in  six  of  the 
men  between  the  ages  of  15  and  24,  and  only  one  in 
four  of  the  men  between  the  ages  of  45  and  54  re- 
ported frequent  usage.  Also,  the  women  in  those 
same  age  groups  tended  to  report  less  usage  of  safety 
belts  than  all  the  other  women  patients  examined. 
Furthermore,  60%  of  all  the  patients  conservative 

The  author  is  in  family  practice  at  4169  Virginia  Beach 
Boulevard,  Virginia  Beach  VA  23452. 
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enough  to  undergo  a complete  physical  examination 
do  not  report  frequent  usage  of  safety  belts!  These 
figures  demonstrate  an  obvious  need  to  improve  pa- 
tient education  about  the  value  of  using  safety  belts 
regularly. 

A telephone  call  to  Dr.  Waddell  informed  me  that 
John  T.  Hanna,  director  of  the  Highway  Safety  Divi- 
sion of  the  Commonwealth  of  Virginia,  would  gladly 
send  me  a supply  of  pamphlets  on  safety  belt  usage 
designed  for  office  literature  racks  and  for  my  dis- 
cussions with  patients.  Mr.  Hanna  also  placed  me  in 
touch  with  the  Virginia  Association  of  Women  High- 
way Safety  Leaders,  who  sent  pamphlets  describing 
safe  child  restraints  for  automobiles. 

Now,  of  course,  it  will  be  interesting  to  see  whether 
the  answers  given  to  the  safety  belt  question  on  my 
history  during  the  next  few  years  are  more  often  af- 
firmative than  at  present.  If  so,  the  value  of  patient 
education  attempts  will  have  been  demonstrated. 

But  meanwhile,  whenever  I am  performing  a medi- 
cal checkup,  I comment  on  the  patient’s  answer  to 
this  question  so  that  he  will  realize  that  as  his  per- 
sonal physician  I care  whether  he  is  buckling  up.  I 
would  urge  my  colleagues  to  do  the  same.  Remem- 
ber, getting  your  patients  and  their  children  to  buckle 
up  could  save  them  many  medical  expenses — and 
even  their  lives. 
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Table  1.  Percentages  of  Patients  Reporting  Frequent  Safety  Belt  Usage  in  Cars. 


Age  Group 

15-24 

25-34 

35-44 

45-54 

55-64 

65+ 

Total 

Women 

37.5% 

45.4% 

40.0% 

34.8% 

57.2% 

60.0% 

43.7% 

Men 

16.7% 

40.0% 

44.1% 

25.0% 

41.7% 

42.8% 

37.2% 

Total 

29.5% 

42.5% 

41.1% 

31.4% 

51.5% 

50.0% 

40.7% 

Total  Number 
of  Patients 

28 

94 

68 

35 

33 

12 

270 
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Case  Report /Neurosurgery 


Posttraumatic  Cranial  Cysts 


WILLIAM  M.  Chadduck,  MD,  Martinsville, 

The  rarity  of  posttraumatic  cranial  cysts  has 
prompted  a report  of  the  following  two  cases:  One, 
an  epidermoid  cyst,  occurred  in  a 26-year-old  patient 
who  had  significant  cranial  trauma  20  years  earlier, 
and  another,  a leptomeningeal  cyst,  occurred  in  a 33- 
year-old  patient  who  experienced  the  cranial  injury 
in  infancy. 

Case  1. 

A 26-year  old  female  was  seen  because  of  headaches  and 
scalp  discomfort  occurring  in  the  left  frontoparietal  region. 
Her  mother  recalled  that  the  patient  had  been  hit  in  the 
left  side  of  the  head  with  a rock  at  the  age  of  5 or  6 years. 
Suturing  of  the  wound  was  not  done  and  skull  x-rays  were 
not  made  at  the  time  of  the  injury.  Sometime  afterward  the 
patient  had  a lump  on  her  head,  the  size  of  a marble.  The 
patient  recovered  from  the  injury  and  had  no  neurologic 
difficulties  or  significant  headaches  in  the  interim  but  did 
complain  of  an  enlarging  mass. 

On  examination  she  had  a 4 X 7-cm  fluctuant,  slightly 
tender  mass  in  the  left  frontoparietal  region  of  the  scalp. 
There  were  no  bruits  over  the  mass  and  the  neurologic  ex- 
amination was  entirely  normal.  Radiographs  of  the  skull 
(Figure  1)  demonstrated  a large  bony  defect  with  increased 
density  at  the  margins  in  the  left  frontoparietal  region.  A 
technetium  brain  scan  showed  increased  uptake  at  the  pe- 
riphery of  the  mass  and  centrally  decreased  uptake  sug- 
gesting a cystic  lesion.  At  operation  a scar  over  the  mass 
was  noted  after  the  scalp  had  been  shaved.  The  patient  had 
excision  of  the  epidermoid  cyst  and  a primary  acrylic 
cranioplasty.  No  complications  occurred  during  a year  of 
followup. 

Case  2. 

A 33-year-old  woman  sustained  a relatively  minor  head 
injury  in  an  automobile  accident.  Routine  radiographs  of 
the  skull  showed  a prominent  left  parietal  skull  defect 
which  prompted  her  referral  for  neurosurgical  evaluation. 
Information  from  her  parents  revealed  that  in  infancy  the 
patient  had  fallen,  sustaining  a significant  head  injury  to 
the  left  side  of  her  head.  She  had  had  hot  soaks  applied  to 
the  swollen  area  of  the  head  for  several  days.  She  then  be- 
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came  and  remained  asymptomatic  through  the  years  and  it 
was  only  the  incidental  automobile  accident  which  led  to 
the  discovery  of  her  lesion. 

On  examination  there  was  a 2 X 7-cm  defect  palpable  in 
the  left  parietal  region.  Pulsations  of  the  defect  were  noted, 
but  there  were  no  visible  scars  on  the  scalp.  Neurological 
examination  was  normal.  Radiographs  of  the  skull  (Figure 
2)  show  the  characteristic  cranial  defect  suggesting  a lepto- 
meningeal cyst. 

The  patient  underwent  excision  of  the  cyst,  dural  repair, 
and  cranioplasty  and  was  discharged  without  neurologic 
deficit.  Five  years  later  the  patient  was  readmitted  for  eval- 
uation of  right  hemicranial  headaches  associated  with  loss 
of  sensation  on  the  right  side  of  the  body.  Her  electroen- 
cephalogram was  normal  and  she  was  never  observed  to 
have  any  true  convulsive  activity.  She  was  subsequently 
lost  to  followup. 

Discussion 


The  pathogenesis  of  epidermoid  tumors  of  the  cra- 
nium has  been  discussed  by  Toglia,  Netsky  and  Al- 


Fig.  1.  Lateral  view  of  skull  of  Case  1 shows  round  bone  de- 
fect with  sclerotic  margins  characteristic  of  epidermoid 
cyst.  Note  daughter  cyst  seen  anteriorly  and  separated  by 
incomplete  bony  bridge. 
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Fig.  2.  Lateral  view  of  skull  of  Case  2 shows  typical  radio- 
lucent  defect  of  leptomeningeal  cyst  with  scalloped  margins 
of  variable  density. 


exander,1  who  first  pointed  out  that  an  epidermoid 
cyst  of  the  skull  can  be  caused  by  misplacement  of 
epithelium  as  with  scalp  lacerations.  They  described 
a 28-year-old  man  with  a scalp  laceration  which 
healed  primarily  after  suturing,  who  later  com- 
plained of  an  enlarging  mass  at  the  site  of  the  sutur- 
ing. Excision  of  the  tumor  proved  it  to  be  an  epider- 
moid cyst  but  no  mention  was  made  of  bony 
involvement.  Further  evidence  exists  that  epithelial 
tissue  may  be  implanted  surgically  or  mechanically 
in  the  spinal  canal.  Choremis  and  associates2  de- 
scribed six  children  treated  for  tubeculous  meningitis 
by  repeated  lumbar  puncture  who  developed  signs  of 
intraspinal  masses.  Epidermoid  tumors  were  found  at 
operation  and  evidence  of  congenital  defects  was 
lacking.  We  have  also  reported  the  occurrence  of  a 
spinal  epidermoid  cyst  occurring  in  a patient  6 years 
following  a traumatic  lumbar  puncture.3  The  epider- 
moid cyst  involving  the  calvarium  of  our  first  patient 
is  more  extensive  than  the  usual  congenital  epider- 
moid cyst,  which  is  characteristically  round  or  lobu- 
lated  and  circumscribed.  The  epidermoid  cyst  oc- 
curred directly  under  the  area  of  trauma  and  scalp 
laceration.  It  is  conceivable  that  a skull  fracture  un- 
derlay the  scalp  laceration  and  that  epithelium  was 
implanted  into  the  fracture  line. 

Posttraumatic  leptomeningeal  cyst  is  an  unusual 
complication  of  skull  fracture  occurring  almost  in- 
variably in  childhood.  Indeed,  according  to  Gruber4 
only  one  leptomeningeal  cyst  was  reported  in  an 
adult  prior  to  1969,  that  being  the  case  of  Soule  and 


Whitcomb,5  which  involved  the  base  of  the  skull.  At 
least  one  other  case,  seen  50  years  after  skull  fracture, 
was  reported  by  Peyser  and  Weissberg''  in  1961,  and 
perhaps  this  entity  is  more  common  than  the  litera- 
ture would  reflect.  Lende  and  associates7  have  pro- 
vided an  extensive  review  of  the  world  literature  and 
delineated  clinical  features  of  the  syndrome,  which 
included  a fracture  of  the  skull  occurring  early  in 
childhood  or  infancy  associated  with  a dural  tear  be- 
neath the  fracture  and  subsequent  enlargement  of  the 
fracture.  They  have  also  pointed  out  associated  ab- 
normalities including  ventricular  enlargement  be- 
neath the  fracture,  intracerebral  cysts,  seizure  dis- 
orders, hemiparesis,  and  hemiatrophy.  Taveras  and 
Ransohoff*  have  reported  seven  cases  in  which  bone 
erosion  was  seen  from  4 months  to  14  years  after  in- 
jury, but  in  most  cases  it  was  seen  in  less  than  3 
years.  They  concluded  that  progressive  destruction  of 
underlying  brain  might  be  avoided  by  early  treat- 
ment. It  is  evident,  however,  that  in  rare  cases  the 
cysts  may  remain  asymptomatic  for  many  years. 

Radiographic  features  of  the  lesion  consist  of  an 
oval  area  of  a radiolucency  involving  both  tables  of 
bone,  generally  irregular  with  scalloped  and  sclerotic 
margins.  Sometimes  the  course  of  an  old  fracture  line 
may  be  seen  in  association  with  the  defect.  Charac- 
teristic radiographic  findings  and  the  history  of  sig- 
nificant head  injury  generally  establish  the  diagnosis 
in  a child;  however,  as  noted  in  our  second  case,  this 
diagnosis  must  also  be  considered  in  adults  in  whom 
the  traumatic  episode  may  have  been  so  remote  as  to 
have  been  completely  forgotten  or  unknown  to  the 
patient. 
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ABSTRACTS 

These  abstracts  summarize  many  of  the  papers  presented  at  the  meeting  of  the  Virginia  Society  of  Hematology 
in  Virginia  Beach  on  June  15-16,  1979.  Dr.  Charles  L.  Johnston,  Jr.,  was  chairman  of  the  program. 


Crystalloid  Immunoglobulin  Inclusions  in  Chronic 
Lymphocytic  Leukemia.  Cyrus  Makoui,  Salem, 
and  Laxmi  B.  Mohanty,  Richmond. 

Our  study  revealed  17  of  20  reported  cases  were 
hypogamma  globulinemic,  two  had  monoclonal 
gammopathy  and  only  one  patient  with  lambda  light 
chain  crystal  had  a “normal”  serum  immunoglobu- 
lin. 

Since  only  one  clone  of  Ig  may  be  deficient,  total 
serum  Ig  level  may  not  indicate  hypogamma  globuli- 
nemia.  A quantitative  measurement  of  all  subtypes 
of  Ig  will  provide  additional  information  regarding 
secretion  of  immunoglobulins  in  these  leukemic  pa- 
tients. 

Pseudohypoxemia  Secondary  to  Leukemia  and 
Thrombocythemia.  Charles  E.  Hess,  Allen  B. 
Nichols,  William  B.  Hung,  and  Paul  M.  Su- 
RATT,  Charlottesville. 

Peripheral  blood  cells  utilize  oxygen,  and  the  rate 
depends  on  the  morphologic  type  and  the  maturity  of 
the  cell.  The  monocyte  has  the  highest  rate  of  oxygen 
consumption  followed  by  the  granulocyte  and  lym- 
phocyte. Monocytes  increase  their  rate  of  oxygen 
consumption  as  maturation  progresses,  while  gran- 
ulocytes and  lymphocytes  show  a decrease.  Platelets 
and  reticulocytes  have  mitochondria  and  also  con- 
sume oxygen;  mature  red  cells  do  not. 

To  assess  the  effect  of  extreme  leukocytosis  or 
thrombocytosis  in  patients  with  leukemia  on  blood 
gas  analysis,  we  measured  the  Pa02,  PaC02,  and  pH 
of  blood  stored  in  a heparinized  glass  syringe  at  22  °C 
and  2°C  at  15  minute  intervals  for  one  hour.  The 
mean  decrease  in  Pa02  in  12  patients  after  one  hour 
storage  at  22°C  was  15.8  mm  Hg  ± 6.4  (±  1 S.D.) 
compared  to  4.78  mm  Hg  ± 4.20  (±  1 S.D.)  in  7 con- 
trols (P  < 0.001).  When  stored  at  2°C  for  one  hour 
the  difference  was  not  significant  with  a mean  de- 
crease in  PaO,  in  patients  of  1.16  mm  Hg  ± 3.48  (± 
1.  S.D.)  compared  to  0.94  mm  Hg  ± 3.75  (±  1 S.  D.) 
in  controls  (P  < 0.6).  In  patients  the  difference  be- 
tween the  mean  fall  in  Pa02  after  one  hour  storage  at 
22°C  and  2°C  was  also  significant  (P  < 0.001),  but 
this  difference  was  not  significant  in  controls  (P  < 
0.1). 


The  accelerated  fall  in  Pa02  that  occurs  during  the 
performance  of  blood  gas  analysis  in  the  presence  of 
extreme  leukocytosis  or  thrombocytosis  leads  to  an 
incorrect  diagnosis  of  hypoxemia.  This  problem  can 
be  circumvented  by  avoiding  unnecessary  delays 
during  those  steps  in  blood  gas  analysis  where  the 
sample  is  at  room  temperature. 

Hemoglobin  S in  Southern  Iraq.  F.  M Al-Kasab,  E. 
C.  Gordon  Smith,  J.  T.  Marrow,  and  F.  H. 
SHEENA,  Basrah,  Iraq,  and  A.  A.  HOSSAINI,  Rich- 
mond. 

Sickle  cell  hemoglobin  (HbS)  is  found  with  signifi- 
cant frequency  in  a number  of  non-black  popu- 
lations, and  has  been  attributed  either  to  multiple 
mutations  at  the  HbS  'locus  or  to  a single  mutation 
whose  dispersion  reflects  historical  population  migra- 
tions. Some  authors  suggest  that  genetic  and  historic 
evidence  favors  an  equatorial  African  origin  for  the 
HbS  mutation,  which  diffused  east  to  Arabia  and 
subsequently  to  Europe  and  Asia.  Other  studies 
based  on  the  relatively  low  frequency  of  the  African 
blood  group  phenotype  Rho(cDc)  in  HbS  foci  of 
Greece,  India  and  Turkey,  suggest  that  the  HbS  mu- 
tant arose  in  Saudi  Arabia,  spreading  west  to  Africa, 
north  to  Europe,  and  east  to  India.  In  either  case 
HbS  among  non-black  populations  of  Europe  and 
Asia  are  most  likely  to  represent  secondary  dis- 
persions from  Arabia.  The  persistence  of  HbS  in  high 
concentrations  in  these  isolated  foci  has  been  attrib- 
uted to  local  selective  factors,  including  endemic  ma- 
laria and  G-6-PD  deficiency.  The  present  study  is  a 
preliminary  report  on  the  distribution  of  HbS  in 
Southern  Iraq  and  the  common  clinical  features  of 
the  disease  state  in  Southern  Iraqis.  The  blood  group 
phenotypes  in  the  HbS  positive  population  and  those 
who  are  negative  will  be  the  subject  of  a future  com- 
munication. 

Forty-three  patients  were  admitted  to  the  Basrah 
Teaching  Hospital  with  symptoms  attributable  to 
sickle  cell  disease.  Physical  examination,  skeletal  sur- 
vey and  laboratory  studies  were  conducted  on  each 
patient.  Findings  will  be  presented  in  detail,  includ- 
ing a comparative  analysis  of  the  clinical  manifesta- 
tions among  the  non-black  population  and  the  sick- 
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lers  among  US  blacks,  in  addition  to  speculation  as 
to  the  origin  of  HbS  in  Iraqi  sickler  HbS  carriers. 

Immunological  Studies  of  Patients  with  Autoimmune 
Neutropenia.  W.  K.  Smith,  P.  S.  Madyastha,  T. 
Mohanakumar,  and  G.  W.  James  III,  Richmond. 

Several  methods  have  been  used  in  recent  years  to 
demonstrate  an  autoimmune  reaction  of  serum  from 
patients  with  neutropenia  to  their  own  neutrophils. 
The  microcapillary  leukoagglutination  assay  (MCA) 
is  highly  sensitive  and  reproducible,  and  predicts  re- 
sponse to  therapy  before  the  total  white  count 
changes.  Concurrent  use  of  the  granulocyte  microcy- 
totoxicity assay  (GMC),  a complement  mediated  test 
of  cell  destruction  by  antibody,  provides  additional 
patterns  of  reactivity.  Serum  may  also  inhibit  the 
burst  of  hexose  monophosphate  shunt  activity,  which 
accompanies  phagocytosis  of  latex  particles  by  nor- 
mal third  party  neutrophils.  Patients  with  immune 
neutropenia  can  be  classified  by  the  pattern  of  reac- 
tions in  these  assays.  Of  particular  interest  is  the  find- 
ing that  FITC-anti-  human  C3  reagents  show  in- 
creased reactivity  against  the  neutrophils  of  patients 
with  Felty’s  syndrome.  Supported  by  R01  CA25045 
from  the  National  Cancer  Institute,  NIH,  DHEW. 

Studies  in  Inhibitor  Cells  in  Aplastic  Anemia.  P.  J. 

Quesenberry,  Charlottesville,  and  R.  Sullivan,  K. 
Zuckerman,  J.  Rappaport,  and  R.  Parkman, 
Boston,  Massachusetts. 

Recent  clinical  and  experimental  observations  sug- 
gested that  a subset  of  patients  with  aplastic  anemia 
may  have  a disease  mediated  by  T-lymphocytes.  Ac- 
cordingly, we  have  studied  the  effect  of  highly  spe- 
cific antithymocyte  serum  (ATS)  plus  complement 
on  the  invitro  growth  of  marrow  granulocytes-macr- 
ophage  stem  cells  (CFU-C)  from  12  patients  with 
aplastic  anemia;  nine  of  these  were  frequently  trans- 
fused patients  with  severe  aplasia,  of  which  three  pa- 
tients had  marrow  hypoplasia.  We  have  also  studied 
the  effect  of  marrow  from  nine  patients  with  aplastic 
anemia  when  co-cultured  with  normal  marrow  upon 
marrow  CFU-C  recovery.  Patients  with  aplastic 
anemia  had  very  low  levels  of  detectable  marrow 
CFU-C  (mean  8.9  ± 3 per  2 X 105  cell)  as  compared 
to  normals  with  a mean  of  88  ± 19  CFU-C  per  2 X 
105  cells.  Initial  studies  showed  that  exposure  to  ATS 
plus  complement  did  not  alter  the  in  vitro  growth  of 
normal  marrow  CFU-C.  Similarly,  exposure  of  mar- 
row from  patients  with  aplastic  anemia  to  ATS  plus 
complement  did  not  lead  to  any  significant  augmen- 
tation of  in  vitro  CFU-C  growth.  Co-culture  studies 
in  nine  patients  also  failed  to  show  any  evidence  of 
inhibition;  one  pair  of  identical  twins  was  studied 


and  the  co-culture  procedure  led  to  a significant  aug- 
mentation of  CFU-C  recovery.  Furthermore,  clinical 
trials  of  rabbit  anti-human  thymocyte  globulin 
(ATG)  for  one  to  two  weeks  in  14  patients  with  apl- 
astic anemia  at  the  Peter  Bent  Brigham  Hospital  and 
Children’s  Hospital  Medical  Center,  Boston,  has  led 
to  only  one  equivocal  clinical  response.  However, 
one  patient  subject  to  marrow  transplantation  from 
an  HLA-MLC  compatible  sibling  recovered  with  his 
own  marrow  during  ATG  therapy. 

These  data  fail  to  show  an  in  vitro  inhibitory  effect 
on  marrow  CFU-C  of  cells  from  patients  with  aplas- 
tic anemia;  similarly  little  clinical  effect  of  ATG  has 
been  observed.  These  data,  along  with  other  studies 
failing  to  show  inhibitors  of  myelopoiesis  in  serum 
from  patients  with  aplastic  anemia,  suggest  that  most 
cases  of  aplastic  anemia  are  not  immunologically  me- 
diated. 

Effect  of  Oral  Iron  Therapy  on  Serum  Ferritin  Lev- 
els. M.  S.  Wheby  and  R.  M.  Mintz,  Charlottesville. 

Assay  of  serum  ferritin  has  recently  been  described 
as  a highly  reliable  indicator  of  body  iron  stores.  Ex- 
ceptions include  inflammatory  states,  certain  malig- 
nant diseases,  and  treatment  of  iron  deficiency 
anemia  with  oral  iron.  The  latter  was  reported  in  iron 
deficient  infants  who  showed  a rise  of  serum  ferritin 
to  normal  or  higher  levels  in  the  first  week  of  treat- 
ment. This  is  an  important  clinical  point  since  a nor- 
mal serum  ferritin  should  indicate  repletion  of  body 
iron  stores  and  could  be  misleading  in  the  diagnostic 
evaluation  of  a patient. 

To  evaluate  this  in  adults,  eight  patients  with  iron 
deficiency  anemia  were  studied  prior  to  and  on  a fre- 
quent basis  after  beginning  treatment  with  oral  fer- 
rous sulfate  or  intravenous  iron  dextran.  Serum  ferri- 
tin was  assayed  by  radio-immunoassay. 

Serum  ferritin  did  not  rise  within  the  first  days  or 
weeks  in  any  patient  treated  with  oral  iron  although 
the  expected  hematologic  response  occurred.  Intra- 
venous iron,  which  initially  is  cleared  by  RE  cells,  re- 
sulted in  a rapid  rise  in  serum  ferritin.  This  study  in- 
dicates that  oral  iron  treatment  of  iron  deficiency 
anemia  in  adults  did  not  cause  a rise  in  serum  ferritin 
until  hemoglobin  levels  were  normal. 

Weight  Watcher’s  Diet  and  Acquired  Warfarin  Re 
sistance.  G.  D.  Qureshi,  T.  P.  Reinders,  Jennifer 
J.  Swint,  and  Margaret  D.  Brothers,  Richmond. 

Hereditary  resistance  to  warfarin  has  been  de- 
scribed both  in  man  and  rodents.  Acquired  warfarin 
resistance,  however,  is  generally  encountered  second- 
ary to  drug  therapy.  We  recently  studied  a patient  in 
whom  the  high  vitamin  K content  of  the  Weight 
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Watcher’s  diet  led  to  an  apparent  resistance  to  warfa- 
rin. A 31 -year-old  female  had  five  episodes  of  deep 
vein  thrombosis,  for  which  she  was  placed  on  warfa- 
rin prophylaxis.  During  the  last  two  years  she  re- 
ceived 30  mg  of  warfarin  daily,  which  prolonged  her 
prothrombin  time  to  16-17  seconds  (control  12  sec- 
onds). This  is  far  below  the  expected  prolongation  on 
this  anticoagulant  dosage.  During  the  same  period  of 
time  the  patient  lost  140  lbs  on  a high  vegetable 
Weight  Watcher’s  diet.  Systematic  studies  of  warfa- 
rin kinetics  after  administration  of  30  mg  of  sodium 
warfarin  PO  did  not  reveal  a shortened  tVi  of  warfa- 
rin (t*/2  24  hours,  normal  15-56  hours,  mean  44 
hours).  On  a constant  warfarin  dosage  (20  mg  PO 
daily)  a change  from  the  high  vitamin  K containing 
Weight  Watcher’s  diet  (vitamin  K content  1277  jug 
daily)  to  a normal  diet  (vitamin  K content  368  jag 
daily)  led  to  a significant  reduction  in  the  warfarin 
resistance  and  prolongation  of  prothrombin  time. 

Acquired  Circulating  Anticoagulant  and  Hematuria. 

W.  T.  Dabney  III  and  G.  D.  Qureshi,  Richmond. 

A 51 -year-old  white  male  was  referred  with  gross 
hematuria  and  a prolonged  prothrombin  time  and 
partial  thromboplastin  time.  Previous  intravenous 
pyelography,  retrograde  pyelography  and  cytoscopy 
revealed  blood  coming  from  the  right  ureter  and  a 
filling  defect  in  right  upper  pole  calyx.  He  had  been 
treated  with  minocycline  and  trimethoprim/sulfame- 
thoxazole for  urethritis  prior  to  developing  hema- 
turia. Physical  examination  was  unremarkable  except 
for  thrombophlebitis  in  the  right  calf  and  fever.  Lab- 
oratory data  revealed:  PT  = 15  sec,  control  = 13  sec: 
PTT  = 47  sec,  control  = 27  secs.  One  to  one  dilutions 
with  normal  plasma  partially  corrected  values  to  PT 
= 14/12  and  PTT  = 34/27.  Thrombin  time  was  nor- 
mal, FDP  greater  than  40,  fibrinogen  = 680  mgm/dl, 
Ivy  bleeding  time  = 3 mins.  Stypven  time  prolonged 
and  partially  corrected  by  1 : 1 dilution.  CBC  normal 
except  platelet  count  606,000.  SMAC  20  normal. 
Serologic  tests  for  SLE  negative.  Factor  V and  Fac- 
tor X assays  normal.  Patient  had  a “lupus  type  inhib- 
itor”. Under  observation  his  hematuria  cleared  and 
thrombophlebitis  resolved.  Urologic  workup  was 
normal.  He  was  treated  with  prednisone  and  inhib- 
itor disappeared  and  subsequent  studies  were  normal 
on  no  therapy. 

The  Development  and  Treatment  of  Disseminated  In- 
travascular Coagulation  (DIC)  Following  Insertion  of 
a LeVeen  Shunt.  K.  Reynolds  and  L.  M.  Fisher, 
Richmond. 

This  patient  is  a 55-year-old  black  female  with 
Laennec’s  cirrhosis,  secondary  to  alcohol,  who  pre- 


sented to  MCV  with  anorexia,  weakness,  increase  in 
abdominal  girth,  scleral  icterus  and  melena.  Due  to 
persistent  upper  GI  bleeds,  she  required  an  emer- 
gency porto-caval  shunt.  Prior  to  her  surgery,  the 
platelets  were  66,000;  PT:  16/13;  PTT:  31/26  and  fi- 
brinogen: 175.  Following  the  surgery,  her  overall 
status  improved  and  her  coagulation  studies  were 
slightly  prolonged.  One  week  after  the  shunt,  she  de- 
veloped hepato-renal  syndrome  and  remained  unre- 
sponsive to  medical  treatment.  A LeVeen  shunt  was 
then  placed  and  she  temporarily  improved.  Sub- 
sequently, her  coagulation  studies  began  to  demon- 
strate DIC:  platelets:  53,000;  PT:  21/12;  PTT:  61/28; 
fibrinogen:  55;  FSP:  > 40,  factors  V and  VII  were 
25%  of  normal.  Following  heparin  treatment,  her 
studies  did  improve.  However,  due  to  UGI  bleeding, 
her  heparin  therapy  was  discontinued.  Her  clotting 
tests  remained  stable,  but  her  hospital  course  was 
again  complicated  by  a clotted  LeVeen  shunt  which 
was  revised.  Once  again  she  developed  DIC  and  was 
started  on  heparin. 

Treatment  of  Acute  Leukemia  in  Adults:  Are  We 
Making  Any  Progress?  J.  W.  ZlRKLE  and  C.  E. 
HESS,  Charlottesville. 

A review  of  146  consecutive  adult  patients  with 
acute  leukemia  seen  at  the  University  of  Virginia 
Hospital  between  1-1-74  and  12-31-78  was  done  to 
evaluate  the  results  of  different  induction  regimens, 
and  the  results  were  compared  with  those  obtained  in 
a similar  group  of  patients  seen  at  the  same  institu- 
tion between  7-1-66  and  12-31-73.  There  were  115 
patients  with  acute  granulocytic  leukemia  (AGL) 
and  3 1 with  acute  lymphoblastic  leukemia  (ALL)  or 
acute  undifferentiated  leukemia  (AUL).  Sixteen  of 
the  115  patients  with  AGL  received  no  chemother- 
apy (untreated  group);  an  additional  16  had  an  iden- 
tifiable preleukemic  phase  and  were  evaluated  as  a 
separate  group.  The  median  survival  for  patients 
with  AGL  (excluding  those  with  a preleukemia 
phase)  who  achieved  a complete  remission  (CR)  was 
13.7  months,  compared  to  7.0  months  for  those  who 
achieved  a partial  remission  (PR),  3.0  months  for 
those  who  showed  no  response  (NR),  and  3.4  months 
for  the  untreated  group.  The  median  survival  for  pa- 
tients with  ALL/AUL  who  achieved  a CR  was  14.6 
months,  compared  to  11.3  months  for  those  who 
achieved  a PR  and  2.6  months  for  those  who  showed 
no  response.  In  patients  with  AGL  who  received  an 
adequate  trial  of  chemotherapy  the  CR  rate  was  57%, 
with  a PR  of  22%.  Seventy-three  percent  of  the  ALL/ 
AUL  patients  attained  a CR,  and  8%  a PR.  Com- 
pared to  the  earlier  results  (1966-1973)  in  a similar 
group  of  patients,  the  CR  rate  was  incresed,  but  the 
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survival  of  those  entering  CR,  and  of  the  entire 
group,  has  not  changed.  The  dilference  in  CR  rate 
probably  is  related  more  to  better  supportive  mea- 
sures during  induction  than  to  alterations  in  drug 
regimens. 

Pneumococcal  Sepsis  in  an  Asplenic  Man  with  Hodg- 
kin’s Disease.  T.  J.  Halloran  and  G.  W.  Watson, 
Portsmouth. 

Overwhelming  pneumococcal  sepsis  is  an  increas- 
ingly recognized  problem  in  asplenic  adults.  A 29- 
year-old  male  who  had  stage  IV  B Hodgkin’s  disease 
(nodular  sclerosing  type)  and  a staging  splenectomy 
developed  fulminant  and  rapidly  fatal  pneumococcal 
sepsis  during  nitrogen  mustard/Oncovin®/pro- 
carbazine/prednisone  (MOPP)  therapy.  Peripheral 
blood  smears  showed  many  diplococci,  and  blood 
cultures  grew  type  6B  S.  pneumoniae.  Polyvalent 
pneumococcal  vaccine  had  not  been  given.  This  case 
illustrates  that  prevention  is  the  key  to  managing 
pneumococcal  septicemia  in  these  vulnerable  pa- 
tients. From  our  case  and  a literature  review,  we  dis- 
cuss pneumococcal  vaccination  and  its  efficacy  in  im- 
munosuppressed  patients  with  Hodgkin’s  disease. 
Further,  we  recommend  antibiotic  prophylaxis  until 
anti-pneumococcal  antibodies  are  demonstrated,  and 
early  aggressive  management  of  respiratory  infec- 
tions. 

Results  of  Nitrogen  Mustard/Oncovin®/Pro- 
carbazine/Prednisone  (MOPP)  Chemotherapy  in  Pa- 
tients with  Advanced  or  Recurrent  Hodgkin’s  Dis- 
ease: A Study  of  82  Patients.  R.  Jain  and  C.  E.  Hess, 
Charlottesville. 

From  1969  to  1978,  82  patients  with  advanced  or 
recurrent  Hodgkin’s  disease  were  treated  with  MOPP 
chemotherapy.  Twenty-eight  patients  (Group  I)  re- 
ceived MOPP  as  initial  therapy,  and  61%  achieved  a 
complete  remission  (C.R.)  and  18%  a partial  response 
(P.R.).  Median  survival  of  all  patients  in  Group  I was 
33+  months.  Of  the  17  who  achieved  a C.R.,  9 are 
alive  and  disease  free  with  a median  survival  of  52+ 
months;  the  longest  disease  free  survival  is  114+ 
months.  Twenty-two  patients  (Group  II)  received 
MOPP  plus  radiation  as  initial  therapy,  and  86% 
achieved  a C.R.  and  9%  a P.R.  Median  survival  of  all 
patients  in  Group  II  was  54+  months.  Of  19  who 
achieved  a C.R.,  16  are  still  alive  and  disease  free 
with  a median  survival  of  55+  months;  the  longest 
disease  free  survival  in  120+  months.  Thirty-two  pa- 
tients received  either  MOPP  (24  patients)  or  MOPP 
plus  radiation  (8  patients)  after  having  relapsed  fol- 
lowing initial  treatment  with  radiation  alone  (Group 
III).  Twenty-five  (78%)  achieved  a C.R.,  and  19%  a 


P.R.  Median  survival  for  all  patients  in  Group  III 
was  76+  months.  Of  25  who  achieved  a C.R.,  16  are 
still  alive  without  any  evidence  of  disease  with  a me- 
dian survival  of  84+  months;  the  longest  disease  free 
survival  is  146+  months.  The  overall  response  rate, 
survival,  and  disease  free  survival  in  our  patients  are 
comparable  to  several  other  reports.  In  addition,  the 
excellent  response  rate,  survival,  and  disease  free  sur- 
vival in  those  patients  who  relapsed  after  radio- 
therapy alone  for  PS  I-II  A or  B,  and  PS  III  A dis- 
ease (Group  III)  are  strong  arguments  for  the  use  of 
radiotherapy  alone  as  initial  treatment  in  these  pa- 
tients. This  approach  avoids  over-treatment  of  many 
patients  with  early  stages  of  Hodgkin’s  disease,  and 
probably  reduces  the  incidence  of  late  complications 
of  more  intensive  therapy  (e.g.,  acute  leukemia). 

Acute  Leukemia  Following  Successful  Therapy  of 
Hodgkin’s  Disease.  C.  W.  Caldwell  and  J.  W. 
Reid,  Portsmouth. 

The  development  of  second  malignancies,  particu- 
larly acute  non-lymphocytic  leukemia  (ANLL),  fol- 
lowing the  successful  treatment  of  Hodgkin’s  disease 
has  been  the  subject  of  several  recent  reports  and  re- 
views. During  a one-year  period,  three  cases  of 
ANLL  following  therapy  of  Hodgkin’s  disease  were 
seen  at  the  Naval  Regional  Medical  Center,  Ports- 
mouth, Virginia.  These  cases  will  be  presented  and 
the  recent  literature  reviewed.  The  relationship  be- 
tween therapy  and  the  subsequent  development  of 
second  malignancies  will  be  discussed,  as  well  as  the 
postulated  mechanisms  which  may  play  a role  in  the 
development  of  neoplasia.  Other  disorders  in  which 
the  risk  of  second  malignancies  appears  to  be  in- 
creased will  be  reviewed  and  the  implications  related 
to  therapy  of  these  disorders  presented. 

Chemotherapy  of  Recurrent  Pinealoma  with  Vinblas- 
tine and  Bleomycin.  R.  L.  Glazier,  Richmond. 

Despite  histologic  similarity  of  germinoma  of  the 
pineal  gland  with  dysgerminoma  of  the  testicle,  only 
one  published  report  of  a patient  responding  to  che- 
motherapy could  be  found.  M.  W.,  a patient  with 
germinoma  of  the  pineal  gland  and  seeding  along  the 
neuraxis,  was  treated  initially  with  ventricular  shunt- 
ing and  cobalt  therapy.  A subsequent  relapse  within 
the  central  nervous  system  was  successfully  treated 
with  chemotherapy  with  vinblastine  and  bleomycin. 
Dramatic  resolution  of  tumor  was  seen  on  EMI  scan. 
The  antitumor  drugs  were  selected  because  of  re- 
sponsiveness of  testicular  tumors,  not  because  of 
their  ability  to  transverse  the  blood  brain  barrier.  ■ 
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The  Medical  Society  of  Virginia 

— CEEDENGS 


Minutes  of  Council 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  Society  head- 
quarters on  Saturday,  April  28,  1979. 

Members  Present:  Dr.  Charles  E.  Davis,  Jr.;  Dr. 
George  M.  Nipe;  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Percy  Wootton;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold  L. 
Williams;  Dr.  Charles  M.  Caravati,  Jr.;  Dr.  Gordon 
G.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  Wil- 
liam W.  S.  Butler,  III;  Dr.  Robert  C.  Green,  Jr.;  Dr. 
Harry  C.  Kuykendall  and  Dr.  C.  Barrie  Cook. 

Others  Present:  Dr.  H.  C.  Alexander,  III,  2nd  Vice 
President;  Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr. 
William  Stewart  Burton,  Dr.  Frederick  K.  McCune, 
Dr.  J.  Latane  Ware,  Dr.  Charles  H.  Crowder,  Jr.,  Dr. 
William  R.  Watkins,  Dr.  George  E.  Broman  and  Dr. 
Gerald  J.  Fisher,  Vice-Councilors;  Dr.  Michael  A. 
Puzak,  Dr.  Carl  E.  Stark  and  Dr.  John  A.  Martin, 
AMA  Delegates;  Dr.  W.  Leonard  Weyl  and  Dr.  Ar- 
thur A.  Kirk,  Alternate  AMA  Delegates;  Dr.  Cla- 
rence B.  Trower,  President,  State  Board  of  Medicine; 
Dr.  George  Carroll,  Secretary,  State  Board  of  Medi- 
cine; Dr.  William  S.  Hotchkiss,  Member  Board  of 
Trustees  of  AMA;  Dr.  Edmund  Brown,  State  Board 
of  Health;  Dr.  James  B.  Funkhouser,  representing 
the  Department  of  Mental  Health  and  Mental  Retar- 
dation; Mr.  Doug  Finestone,  President,  MCV  Stu- 
dent Medical  Association;  Mr.  Robert  G.  Stuart,  Ex- 
ecutive Secretary,  VaMPAC;  Mr.  Allen  Goolsby, 
Attorney  for  the  Society;  Mr.  Edward  S.  Debolt,  Mr. 
Van  Ellet  and  Ms.  Gail  Crane,  Vanguard  Consul- 
tants. 

Following  the  invocation  by  Dr.  Carl  Stark,  Dr. 


Davis  introduced  Council’s  guests  and  announced 
that  Dr.  Hagood  would  serve  as  Parliamentarian. 

Gasoline  Rationing 

Recent  developments  affecting  the  shortage  of  gas- 
oline have  caused  some  concern  among  physicians, 
particularly  those  who  must  make  daily  rounds  of 
hospitals,  clinics,  etc.  Dr.  Davis  reported  that  he  has 
been  in  touch  with  the  Governor’s  office  concerning 
what  provisions  will  be  made  for  physicians  and  oth- 
ers directly  responsible  for  care  of  the  sick  and  in- 
jured. Dr.  Davis  has  been  assured  that,  should  ra- 
tioning become  a reality,  the  special  needs  of 
physicians  would  certainly  be  taken  into  consid- 
eration. 

State  Board  of  Medicine 

Dr.  Clarence  Trower,  president,  and  Dr.  George 
Carroll,  secretary-treasurer,  State  Board  of  Medicine, 
discussed  the  recently  announced  transfer  of  the 
Board’s  administrative  offices  from  Portsmouth  to 
Richmond.  Although  the  move  was  supposed  to  be 
financially  justified,  Dr.  Trower  believed  that  the  op- 
posite would  be  true.  It  was  pointed  out  that  office 
rental  and  other  operational  costs  were  considerably 
less  in  Portsmouth  than  could  be  expected  in  Rich- 
mond. It  was  also  brought  out  that  most  of  the  staff 
would  have  to  be  replaced.  The  move  would  also 
cause  some  problems  as  far  as  the  current  President 
and  Secretary  are  concerned — travel  time  being  one 
of  the  big  items. 

It  was  agreed  that  the  decision  to  move  the  Board 
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is  quite  definite  and  that  no  action  by  the  Society  is 
required. 

Cost  Containment 

Dr.  James  F.  Crosby  presented  a proposed  Cost 
Containment  Program  for  which  a feasibility  study 
has  been  endorsed  by  the  Chesapeake  Medical  So- 
ciety. The  proposed  program  stresses  proper  use  of 
appropriate  health  facilities  and  has  stimulated  the 
interest  of  city  and  hospital  authorities  in  the  Chesa- 
peake area. 

Of  particular  interest  were  Dr.  Crosby’s  sugges- 
tions for  solving  emergency  room  problems  and  pro- 
viding better  and  more  appropriate  care  of  geriatric 
patients. 

Dr.  Sidney  Loxley,  president  of  Chesapeake  Medi- 
cal Society,  confirmed  the  interest  of  his  Society  in 
the  proposal  and  its  endorsement  of  a feasibility 
study.  He  indicated  that  there  are  many  questions  to 
be  answered  and  many  concerns  to  be  overcome  if 
the  proposed  program  is  to  be  successful. 

Dr.  Fields  reported  that  Fairfax  physicians  have, 
for  some  time,  been  interested  in  cost  containment 
programs  and  have  concentrated  particularly  on 
public  education. 

Council  expressed  its  appreciation  to  Dr.  Crosby 
for  providing  information  concerning  his  proposal 
and  asked  to  be  kept  advised  of  its  progress. 

Alliance  for  Eradication  of  Venereal  Disease 

The  Medical  Society  of  Virginia  is  a member  of 
the  Virginia  Alliance  for  the  Eradication  of  Venereal 
Disease  and  has  been  requested  by  that  organiza- 
tion’s board  of  directors  to  endorse  a resolution 
which,  among  other  things  1 ) approves  a contract  be- 
tween the  Alliance  and  State  Department  of  Health; 
2)  employs  certain  staff  members  at  stipulated  sala- 
ries; and  3)  establishes  a special  personnel  committee 
for  the  purpose  of  developing  policies  for  employees 
of  the  Alliance. 

The  thought  was  expressed  that  the  Society  would 
do  well  to  receive  the  resolution  but  stop  short  of  out- 
right approval.  A motion  was  offered  by  Dr.  Wallace 
which  would  approve  the  RESOLVED  portion  of 
the  resolution  pertaining  to  the  contract  with  the  De- 
partment of  Health.  The  motion  was  seconded. 

Following  considerable  discussion,  a substitute 
motion  by  Dr.  Kuykendall  to  receive  and  file  the  res- 
olution was  seconded  and  carried. 

1980  Travel  Program 

Dr.  Nipe  reported  that  he  has  received  and  studied 
a number  of  proposals  for  the  Society’s  travel  pro- 
gram in  1980.  There  were  two  which  seemed  to  offer 


the  greatest  possibilities,  both  proposed  by  INTRAV. 
The  first  would  be  a mid-winter,  7-day  trip  to  Monte 
Carlo  and  the  second  a 12-day  mid-summer  Danube 
River  cruise.  The  latter  trip  would  provide  sufficient 
continuing  medical  education  for  12  credit  hours. 

A motion  by  Dr.  Hagood  to  approve  the  Monte 
Carlo  and  Danube  River  trips  was  seconded  and 
adopted. 

Routine  Hospital  Procedures 

Blue  Cross-Blue  Shield  of  Southwestern  Virginia 
and  Blue  Cross-Blue  Shield  of  Virginia  have  called 
attention  to  a recommendation  of  the  American  Col- 
lege of  Physicians  that  “no  diagnostic  tests,  including 
blood  hemoglobin,  urine  analysis,  biochemical  blood 
screens,  chest  x-rays,  and  electrocardiogram,  should 
be  required  as  routine  procedures  for  patients  admit- 
ted to  a hospital.” 

Dr.  Hulley  commented  on  the  recommendation 
and  called  attention  to  the  fact  that  it  is  based  on  the 
premise  that  “good  medical  practice  dictates  that  di- 
agnostic tests  should  be  determined  by  the  nature  of 
the  patient’s  problem  and  should  be  ordered  individ- 
ually by  the  patient’s  physician  ...”  Virginia  Blue 
Shield  plans  have  endorsed  the  recommendation  and 
believe  that  routine  diagnostic  tests  performed  on 
hospital  admission  should  not  be  covered — except 
when  ordered  by  the  attending  physician  specifically 
for  the  individual  patient.  Dr.  Hulley  went  on  to  say 
that  the  action  had  been  endorsed  by  not  only  the 
American  College  of  Physicians  but  also  the  Ameri- 
can College  of  Radiology  and  American  Hospital  As- 
sociation. The  Virginia  Hospital  Association  was  re- 
ported to  be  reviewing  the  matter  at  this  time. 

There  followed  considerable  discussion  during 
which  the  thought  was  expressed  that  such  judg- 
ments should  be  left  entirely  to  hospital  staffs  and 
that  the  recommendation  appears  to  go  too  far.  Some 
thought  the  new  policy  to  be  fraught  with  dangers 
and  serious  implications.  A question  was  raised  con- 
cerning the  definition  of  “attending  physician”,  and 
Dr.  Hulley  indicated  that  the  term  refers  to  any  phy- 
sician associated  with  a particular  case. 

A question  was  raised  as  to  whether  action  by  the 
Society  would  in  any  way  place  it  in  conflict  with 
FTC.  It  was  at  this  point  that  Dr.  Hagood  moved 
that  the  matter  be  filed.  His  motion  was  seconded. 

Dr.  Crowder  advised  Council  that  the  new  recom- 
mended policy  had  been  reached  after  three  years  of 
study  by  a number  of  groups  including  Blue  Shield’s 
own  Professional  Relations  Committee. 

It  was  at  this  point  that  Dr.  Kuykendall  moved  to 
postpone  further  consideration  until  the  afternoon 
session  in  order  that  Council  could  avail  itself  of  Mr. 
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Goolsby’s  opinions.  The  motion  was  seconded  and 
carried. 

The  matter  was  discussed  again  in  the  afternoon 
and  Mr.  Goolsby  mentioned  that  a decision  had  re- 
cently been  reached  in  a case  involving  Blue  Cross 
and  clinical  psychologists.  He  expressed  the  hope 
that  any  definitive  action  could  be  delayed  until  he 
might  have  an  opportunity  to  study  the  language  of 
the  court’s  verdict  and  weigh  it  against  the  potential 
consequences  of  the  recommendation  in  question. 
Council  agreed,  and  Dr.  Hagood’s  motion  to  file  was 
adopted. 

Use  of  Drugs  by  Optometrists 

During  a recent  meeting  of  representatives  of  The 
Medical  Society  of  Virginia  and  Virginia  Society  of 
O&O,  it  was  determined  that  a study  should  be  con- 
ducted in  an  effort  to  determine  whether  there  does 
in  fact  exist  a valid  need  for  optometrists  to  use  drops 
for  diagnostic  purposes.  The  study  will  be  conducted 
by  the  Virginia  Society  of  O&O  with  the  cooperation 
of  some  family  physicians.  Confidence  was  expressed 
that  such  study,  when  completed,  will  show  rather 
conclusively  that  drops  for  diagnostic  purposes  are 
seldom  found  necessary. 

Mailgram  Action  Bank 

AMA  has  requested  the  Society  to  assist  its  legisla- 
tive program  by  participating  in  a so-called  “Mail- 
gram  Action  Bank”.  Essentially,  the  project  consists 
of  utilizing  computer  lists  of  physicians  and  congress- 
men for  the  purpose  of  generating  a high  volume  of 
mailgrams  within  a very  brief  time.  Once  such  lists 
are  established,  mailgrams  can  be  generated  for  any 
given  member  of  Congress,  committee  or  sub-com- 
mittee, etc. 

The  Society  would  be  responsible  for  surveying  its 
membership  and  determining  how  many  individuals 
are  willing  to  participate.  The  physician  (or  spouse) 
would  indicate  approval  and  give  permission  for  his 
or  her  name  and  address  to  be  used  in  connection 
with  the  mailgram.  A Mastercharge  or  VISA  number 
would  also  be  provided  for  billing  purposes. 

There  was  considerable  discussion  concerning  the 
pros  and  cons  of  the  project.  The  question  of  blind 
commitments  to  AMA-established  policies  caused 
some  concern.  It  was  brought  out,  however,  that 
AMA  does  occupy  our  only  position  of  leadership  at 
the  national  level,  and,  as  stated  by  Dr.  Weyl,  physi- 
cians must  sometimes  put  their  faith  in  such  lead- 
ership. 

In  discussing  the  value  of  mailgrams,  Mr.  DeBolt 
indicated  that  they  do  serve  an  important  purpose 
but  they  can  never  take  the  place  of  personal  letters. 


A motion  by  Dr.  Cook  to  endorse  the  Mailgram 
Action  Bank  project  was  seconded  and  adopted. 

Vanguard 

Dr.  Fields,  Chairman,  reported  that  the  Vanguard 
Committee  had  met  the  night  before  and  discussed 
some  extremely  important  developments  and  proj- 
ects. He  stated  that  an  Executive  Committee  for  Van- 
guard had  been  appointed  and  already  held  its  first 
meeting  in  Richmond.  Members  of  the  Executive 
Committee  will  also  serve  as  regional  coordinators  of 
the  overall  Vanguard  program. 

Dr.  Fields  went  on  to  say  that  one  of  the  most  im- 
portant projects  being  developed  has  to  do  with  HSA 
board  vacancies.  It  is  becoming  more  and  more  im- 
portant that  qualified  providers  and  consumers  be 
appointed  to  the  various  boards  and  Vanguard  must 
accept  and  answer  the  challenge.  This  will  be  a con- 
tinuing project  and  Dr.  Fields  cautioned  that  results 
should  not  be  expected  overnight. 

The  Chairman  called  attention  to  a recent  editorial 
in  the  Richmond  News  Leader  which  commented  on 
tactics  employed  by  HEW  and  complimented  Dr. 
Caravati  for  his  part  in  making  the  editorial  possible. 
He  also  indicated  that  a letter  on  the  same  subject 
had  been  sent  to  Virginia’s  congressional  delegation. 
Dr.  Fields  expressed  the  hope  that  a similar  letter 
might  be  sent  all  state  medical  societies  in  the  nation. 

Dr.  Fields  went  on  to  compliment  Dr.  Crowder  on 
the  work  of  his  rural  health  study  group.  Also  of  in- 
terest was  the  fact  that  the  Central  Virginia  HSA  has 
requested  Vanguard  to  work  with  it  on  mutual  prob- 
lems. Vanguard  will,  of  course,  cooperate  in  every 
way  possible  with  the  understanding  that  such  coop- 
eration must  not  be  construed  as  endorsement  of  all 
HSA  actions  and  decisions. 

Council  was  interested  to  learn  that  the  Vanguard 
Committee  is  continuing  to  meet  with  the  External 
Liaison  Committee  of  SHCC.  These  meetings  will,  in 
all  probability,  become  even  more  meaningful  as 
time  goes  by. 

Dr.  Fields  indicated  that  a special  speaker’s  panel 
could  be  quite  valuable  to  the  overall  Vanguard  pro- 
gram. The  Vanguard  message  needs  to  be  carried  not 
only  to  the  public  but  the  profession  as  well. 

Dr.  Fields  then  reported  on  the  financial  aspects  of 
the  program  and  indicated  that  additional  funds 
were  required  if  the  consultants  were  to  continue  to 
perform  the  duties  and  functions  delegated  by  the 
Vanguard  Committee.  A special  appropriation  of 
$20,000  was  considered  the  minimum  required  for 
the  remainder  of  the  1978-79  fiscal  year. 

Dr.  Hagood  reminded  Council  that  Vanguard  was 
now  recognized  nationally  and  that  other  states  were 
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using  the  Virginia  program  as  a model.  He  reported 
that  he  had  recently  visited  South  Carolina  and  dis- 
cussed Vanguard  with  that  state’s  physicians. 

At  this  point  Dr.  Davis  ruled  that  the  report  of  Dr. 
Fields  would  be  divided  for  purposes  of  consid- 
eration. The  first  part  would  be  concerned  with  the 
informational  aspects  of  the  program  and  the  second 
would  be  concerned  solely  with  the  financial  aspects. 

It  was  then  moved  by  Dr.  Green  to  receive  the  first 
part  of  the  report  and  to  congratulate  Dr.  Fields  and 
his  Committee  on  a job  well  done.  His  motion  was 
seconded  and  carried. 

The  second  portion  of  the  report  was  then  dis- 
cussed at  some  length  and  Council  was  advised  that 
the  effectiveness  of  Vanguard  was  being  limited  by 
budgetary  problems.  Dr.  Davis  stated  that  the  Fi- 
nance Committee  will  study  the  matter  in  detail  prior 
to  the  Annual  Meeting.  Dr.  Fields  promised  the  co- 
operation of  Vanguard  and  indicated  that  a detailed 
report  on  its  activities  and  projected  needs  would  be 
prepared  for  use  by  the  Finance  Committee  at  the 
Annual  Meeting. 

A motion  by  Dr.  Green  calling  for  a special  appro- 
priation of  $20,000  for  the  purpose  of  continuing  the 
work  of  Vanguard  Consultants  was  seconded.  Dr. 
Kuykendall  followed  with  a motion  to  amend  by  au- 
thorizing an  additional  $50,000  for  justifiable  ex- 
pense. His  motion  to  amend  was  seconded. 

Dr.  Hagood  moved  that  the  motion  to  amend  be 
postponed  indefinitely  and  the  Council  concurred. 
Dr.  Green’s  motion  to  appropriate  $20,000  was  then 
adopted. 

A followup  motion  by  Dr.  Hagood  calling  for  the 
Finance  Committee  to  meet  jointly  with  the  Van- 
guard Executive  Committee  for  the  purpose  of  dis- 
cussing future  monetary  needs  was  seconded  and  car- 
ried. 

AM  A Jail  Project 

Mr.  Osbum  reported  that  he  had  recently  attended 
a meeting  of  the  Virginia  Sheriffs  Association  during 
which  The  Medical  Society  of  Virginia  was  urged  to 
take  part  in  the  AMA  Jail  Health  Care  Program  as 
soon  as  possible.  AMA  has  also  urged  Virginia  to  im- 
plement the  program  and  has  indicated  that  special 
funds  would  be  made  available  to  the  Society  for  this 
purpose.  The  Society  would,  however,  be  expected  to 
assist  in  the  funding  by  contributing  approximately 
$4,300. 

It  was  the  consensus  that,  although  the  program 
has  much  to  recommend  it,  the  Society  should  pro- 
ceed with  caution.  Dr.  Edmund  Brown  stated  that  a 
study  on  the  subject  was  being  conducted  by  the  De- 
partment of  Corrections  and  that  the  Society  might 


wish  to  postpone  final  action  until  the  results  of  this 
study  are  known. 

A motion  by  Dr.  Hagood  to  postpone  the  matter 
indefinitely  was  seconded  and  adopted. 

Annual  Meeting 

Dr.  Caravati  reported  that  hotel  rates  for  the  up- 
coming Annual  Meeting  have  caused  some  dis- 
satisfaction among  members  of  the  Richmond  Acad- 
emy of  Medicine.  As  a result,  the  Academy  feels  that 
every  effort  should  be  made  to  negotiate  more  favor- 
able rates.  Should  this  effort  be  unsuccessful,  the 
Academy  suggests  that  the  Society  consider  the  ad- 
visability of  holding  no  future  meetings  at  Hot 
Springs. 

Dr.  Davis  stated  that,  in  his  opinion,  the  Home- 
stead provided  services  and  facilities  which  could  not 
be  surpassed  anywhere.  It  was  brought  out  that, 
based  on  value  received,  the  rates  appear  to  be  in  line 
with  other  convention  facilities  in  the  state.  The 
Academy  was  assured,  however,  that  every  effort 
would  be  made  to  hold  meeting  costs  to  a minimum. 

Medicare  Laboratory  Charges 

Dr.  Caravati  indicated  that  some  physicians  are 
unhappy  and  concerned  over  recently  announced 
policies  having  to  do  with  payment  by  Medicare  for 
laboratory  tests.  It  seems  that  many  physicians  utiliz- 
ing the  services  of  independent  laboratories  pay  those 
laboratories  for  all  tests  and  then  bill  their  patients  at 
a bit  higher  rate  than  that  charged  by  the  laboratory. 
The  physician  who  employs  this  procedure  submits 
no  drawing  charge  and  accepts  responsibility  for  all 
bad  debts  incurred  in  the  process. 

Brought  out  was  the  fact  that  everyone  involved 
benefits  from  this  procedure.  The  patient  need  sub- 
mit only  one  insurance  form  and  Medicare  benefits 
by  virtue  of  the  fact  that  the  number  of  insurance 
claims  are  reduced.  Laboratories  benefit  because 
payment  is  assured  and  the  physician  benefits  by  ob- 
taining a fair  return  for  his  services. 

Also  brought  out  was  the  fact  that  it  is  not  unusual 
for  a commercial  laboratory  to  charge  more  for  a test 
if  the  patient  is  billed  direct.  The  additional  charge  is 
considered  justified  because  of  extra  paper  work  and 
losses  associated  with  independent  billing.  A labora- 
tory will,  however,  bill  the  physician  for  a lesser 
amount.  Medicare  has  indicated  that  its  maximum 
reimbursement  to  the  physician  may  not  exceed  a 
prevailing  charge  based  on  charges  made  by  inde- 
pendent laboratories  to  physicians.  This  is  also  the 
basis  for  payment  when  a hospital  laboratory  is  used 
by  the  physician  for  a non-hospital  patient. 

All  of  this  means  that  the  physician  who  pays  the 
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laboratory  cannot  bill  Medicare  patients  at  a higher 
rate. 

A motion  by  Dr.  Birdsong  to  refer  the  matter  to 
the  Insurance  Committee  for  further  study  and  rec- 
ommendation was  seconded  and  carried. 

Compulsory  Catastrophic  Health  Insurance 

The  Southwestern  Virginia  Medical  Society,  dur- 
ing its  meeting  on  April  12,  adopted  a Resolution  op- 
posing S.351,  or  any  similar  bill  calling  for  com- 
pulsory catastrophic  health  insurance.  Dr.  Stark  and 
Dr.  Hotchkiss  commented  on  legislation  presently 
before  the  Congress  and  indicated  that  there  are  at 
least  three  other  bills  concerned  with  catastrophic 
coverage.  For  example,  S.350  would,  among  other 
things,  federalize  Medicaid  and  use  a 1%  payroll  tax 
as  a financing  tool.  S.351  would  eliminate  those  two 
features  and  S.760  would  do  somewhat  the  same. 
Senator  Dole’s  bill,  S.748,  addresses  itself  to  three 
separate  categories:  Medicaid,  employee  groups,  and 
the  indigent.  The  so-called  Carter-Califano  legisla- 
tion is  expected  soon  and  there  has  been  some 
thought  given  at  the  national  level  to  the  advisability 
of  supporting  S.760  in  an  effort  to  head  off  national 
health  insurance  as  advocated  by  both  the  Carter  ad- 
ministration and  Senator  Kennedy. 

It  was  then  moved  by  Dr.  Birdsong  that  the  follow- 
ing Resolution  be  supported  as  submitted.  The  mo- 
tion was  seconded  and  carried. 

WHEREAS,  S.351  ignores  the  published  claims  of  insur- 
ance companies  that  nearly  150  million  Americans  already 
have  catastrophic  insurance — despite  the  glib  and  false 
claims  of  Senator  Kennedy  that  none  exists,  and 

WHEREAS,  President  Carter  and  Secretary  Califano  al- 
ready have  stated  that  S.351  offers  the  entering  wedge  to 
establish  full  federalization  of  medicine,  step  by  step 
(March  22,  1979),  and 

WHEREAS,  S.351  proposed  a special  tax  on  employers 
and  the  self-employed  to  finance  the  plan — using  cost  esti- 
mates that  in  the  light  of  previous  estimates  by  Senator 
Long  border  on  the  ludicrous,  and 

WHEREAS,  S.351  would  call  for  further  deficit  financing 
by  a government  which  has  demonstrated  its  inability  to 
control  an  already  rampant  inflation,  and 

WHEREAS,  it  is  estimated  that  to  get  $1.00  from  a federal 
program  the  taxpayers  have  to  be  taxed  slightly  more  than 
$3.00,  be  it  therefore 

RESOLVED,  that  the  Southwestern  Virginia  Medical  So- 
ciety opposed  S.351  (and  any  similar  bill)  as  a financially  ir- 
responsible effort  to  establish  compulsory  nationalized 
medicine  by  destroying  the  freedom  of  patients,  the  health 


professions,  hospitals  and  insurance  companies,  and  be  it 
further 

RESOLVED,  that  this  action  be  transmitted  to  the  sena- 
tors and  representatives  from  Virginia,  to  The  Medical  So- 
ciety of  Virginia,  to  the  Virginia  Hospital  Association,  and 
to  the  Governor  of  Virginia. 

Physician  Profiles 

It  has  been  brought  to  the  Society’s  attention  that 
several  Virginia  hospitals  are  apparently  establishing 
cumulative  profiles  on  physicians  in  their  service 
areas.  There  has  been  considerable  speculation  con- 
cerning the  purpose  of  such  profiles  and  whether 
they  can  in  any  way  be  related  to  JCAH  require- 
ments. 

During  the  following  discussion,  it  was  brought 
out  that  hospital  boards  are  definitely  under  increas- 
ing pressure,  and  some  apparently  are  under  the  im- 
pression that  profiling  is  in  keeping  with  JCAH 
guidelines  on  quality  assurance. 

A motion  by  Dr.  Kuykendall,  calling  for  adoption 
of  the  following  statement,  was  seconded  and  carried: 
Although  JCAH  has  proposed  new  stardards  for  quality  as- 
surance in  hospitals,  such  standards  do  not  require  any  spe- 
cific methodology  or  qualification.  Consequently,  The  Med- 
ical Society  of  Virginia,  while  endorsing  quality  assurance 
efforts,  disapproves  of  and  cautions  against  any  form  of  cu- 
mulative profiling  of  physician  performance  by  hospitals  in 
Virginia. 

Maximum  Allowable  Cost  Regulations 

Although  the  Virginia  General  Assembly  has  spent 
a great  amount  of  time  developing  an  acceptable  vol- 
untary formulary  law,  HEW  has  refused  to  go  along 
with  the  certification  form  incorporated  into  the  pre- 
scription blanks.  HEW  insists  that  the  physician 
write  “medically  necessary”  on  each  prescription 
rather  than  signing  on  the  appropriate  signature  line. 

Although  the  State  Department  of  Health  has 
joined  with  the  Society  in  urging  HEW  to  modify  its 
regulations,  the  joint  effort  has  been  unsuccessful. 
The  Virginia  Pharmaceutical  Association  has  also 
supported  the  Society’s  position.  Dr.  Brown  in- 
dicated that  the  matter  was  somewhat  more  involved 
than  might  appear  on  the  surface  and  that  it  did  not 
appear  that  a change  in  HEW  policy  was  likely.  Dr. 
Davis  explained  that  he  wanted  Council  to  be  aware 
of  the  situation  even  though  it  seems  that  the  Society 
has  exhausted  all  possibilities. 

Public  Relations 

Dr.  McCune,  Chairman  of  the  Society’s  Com- 
mittee on  Public  Relations,  reported  that  his  Com- 
mittee will  meet  on  May  23  for  the  purpose  of  re- 
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viewing  the  Society’s  PR  program  and  drawing  plans 
for  the  future.  He  has  already  received  a briefing  on 
the  Burroughs-Wellcome  program  currently  doing  so 
well  in  the  Lynchburg  area,  and  has  been  looking  at 
other  projects  being  carried  on  in  other  areas  of  the 
state.  He  complimented  the  Fairfax  County  Medical 
Society  on  its  public  information  program  designed 
to  cut  health  care  costs  and  requested  thoughts  and 
suggestions  from  all  members  of  Council.  It  was  Dr. 
McCune’s  feeling  that  the  best  way  to  proceed  might 
very  well  be  that  of  taking  one  project  at  a time  and 
making  sure  that  maximum  benefits  and  results  are 
realized.  He  expressed  the  hope  that  able  and  willing 
volunteers  can  be  obtained  and  cited  the  need  for  at 
least  60  physicians  to  help  implement  the  Burroughs- 
Wellcome  project  over  the  state. 

Council  was  pleased  and  interested  to  learn  that 
the  Roanoke  Academy  of  Medicine  is  in  the  process 
of  producing  13  television  tapes. 

Nuclear  Emergencies 

Dr.  Wootton  discussed  the  recent  nuclear  accident 
in  Pennsylvania  and  indicated  that,  from  all  reports, 
the  situation  was  chaotic.  It  was  his  feeling  that  The 
Medical  Society  of  Virginia  should  concern  itself 
with  such  emergencies,  particularly  since  two  nuclear 
plants  are  located  in  Virginia.  Of  particular  concern 
is  the  adequate  care  of  large  numbers  of  injured  in 
those  areas  where  no  local  medical  society  exists.  Dr. 
Wootton  went  on  to  say  that  nuclear  emergencies  are 
considerably  different  from  the  more  conventional 
emergency  situation  and  a great  amount  of  education 
is  required. 

It  was  brought  out  that  the  State  Department  of 
Health  is  responsible  for  supervising  and  regulating 
the  transportation  of  radioactive  materials  within  the 
state  and  this  is  an  area  in  which  an  emergency  situa- 
tion most  likely  could  occur. 

It  was  the  consensus  that  this  particular  matter 
should  be  referred  to  the  Public  Relations  Committee 
for  consideration. 

Legislative  Roundup 

Mr.  Goolsby  briefed  Council  on  the  recent  meet- 
ing of  the  General  Assembly  and  discussed  the  more 
important  pieces  of  legislation.  Of  particular  interest 
was  the  Governor’s  veto  of  the  Optometry  Bill  and 
the  decision  by  opponents  to  forego  an  override  at- 
tempt in  the  Senate. 

Mr.  Osburn  reported  that  a question  has  arisen 
concerning  the  advisability  of  sending  legislative  re- 
ports to  the  entire  membership.  Some  questioned 
whether  the  cost  of  such  mailings  could  be  justified 
and  suggested  that  perhaps  Virginia  Medical 


should  carry  a notice  that  the  reports  are  available 
upon  request. 

A suggestion  was  made  that  the  Society  consider 
publishing  a record  of  votes  on  key  issues  in  VIR- 
GINIA Medical.  There  was  some  difference  of  opin- 
ion as  to  the  advisability  of  such  a step  and  caution 
was  urged.  It  was  agreed,  however,  that  the  Legisla- 
tive Committee  should  be  permitted  to  determine 
what  is  in  the  best  interest  of  the  Society  and  a mo- 
tion to  this  effect  by  Dr.  Hagood  was  seconded  and 
adopted. 

A question  was  raised  as  to  why  the  Society  sup- 
ported legislation  which  would  have  amended  the 
Virginia  Pharmacy  Act  by  inserting  a grandfather 
clause  for  the  benefit  of  those  physicians  who  have 
been  dispensing  in  their  communities  for  many  years. 
The  question  was  raised  because  Council  had  post- 
poned indefinitely  any  decision  on  the  legislation 
when  it  met  in  January. 

It  was  explained  that  developments  subsequent  to 
the  January  meeting  of  Council  made  it  advisable  to 
lend  support. 

Dr.  William  Dolan 

Dr.  Puzak  advised  Council  that  Dr.  William  Do- 
lan, Arlington,  is  a candidate  for  election  to  the 
AMA  Council  on  Scientific  Affairs  and  would  very 
much  appreciate  support  by  the  Society.  Dr.  Dolan  is 
requesting  no  financial  assistance. 

A motion  by  Dr.  Cook  to  officially  support  the 
candidacy  of  Dr.  Dolan  was  seconded  and  adopted. 

Bylaws 

The  Bylaws  Committee  has  completed  its  review 
of  the  Society’s  bylaws  and  Dr.  Wallace  discussed 
highlights  of  the  proposed  revisions.  He  pointed  out 
that  some  portions  of  the  current  bylaws  had  been 
deleted  since  they  were  already  covered  in  the  Arti- 
cles. In  answer  to  a question  concerning  the  Com- 
mittee on  Program  and  Scientific  Exhibits,  he  in- 
dicated that  the  President  will  be  able  to  use  his  own 
best  judgment  in  this  regard. 

There  followed  considerable  discussion  during 
which  the  Committee  was  requested  to  reconsider 
such  matters  as  1)  limiting  the  transaction  of  business 
at  any  special  meeting  of  the  House  of  Delegates  to 
the  purposes  set  forth  in  the  meeting  notice;  2)  num- 
ber of  delegates  for  Student  Medical  Societies;  3) 
rules  and  procedures  to  be  used  for  voting  members 
of  Council;  4)  position  of  the  President-Elect  in  the 
chain  of  progression.  A suggestion  was  also  made 
that  perhaps  the  Committee  should  consider  the  ad- 
visability of  substituting  Councilor  Districts  for  Con- 
gressional Districts. 
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Drafts  of  the  proposed  revisions  will  be  sent  as 
soon  as  possible  to  all  component  societies  for  their 
thoughts  and  suggestions.  These  suggestions  should 
be  made  known  to  the  Society  by  the  end  of  summer 
in  order  that  the  Committee  might  complete  its  final 
draft  in  sufficient  time  to  be  submitted  to  the  House 
of  Delegates  in  November. 

Insurance  Committee 

The  Insurance  Committee  met  in  Richmond  on 
April  6 and  considered  a number  of  extremely  im- 
portant items.  Mr.  Moore  presented  the  Committee’s 
report  and  stated  that  432  new  malpractice  claims 
had  been  filed  with  St.  Paul  in  1978.  As  a result  of 
this  worsening  experience,  there  will  be  a 13.2%  in- 
crease in  the  overall  premium  rate  beginning  almost 
immediately.  The  Committee  will  meet  again  with 
St.  Paul  in  six  months  to  take  another  look  at  the  ex- 
perience factor. 

When  Council  met  in  January  it  requested  the 
Committee  to  reconsider  the  advisability  of  con- 
ducting a feasibility  study  with  reference  to  a captive 
malpractice  insurance  company.  The  Committee  has 
reviewed  the  matter  and  is  currently  seeking  to  ob- 
tain information  concerning  companies  which  would 
conduct  such  a study  without  being  involved  in  any 
conflict  of  interest.  The  Committee’s  findings  will 
likely  be  reported  to  Council  in  July. 

Some  interest  has  been  expressed  in  a dental  insur- 
ance program  for  the  membership  and  the  Com- 
mittee is  currently  studying  two  proposals.  It  hopes 
to  have  a recommendation  ready  for  the  next  meet- 
ing of  Council. 

Mr.  Moore  stated  that  the  Committee  had  given  a 
great  amount  of  consideration  to  the  matter  of  Blue 
Cross- Blue  Shield  coverage  for  mental  illness.  Over 
the  past  several  years  a relatively  small  number  of 
plan  beneficiaries  have  had  a profound  effect  on  the 
Plan’s  experience.  At  the  present  time,  the  Society’s 
Blue  Cross-Blue  Shield  program  provides  365  days  of 
care  for  mental  illness.  A suggestion  has  been  made 
that  coverage  be  reduced  to  30  days,  after  which  time 
Major  Medical  would  take  over.  In  this  way,  cov- 
erage for  mental  illness  would  come  under  a commu- 
nity rating  system  and  the  risk  would  be  spread  over 
a much  wider  base.  The  Committee  believes  that  it 
must  proceed  cautiously  and  has  requested  more  sta- 
tistical information  from  Blue  Cross-Blue  Shield  be- 
fore recommending  any  definitive  action. 

HEW  Programs  and  Society  Input 

Dr.  Hagood  has  recently  been  approached  by  the 
Health  Care  Financing  Administration  of  HEW  with 
reference  to  Society  appraisal  of  federal  programs  af- 


fecting the  medical  community. 

These  programs  include  PSRO,  Medicare  and 
Medicaid,  Rural  Health  Clinics,  HMOs,  Second 
Opinions,  Home  Health  Agencies,  End  Stage  Renal 
Disease,  etc. 

Although  Dr.  Hagood  has  made  plans  to  meet 
with  Dr.  James  Gilbert  of  HEW  on  June  14,  he 
wanted  Council  to  be  aware  of  the  situation  and  as- 
sist him  in  gathering  the  information  he  will  need  on 
the  various  subject  items. 

It  was  agreed  that  the  meeting  between  Dr.  Hag- 
ood and  Dr.  Gilbert  afforded  the  Society  an  excellent 
opportunity  to  make  its  thoughts  known,  and  a mo- 
tion by  Dr.  Green  requesting  Dr.  Hagood  to  follow 
through  was  seconded  and  adopted. 

VaMPAC 

The  Virginia  Medical  Political  Action  Committee 
will  soon  broaden  its  area  of  activity  in  an  effort  to 
become  a more  effective  force  on  the  Virginia  politi- 
cal scene.  This  could  well  mean  becoming  actively 
involved  in  campaigns  at  the  state  level  in  addition  to 
the  congressional  races.  Such  an  increase  in  activity 
will  obviously  require  additional  funds,  and  Council 
was  advised  that  the  VaMPAC  staff  might  well  be  in- 
creased for  the  purpose  of  implementing  a vigorous 
membership  campaign. 

Dr.  Wootton  noted  that  VaMPAC  is  medicine’s 
political  arm  and  requested  Council  to  appropriate 
an  additional  $9,000  for  the  Committee’s  educational 
fund.  His  motion  to  that  effect  was  seconded  and 
adopted. 

Ethics 

Dr.  Kuykendall  stated  that  a situation  possibly  in- 
volving medical  ethics  had  been  brought  to  his  atten- 
tion and  that  it  did  pose  a very  interesting  question. 
For  example,  is  it  ethical  for  a physician  to  perform  a 
particular  service  with  possible  following  complica- 
tions and  then  advise  the  patient  that  should  prob- 
lems develop  after  office  hours,  she  should  call  her 
personal  physician  or  proceed  to  the  nearest  emer- 
gency room?  If  such  practice  is  unethical  for  a physi- 
cian, is  it  not  likewise  unethical  for  an  organization 
such  as  Planned  Parenthood? 

This  particular  question  is  currently  being  consid- 
ered at  the  component  society  level. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Charles  E.  Davis,  Jr.,  M.D.,  President 
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•Cardiac  Nuclear  Medicine 
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July  4, 1779-July  4, 1979 


THE  GLORIOUS  FOURTH,  of  July  1779,  was 
far  from  glorious.  The  newly  declared  inde- 
pendence of  the  young  United  States  of  America  was 
in  serious  jeopardy.  Indeed,  the  year  1779  marked  its 
lowest  ebb;  yet  only  a few  years  earlier  heroic  events 
had  launched  the  thirteen  colonies  so  bravely  in  their 
determination  “That  these  United  Colonies  are,  and 
of  Right  ought  to  be  FREE  AND  INDEPENDENT 
STATES;  that  they  are  Absolved  from  all  Allegiance 
to  British  Crown,  and  that  all  political  connection  be- 
tween them  and  the  State  of  Great  Britain,  is  and 
ought  to  be  totally  dissolved; — ” 

The  differences  with  England  had  smoldered  for 
years,  particularly  in  Virginia  and  Massachusetts,  be- 
fore a series  of  events  brought  open  conflict  and  led 
inevitably  to  a final  rupture  of  relations.  On  March 
23,  1775,  Patrick  Henry,  in  a speech  to  the  Virginia 
Convention  in  St.  John’s  Church,  Richmond,  deliv- 
ered the  stirring  words:  “The  gentlemen  may  cry 
‘Peace,  peace!’,  but  there  is  no  peace.  The  war  has  ac- 
tually begun!  ....  Is  life  so  dear  or  peace  so  sweet  as 
to  be  purchased  at  the  price  of  chains  and  slavery? 
Forbid  it,  Almighty  God.  I know  not  what  course 
others  may  take,  but  as  for  me,  give  me  liberty  or 
give  me  death!”  These  were  prophetic  words. 

On  April  19,  1775,  a column  of  royal  infantry 
marched  out  from  Boston  to  capture  colonial  mili- 
tary stores  gathered  at  Concord,  Massachusetts.  Paul 
Revere,  William  Dawes,  and  Samuel  Prescott  alerted 
the  countryside  to  the  movement  and  intent  of  the 
British,  and  minutemen  hastily  assembled  blocked 
their  way  at  Lexington.  Conflict  was  inevitable,  and 
the  shot  was  fired  that  was  “heard  ‘round  the  world”. 
The  first  blood  was  shed  between  two  bodies  of  mili- 


tia; on  June  15,  1775,  Congress  chose  George  Wash- 
ington as  Commander-in-Chief  of  the  Continental 
Armed  Forces;  the  War  of  Independence  had  begun. 

In  January  1776  Common  Sense  was  published. 
Written  by  Thomas  Paine,  an  Englishman  who  emi- 
grated to  America  in  1774  with  letters  of  introduction 
from  Benjamin  Franklin,  who  was  in  London  at  that 
time,  it  spoke  directly  to  the  hearts  of  plain  men  and 
stirred  them  to  action  as  nothing  before  it  had  done. 
He  argued  for  complete  independence  and  urged  that 
any  compromises  offered  by  the  British  be  ignored. 
There  could  be  no  turning  back.  “Of  more  worth  is 
one  honest  soul  to  society,  and  in  the  sight  of  God, 
than  all  the  crowned  ruffians  that  ever  lived.”  “O!  Ye 
that  love  mankind!  Ye  that  dare  oppose  not  only  the 
tyranny  but  the  tyrant,  stand  forth!  Every  spot  of  the 
Old  World  is  overrun  with  oppression.  Freedom  hath 

been  hunted  round  the  globe O!  Receive 

the  fugitive;  and  prepare  in  time  an  asylum  for  man- 
kind.” “The  period  of  debate  is  closed.  Arms,  as  the 
last  resource,  must  decide  the  contest.”  “The  last 
cord  is  now  broken.”  These  were  words  of  passion, 
arousing  strong  emotions  in  the  colonists,  many  of 
whom  were  ready  to  be  sparked  into  violent  action. 

On  July  4,  1776,  after  long  days  of  debate  and 
compromise,  the  draft  of  the  Declaration  of  Inde- 
pendence was  unanimously  approved  in  Congress  by 
the  thirteen  United  States  of  America.  Written  by 
Thomas  Jefferson  and  revised  by  Jefferson,  Franklin 
and  Adams,  it  was  heavily  influenced  by  the  theory 
of  natural  rights  expounded  by  philosophers  such  as 
Emerich  de  Vattel,  Jean  Jacques  Rousseau,  and,  par- 
ticularly, John  Locke.  Almost  one  hundred  years  ear- 
lier Locke  had  expressed  the  idea  that  the  original 
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state  of  nature  was  happy  and  characterized  by  rea- 
son and  tolerance,  that  all  men  were  equal  and  inde- 
pendent, and  that  none  had  a right  to  harm  another 
in  his  life,  health,  liberty,  or  possessions.  Jefferson 
amplified  these  concepts  and  related  them  specifi- 
cally to  the  critical  issues  facing  the  struggling  colo- 
nies. 

Much  of  the  Declaration  of  Independence  is  given 
over  to  specific  grievances  and  indictment  of  King 
George  III,  which,  doubtless,  gave  pleasure  to  the  co- 
lonial reader.  But  many  of  the  phrases  are  as  majestic 
and  inspiring  today  as  they  were  then.  “We  hold 
these  truths  to  be  self-evident,  that  all  men  are 
created  equal,  that  they  are  endowed  by  their  Creator 
with  certain  unalienable  Rights,  that  among  these  are 
Life,  Liberty  and  the  pursuit  of  Happiness.  That  to 
secure  these  rights,  Governments  are  instituted 
among  Men,  deriving  their  just  powers  from  the  con- 
sent of  the  governed.  That  whenever  any  Form  of 
Government  becomes  destructive  of  these  ends,  it  is 


the  Right  of  the  People  to  alter  or  abolish  it,  and  to 
institute  new  Government,  laying  its  foundations  on 
such  principles  and  organizing  its  powers  in  such 
form,  as  to  them  shall  seem  most  likely  to  effect  their 
Safety  and  Happiness.”  It  is  well  to  note  that  Jeffer- 
son continued:  “Prudence,  indeed,  will  dictate  that 
Governments  long  established  should  not  be  changed 
for  light  and  transient  causes.” 

The  news  of  the  passing  of  the  Declaration  raced 
throughout  the  Colonies,  and  was  received  with  great 
enthusiasm.  There  was  wild  rejoicing,  church  bells 
pealed  out,  bonfires  blazed,  and  quantities  of  liquor 
were  drunk  to  innumerable  toasts.  Monies  were 
raised  and  men  volunteered  for  duty.  Doubtless,  in 
this  period  of  euphoria  there  was  little  reckoning  or 
true  awareness  of  the  difficult  days,  even  years,  that 


Portion  of  a recruiting  poster  for  General  Washington’s 
Army.  From  the  original  in  the  Pennsylvania  Historical  So- 
ciety. Reproduced  by  permission. 


TO  ALL.  BRAVE,  HEALTHY,  ABLE  BODIED,  AND  WELL 

DISPOSED  YOI TNG  MEN, 

IN  THIS  NEIGHBOURHOOD,  WHO  V WE  ANY  INCLINATION  TO  JOIN  THE  TROOPS, 

NOW  RAISING  UNDER 

GENERAL  WASHINGTON, 

' F O R THE  DEFENCE  OF  THE 

LIBERTIES  AND  INDEPENDENCE 

OV  THE  UNITED  STATES, 

Againft  the  hoftile  deiigns  of  foreign  enemies, 
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were  ahead.  The  fever  pitch  of  fury,  eagerness  for  ac- 
tion, and  patriotism  aroused  by  the  bloodshed  out- 
side of  Boston,  by  the  passionate  words  of  Paine,  and 
by  the  inspiring  phrases  of  the  Declaration  of  Inde- 
pendence could  not  be  sustained. 

As  early  as  December  1776  Thomas  Paine  had 
turned  from  inflammatory  rhetoric  to  exhortation.  In 
The  American  Crisis,  No.  I are  found  the  words  that 
are  so  well  known:  “These  are  the  times  that  try 
men’s  souls.  The  summer  soldier  and  the  sunshine 
patriot  will,  in  this  crisis,  shrink  from  the  service  of 
his  country;  but  he  that  stands  it  now,  deserves  the 
love  and  thanks  of  man  and  woman.  Tyranny,  like 
hell,  is  not  easily  conquered;  yet  we  have  this  con- 
solation with  us,  that  the  harder  the  conflict,  the 
more  glorious  the  triumph.  What  we  obtain  too 
cheap,  we  esteem  too  lightly;  ‘tis  dearness  only  that 
gives  everything  its  value.” 

t *T7Ci  WAS  darkest  year  of  the  war.  Wash- 
X / ITS  ington  lost  battle  after  battle,  the  enemy 
occupied  Eastern  Maine  and  set  up  a Loyalist  gov- 
ernment in  Georgia.  A powerful  group  of  dema- 
gogues were  convinced  that  Franklin  was  just  a cor- 
rupt old  lecher,  John  Paul  Jones  merely  a rough  and 
ready  sailor  looking  for  prize  money,  and  Washing- 
ton an  incompetent  general.  Dissension  among  some 
members  of  Congress  and  Army  officers  added  to 
Washington’s,  troubles.  Indeed,  the  Conway  Cabal, 
begun  in  1777  after  Washington’s  defeat  at  Brandy- 
wine and  Gates’  success  in  the  Saratoga  campaign, 
intended  to  remove  George  Washington  as  Com- 
mander-in-Chief  of  the  Continental  Army  and  re- 
place him  with  Horatio  Gates. 

Financial  strictures  dictated  a defensive,  static  war, 
the  kind  that  is  always  hard  on  morale.  Death,  deser- 
tion, sickness,  and  the  expiration  of  service  was  hav- 
ing a serious  effect  on  the  combat  effectiveness  of 
many  units.  As  an  example,  the  thirteen  Virginia 
Battalions  that  should  have  numbered  nearly  7,000 
soldiers  averaged  fewer  than  160  men  each,  more 
than  one-third  less  than  full  strength.  On  July  29, 
1779,  Washington  wrote,  “Excepting  about  400  re- 
cruits from  the  State  of  Massachusetts  Bay  (a  portion 
of  which  I am  told  are  children,  hired  at  about  1500 
dollars  each  for  nine  months  service)  I have  had  no 
reenforcement  to  this  Army  since  last  campaign.” 

Speculators  and  profiteers  were  greedy,  the  coun- 
try negligent,  and  Congress  ineffectual.  Washington, 
depressed,  wrathful,  and  alarmed,  observed,  “It  is  a 
melancholy  thing  to  see  such  a decay  of  public  vir- 
tue, and  the  fairest  prospects  overcast  and  clouded  by 
a host  of  infamous  harpies  who,  to  acquire  a little 
pelf,  would  involve  this  great  continent  in  inex- 


tricable ruin.”  He  then  warned  ‘hat,  unless  the  lead- 
ers in  the  States  bestirred  themselves,  “our  affairs  are 
irretrievably  lost.” 

Clothing,  provisions,  arms  and  materiel  of  war 
were  in  short  supply.  Many  soldiers  were  virtually 
without  clothing,  and  some  had  been  for  two  years  in 
service  and  never  had  a blanket.  A widespread 
drought  in  several  northern  states  markedly  reduced 
the  wheat  available  to  the  Commissary  so  there  was 
only  enough  wheat  and  flour  to  last  until  November. 
America  could  not  produce  enough  goods  to  supply 
its  Army,  and  the  Continental  authorities  were  un- 
able to  import  the  amount  needed. 

The  common  denominator  of  many  of  the  prob- 
lems was  a rapidly  rising  inflation  resulting  in  a pro- 
gressive decline  in  the  purchasing  power  of  the  Gov- 
ernment, the  soldier,  and  the  civilian.  Officers  were 
particularly  disturbed  by  the  continuing  decline  in 
the  purchasing  power  of  their  pay;  merchants  were 
loathe  to  exchange  their  goods  for  so  uncertain  a cur- 
rency; and  farmers  were  reluctant  to  bring  their  pro- 
duce to  market.  The  cost  of  many  goods  had  in- 
creased gradually  by  over  forty  times,  and  then, 
within  a three-month  period,  had  skyrocketed  to  one 
hundred  times  that  of  a few  years  before.  The  Board 
of  War  feared  that,  unless  some  extraordinary  event 
should  take  place,  the  currency  would  cease  to  be  a 
medium  of  commerce. 

The  success  of  the  colonists  in  winning  their  inde- 
pendence was  due  to  a number  of  circumstances, 
providentially  coexistent,  including  especially  the  in- 
volvements in  Europe  that  were  troubling  England, 
the  increasing  support  given  by  France  with  the  dec- 
laration of  war  in  1778,  and  the  joining  by  Spain  in 
1779.  The  army  of  Rochambeau  and  the  fleet  of  De 
Grasse  were  of  decisive  importance  in  these  desper- 
ate times. 

Wars  are  won  by  people,  and  America  was  fortu- 
nate indeed  in  its  leaders.  Foreign  idealists  joined  the 
American  cause  early  in  the  struggle — their  names 
and  deeds  are  known  to  every  schoolboy.  The  Ger- 
mans gave  us  two.  Baron  Johann  Kalb  was  made  a 
general  and  was  with  Washington  at  Valley  Forge, 
was  second  in  command  to  Gates  in  the  Carolina 
Campaign,  and  died  from  wounds  received  in  the 
Battle  of  Camden.  Baron  Freidrich  Wilhelm  von 
Steuben,  a Prussian  army  officer,  after  meeting  Ben- 
jamin Franklin  in  Paris,  came  to  America  with  letters 
of  introduction  to  George  Washington,  with  whom 
he  served  at  Valley  Forge.  He  undertook  the  training 
of  the  Continental  Army,  and  played  a key  role  in 
molding  it  into  a powerful  striking  force.  Congress 
appointed  him  Inspector  General;  he  commanded  in 
the  trenches  at  Yorktown;  and  at  the  end  of  the  war 
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he  was  granted  a pension  by  Congress  and  large 
tracts  of  land  by  various  states. 

Two  of  our  military  leaders  were  Poles,  Thaddeus 
Kosciusko  and  Casimir  Pulaski.  Both  were  experi- 
enced army  commanders  and  filled  a pressing  need. 
Pulaski  was  killed  while  leading  a cavalry  charge. 

The  Marquis  de  Lafayette  contributed  more  than 
any  other  of  the  foreign  military  officers.  Joining 
Washington  as  a major  general  in  1777,  he  was 
wounded  at  Brandywine,  shared  the  hardships  of 
Valley  Forge,  and  distinguished  himself  at  York- 
town.  He  was  of  service  politically  as  well  as  militar- 
ily. Washington  said  of  him  that  “the  Marquis”  was 
the  one  foreign  officer  he  would  desire  to  keep  in 
American  service  if  he  dismissed  the  others. 

Washington  was  the  one  individual  who  made  vic- 
tory possible.  In  even  a cursory  reading  of  those  diffi- 
cult times  one  has  to  be  impressed  by  his  very  magni- 
tude, his  fortitude,  his  courage,  his  strength  of 
character,  his  wisdom,  and  his  skill.  He  simply  would 
not  concede  defeat,  and  his  iron  will  at  times  seemed 
to  be  all  that  sustained  our  faltering  country.  Samuel 
T.  Coleridge  after  Washington’s  death  wrote,  “Tran- 
quil and  firm  he  moved  with  one  pace  in  one  path, 

and  neither  vaulted  nor  tottered He  had  no 

vain  conceit  of  being  himself  all;  and  did  those  things 
only  which  he  only  could  do.” 


LOOKING  BACK  over  a span  of  two  hundred 
years,  we  can  see  that  July  1779  has  a great  deal 
to  say  to  us  in  July  1979.  Although  we  are  not  now 
literally  fighting  a war  to  maintain  our  independence, 
the  parallels  of  that  day  and  ours  are  many  and  do 
not  need  to  be  spelled  out.  Inflation  is  a severe  bur- 
den. There  is  dissension,  internal  conflict  and  pursuit 
of  self-interest  at  all  levels.  Our  way  of  life,  our  free- 
dom is  threatened  by  forces  from  within  and  without. 

Here  are  two  major  lessions  to  be  learned  from 
those  days.  First,  there  is  no  reason  for  despair. 
Today’s  problems  must  be  recognized  as  a challenge 
to  mobilize  us  once  again  to  fight  for  what  we  believe 
in,  and  to  seek  what  is  basic  in  our  American  system. 
We  must  raise  up  leaders,  giants  in  our  day,  who  can 
unify  us  and  come  to  terms  with  the  many  difficult 
and  perplexing  issues  that  are  unique  to  our  era. 

Second,  and  most  important,  our  form  of  govern- 
ment, with  all  of  its  faults,  does  work  for  the  greatest 
good  for  the  greatest  number.  The  travail  of  the 
founders  of  our  country  and  of  those  who  have  sus- 
tained it  has  been  eminently  worthwhile.  On  July  4, 
1979,  with  a great  burst  of  patriotism  we  can  assert 
justifiably  that  there  is  no  government  better  than 
ours,  and  no  better  place  on  earth  in  which  to  live. 
We  are  blessed  indeed.  We  are  Americans. 

W.  Taliaferro  Thompson,  Jr.,  MD 


For  the  Mentally  HI,  an  Interdisciplinary  Approach 


PSYCHIATRY  has  been  making  increasing 
headway  into  the  mainstream  of  medicine,  yet  it 
is  often  the  case  that  a practitioner  in  another  field 
has  very  limited  knowledge  about  what  a psychiatrist 
actually  does  in  his  practice.  In  addition,  there  is 
little  awareness  of  the  broadening  range  of  therapeu- 
tic techniques  used  by  psychiatrists,  as  well  as  their 
experience  in  such  areas  as  psychopharmacology,  the 
elderly,  adolescents,  family  systems,  biofeedback,  in- 
patient work,  brain  dysfunctions  and  learning  dis- 
abilities, specialized  group  therapy,  hypnotherapy, 
and  crisis  therapy.  Psychoanalysis  and  supportive 
and  “reality”-oriented  therapies  remain  the  main  ap- 
proaches offered  by  most  psychistrists,  but  very  im- 
portant, too,  is  the  new  emphasis  in  the  psycho- 
somatic or  psychophysiologic  areas,  where  an 
interdisciplinary  approach  has  borne  much  fruit.  It  is 
interesting  to  note  that  in  the  relatively  new  specialty 
of  family  practice  there  is  a trend  toward  education 
in  psychiatry.  Joseph  Fisher,  president-elect  of  the 


Academy  of  Psychosomatic  Medicine,  says  that  those 
family  practice  physicians  who  undertook  continuing 
education  courses  in  psychiatry  “exhibited  improved 
diagnostic  skills.  . . . They  employed  psychotherapy 
more  often  and  used  sedation  less  often  than  their 
peers  who  had  not  taken  the  training.”1  In  the  area  of 
surgery  there  is  increasing  psychiatric  consultation 
for  patients  experiencing  serious  postoperative  com- 
plications, where  early  recognition  and  treatment  of 
these  complications  is  important. 

When  a primary  care  physician  first  considers  a 
psychiatric  referral,  it  is  useful  to  do  a brief  mental 
status  examination,  with  information  about  the  pa- 
tient’s tension  and  depression  levels,  his  thought  or- 
ganization, vegetative  symptoms,  general  daily  pat- 
terns, and  such  aspects  of  the  sensorium  as  memory 
functions,  etc.  If  a moderate  depression  is  detected, 
the  physician  must  ask  other  questions:  Has  the  pa- 
tient wondered  about  escaping  from  life  or  somehow 
ending  his  misery?  If  so,  how  has  he  planned  for 
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such?  There  may  be  patients  who  relate  in  a confused 
manner,  difficult  to  understand,  or  who  openly  mani- 
fest delusions  or  hallucinations;  in  this  situation,  the 
physician  must  wonder  about  a psychotic  disorder, 
organic  or  functional.  If  the  physician  feels  the  psy- 
chological condition  of  the  patient  warrants  hospital- 
ization, then  he  should  consult  with  a psychiatrist,  as 
well  as  the  spouse,  parent,  or  other  special  person  in- 
volved. 

Often  immediate  help  for  the  patient  is  in  order,  in 
the  category  of  a psychiatric  emergency.  For  in- 
stance, the  violent  patient,  or  fugue  states,  acute  de- 
pressions, homosexual  panic,  mania,  panic  in  a 
phobic  context,  types  of  psychosis,  stages  of  anorexia 
nervosa,  phases  of  alcoholism  and  other  drug  states. 
Childhood  emergencies  are  equally  important  to  rec- 
ognize and  treat,  and  the  abused  child  is  often  diffi- 
cult to  diagnose.  In  the  emergency  setting,  it  is  useful 
to  know  the  statutes  in  your  area  with  regard  to  those 
patients  whom  you  feel  need  detention  or  com- 
mitment. 

When  a physician  is  working  with  an  inpatient, 
discussion  of  the  case  with  the  psychiatrist  and  in- 
forming the  patient  of  the  reasons  for  the  consulta- 
tion give  the  best  clinical  results,  and  a medical  stu- 
dent, intern  or  resident  can  be  responsible  for  some 
of  the  basic  communication,  as  well  as  the  nursing 
staff. 

For  the  outpatient,  the  physician  must  explain  suf- 
ficiently the  how’s  and  why’s  of  a recommended  psy- 
chiatric referral.  The  main  issue  is  to  explain  how  a 
consultation  fits  in  with  the  overall  care,  the  likeli- 
hood that  it  will  relieve  stress  or  other  emotional 
symptoms  and  diminish  the  potential  effects  of  such 
stress  on  other  organ  systems.  Without  this  ex- 
planation, the  patient  may  infer  that  you  feel  his 
problems  are  not  real,  or  some  other  such  negative 
perceptions;  he  may  then  “act  out”  by  not  following 
your  recommendation,  or  even  sense  mistakenly  that 
you  do  not  want  to  remain  the  primary  physician. 

It  is  inadvisable  to  use  psychotropic  medications, 
particularly  the  minor  tranquilizers,  over  an  ex- 
tended time  with  certain  patients  without  a psychiat- 
ric consultation.  There  is  some  risk  in  covering  over  a 
tension,  depressive  syndrome  or  other  disorder.  In 
addition,  the  patient  could  develop  a drug  depend- 
ency, complicating  treatment. 

It  is  important  for  every  physician  to  know  for  reg- 
ular referral  one  psychiatrist  with  whom  he  can  work 
effectively,  whose  basic  psychiatric  dynamics  and 
therapeutic  techniques  he  is  in  accord  with.  The  phy- 
sician may  best  arrive  at  this  psychiatrist  by  trial  and 
error,  through  continuing  personal  contact;  but  in 
searching  him  out,  one’s  peers  may  be  helpful,  or  in- 


formed members  of  one’s  hospital  staff,  or  officers  of 
a local  psychiatric  society. 

An  increasing  aspect  of  medical  care  that  has  ma- 
jor implications  for  all  physicians  is  that  of  holistic 
components  of  illness  and  healing.  One  primary  con- 
cept is  that  a disturbance  in  any  part  of  the  system 
disturbs  all  of  it.  Widely  publicized  data2  has  sug- 
gested recently  that  men  with  Type  A behavior  pat- 
terns are  much  more  likely  to  develop  coronary  heart 
disease  than  those  not  showing  this  pattern.  There  is 
also  evidence2  suggesting  that  a major  cause  of  sus- 
ceptibility to  heart  disease  may  be  simply  loneliness, 
which  is  often  associated  with  tension  or  depression. 
There  are  findings3  that  people  of  a certain  personal- 
ity type  may  be  prone  to  select  types  of  cancer;  these 
people  repress  or  deny  unpleasant  affects,  such  as  de- 
pression, anxiety  or  hostility. 

The  immune  system  has  also  been  looked  at  in  the 
holistic  manner,  and  there  is  evidence  that  the  immu- 
nologic function  in  healthy  people  alters  when  placed 
under  great  psychological  stress.2  There  are  now  a 
number  of  studies  relating  life  stresses  to  the  time  of 
recovery  from  certain  types  of  illnesses.  Slow  recov- 
ered from  acute  infections  have  often  had  seriously 
upsetting  life  situations.4  Implications  lead  to  the  im- 
pression that  proper  psychiatric  preparation  and 
management  can  significantly  improve  the  ability  of 
the  patient  to  recover  from  organic  illness. 

Mental  illness  is  now  seen  as  one  of  the  “major 
killers  and  disablers,”  along  with  cardiovascular  dis- 
eases and  cancer.5  Clearly  there  is  a need  for  physi- 
cians to  work  together  to  understand  more  about 
how  to  assist  patients  in  this  area,  in  an  inter- 
disciplinary approach  that  will  benefit  both  physi- 
cians and  patients. 

Jeremy  Stowell,  MD 

10560  Main  Street 
Fairfax  VA  22030 
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PENINSULA  PSYCHIATRIC 
HOSPITAL 

A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 


RICHMOND 

METROPOLITAN 

HOSPITAL 


A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 


180  Private  Rooms 
Intensive  Care/Coronary 
Units 

Psychiatric  Inpatient  Service 
Complete  Diagnostic 
Radiology, 

Cardiology, 

Pulmonary, 

Clinical  Laboratory, 

Nuclear  Medicine  Service 


701  WEST  GRACE  STREET 
RICHMOND,  VA  23220 
(804)  643-3223 


VIRGINIA  MEDICAL  OBITUARY 


Everett  C.  Drash,  MD 

Dr.  Everett  Cato  Drash,  professor  emeritus  of  sur- 
gery at  the  University  of  Virginia  School  of  Medicine 
and  a pioneer  in  thoracic  surgery,  died  May  6 at  his 
home  in  North  Garden,  Albemarle  County.  He  was 
78. 

Dr.  Drash  founded  and  was  chief  of  the  thoracic 
surgery  department  at  the  University’s  School  of 
Medicine,  and  in  1974  the  School  established  a chair 
in  his  honor.  His  work  emphasized  treatment  and 
control  of  tuberculosis,  and  he  was  given  the  Virginia 
Lung  Association’s  Douglas  Southall  Freeman 
Award  in  1959  for  “contributions  to  an  exceptional 
degree  to  tuberculosis  control  in  Virginia.” 

Bom  in  Liberty,  Indiana,  Dr.  Drash  was  graduated 
from  Phillips  University  in  Oklahoma  and  from  the 
Washington  University  School  of  Medicine  in  St. 
Louis.  He  trained  at  Bames  Hospital,  St.  Louis,  be- 
fore his  residency  in  surgery  at  Vanderbilt  Univer- 
sity, Nashville.  During  World  War  II  he  served  the 
8th  Evacuation  Hospital  in  Horth  Africa  and  Italy, 
from  1942-1945  as  chief  surgeon,  receiving  the  Le- 
gion of  Merit  and  the  rank  of  colonel  on  discharge. 

Dr.  Drash  had  served  as  president  of  the  Albe- 
marle County  Medical  Society,  the  Virginia  Chest 
Society  and  the  Southern  Thoracic  Society  and  was  a 
regent  of  the  American  College  of  Chest  Physicians. 
He  had  been  a member  of  The  Medical  Society  of 
Virginia  for  48  years. 

Frank  S.  Bacon,  MD 

Dr.  Frank  S.  Bacon,  retired  Kilmarnock  internist 
and  past  president  of  the  Northern  Neck  Medical  As- 
sociation, died  April  1 8 in  Kilmarnock  of  cancer.  He 
was  73. 

A native  of  Milaca,  Minnesota,  Dr.  Bacon  was 
graduated  from  the  University  of  Minnesota  and  its 
School  of  Medicine.  He  long  practiced  in  Washing- 
ton, DC,  where  he  was  on  the  senior  advisory  staff  in 
internal  medicine  at  the  Washington  Hospital  Center 
and  was  an  associate  clinical  professor  of  medicine  at 
George  Washington  University’s  School  of  Medicine. 
The  Washington,  DC,  Medical  Society  elected  him 
its  president  1969-1970,  and  he  had  also  been  presi- 
dent of  the  District  of  Columbia  Society  of  Internal 
Medicine.  He  belonged  also  to  the  Association  of 


Military  Surgeons,  the  American  Medical  Associa- 
tion, and  The  Medical  Society  of  Virginia. 

Lacy  Lee  Shamburger,  MD 

Dr.  Lacy  Lee  Shamburger,  Richmond,  a leader  in 
the  establishment  of  Virginia  maternal  and  child 
health  clinics,  died  May  18  in  a Richmond  hospital 
after  suffering  a stroke.  He  was  88  years  old. 

A native  of  Bekin,  North  Carolina,  Dr.  Shambur- 
ger attended  the  Biscoe,  North  Carolina,  High 
School  and  was  graduated  from  the  University  of 
North  Carolina  and  the  Medical  College  of  Virginia. 
He  then  trained  in  obstetrics  and  gynecology  at  the 
University  of  Wisconsin,  Barnes  Hospital  in  St. 
Louis,  the  University  of  Tennessee,  and  the  Medical 
College  of  Virginia.  In  1935  Dr.  Shamburger  became 
a member  of  the  MCV  obstetrics  and  gynecology  fac- 
ulty as  an  assistant  professor;  and  in  1936  he  began, 
as  a field  clinician,  an  association  with  the  Virginia 
State  Department  of  Health  that  lasted  more  than  40 
years  and  included,  in  1940,  appointment  as  associate 
director  of  the  Bureau  of  Maternal  and  Child  Care, 
and,  in  1952,  assignment  as  director  of  the  special- 
ized medical  services  division  of  the  Bureau.  He  re- 
tired in  1961  but  continued  to  spend  part  of  his  time 
organizing  maternal  health  clinics. 

He  had  been  a member  of  The  Medical  Society  of 
Virginia  41  years  and  belonged  also  to  the  Richmond 
Academy  of  Medicine  and  the  Virginia  and  Rich- 
mond Obstetrical  and  Gynecological  Societies. 


Lester  I.  Fox,  MD 

Dr.  Lester  Irving  Fox,  who  practiced  internal  med- 
icine in  Virginia  from  1947  until  his  retirement  in 
1973,  died  March  8 in  Palm  Beach,  Florida,  of  car- 
diac arrest.  He  was  66  years  old  and  had  lived  since 
his  retirement  in  Myrtle  Beach,  South  Carolina. 

Dr.  Fox  was  graduated  from  the  University  of 
Maryland  School  of  Medicine,  then  trained  in  sur- 
gery and  was  a battalion  surgeon  on  Corregidor 
when  it  fell  to  the  Japanese  during  World  War  II;  he 
was  badly  wounded  in  the  fighting  and  was  impris- 
oned for  three  years.  On  his  release  and  return  to  the 
States,  he  changed  his  specialty  to  internal  medicine, 
training  at  McGuire  Veterans  Administration  Hospi- 
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tal,  Richmond,  and  the  Medical  College  of  Virginia. 
He  then  practiced  at  Fort  Monroe,  Virginia,  Army 
Hospital  until  his  retirement.  He  belonged  to  the 
American  College  of  Physicians,  the  American  Acad- 
emy of  Allergy,  the  American  Geriatrics  Society,  the 
American  College  of  Cardiology,  and  the  Association 
of  Military  Surgeons  of  the  US,  and  had  been  a 
member  of  The  Medical  Society  of  Virginia  for  29 
years. 

Memoir  of  Meyer  H.  Legum 
1906-1978 

By  Ben  Steingold,  MD, 

John  Franklin,  MD,  and  Meyer  Krischer,  MD 

We  record  with  great  sadness  the  death  of  Meyer 
H.  Legum  on  December  17,  1978. 

Born  on  August  15,  1906,  in  Portsmouth,  Virginia, 
the  son  of  Louis  and  Rosa  Jacobson  Legum,  Meyer 
grew  up  in  the  Berkley  section  of  Norfolk.  A gradu- 
ate of  Maury  High  School,  he  prepared  for  his  medi- 
cal training  at  the  University  of  Virginia,  then  gradu- 
ated from  the  University  of  Virginia  School  of 
Medicine  in  1929.  His  graduate  training  was  done  in 
New  York  City  at  the  Morrisonia  and  Willard  Parker 
Hospitals,  but  an  intervening  illness  prevented  him 
from  starting  his  practice  of  medicine  until  August, 
1940.  He  conducted  a family  practice  in  the  Norfolk 
area  from  that  time,  serving  on  the  staffs  of  all  three 
Norfolk  hospitals.  His  society  memberships  included 
the  Norfolk  Academy  of  Medicine,  The  Medical  So- 
ciety of  Virginia  and  the  AMA.  He  was  also  a mem- 
ber of  the  Seaboard  Medical  Society  and  the  Ameri- 
can Academy  of  Family  Practice. 

His  civic  activities  were  divided  between  Norfolk 
and  Virginia  Beach,  where  he  kept  his  residence.  In 
the  latter  city,  he  served  as  a member  of  the  Water 
Sanitation  Board,  the  Lunacy  Commission,  and  dur- 
ing World  War  II  was  an  examining  physician  for 
the  Virginia  Beach  Draft  Board.  He  served  Norfolk 
as  jail  physician  for  the  past  ten  years. 

Meyer’s  interests  and  activities  were  varied.  A man 
of  deep  religious  conviction,  he  was  an  active  mem- 
ber of  Beth  El  Temple,  serving  as  lay  cantor  on  holi- 
days and  during  daily  sessions.  He  participated  ac- 
tively in  the  Masonic  Order,  serving  as  Master  of  his 
Virginia  Beach  Lodge  and  ultimately  attaining  the 
position  of  District  Deputy  Grand  Master  for  the 
State  of  Virginia.  He  served  as  presiding  officer  for 
all  four  Scottish  Rite  Bodies  in  the  Valley  of  Norfolk 
from  1965  through  1969.  He  joined  the  Shrine  in 
1952  and  ultimately  became  potentate  of  the  Khe- 
dive Temple  in  1968  and  in  1966  held  the  national 


title  of  President  of  the  Shrine  Medical  Units  of 
North  America. 

A devoted  husband  and  father  since  his  marriage 
in  1938,  Meyer  helped  to  raise  six  children  and  was 
graced  with  23  grandchildren  and  eight  great-grand- 
children. His  son,  Larry  L.  Legum,  proudly  carries 
on  in  his  father’s  profession. 

A dedicated  man  possessing  great  sensitivity  and 
compassion,  he  devoted  many  hours  to  the  care  and 
comfort  of  sick  people,  and  leaves  a legacy  of  loyal 
and  devoted  patients.  In  the  tradition  of  the  profes- 
sion of  yesterday,  his  reward  was  often  the  satisfac- 
tion of  helping  a grateful  patient.  He  has  left  an  im- 
pact on  this  community  and  will  long  be  remembered 
for  his  many  years  of  dedicated  service  to  the  sick. 

W.  Sanford  Beaziey,  MD 

Dr.  Wyatt  Sanford  Beaziey,  Jr.,  died  April  14  at 
his  Richmond  home  after  a long  illness.  He  was  80 
years  old  and  had  conducted  a general  practice  in 
Richmond  for  more  than  50  years. 

Dr.  Beazley’s  advanced  education  was  undertaken 
entirely  in  Richmond,  at  John  Marshall  High  School, 
the  University  of  Richmond,  and  the  Medical  Col- 
lege of  Virginia,  but  he  completed  his  medical  train- 
ing at  St.  Francis  Hospital,  Jersey  City,  New  Jersey, 
and  the  New  York  Foundling  Hospifal,  New  York 
City.  During  World  War  1 he  served  as  a captain  in 
the  Army.  He  had  belonged  to  The  Medical  Society 
of  Virginia  for  54  years,  was  a member  also  of  the 
Southeastern  Surgical  Congress,  and  was  active  in 
the  Richmond  Tuberculosis  Association. 

A son,  Dr.  Wyatt  S.  Beaziey  III,  is  in  private  prac- 
tice in  Richmond. 


Louis  Bernard  Ziv,  MD 

Dr.  Louis  Bernard  Ziv,  recently  retired  after  more 
than  40  years  of  practice  in  Portsmouth,  died  May  7 
of  cancer  at  his  home.  He  was  73. 

Dr.  Ziv  was  bom  and  lived  all  his  life  in  Ports- 
mouth. He  was  a graduate  of  the  Johns  Hopkins  Uni- 
versity School  of  Medicine  and  completed  his  train- 
ing in  surgery  at  Duke  University  School  of 
Medicine.  Until  his  retirement,  he  was  a member  of 
the  medical  staffs  of  Maryview  and  Portsmouth  Gen- 
eral Hospitals  in  Portsmouth.  Dr.  Ziv  was  a longtime 
member  of  the  International  College  of  Surgeons,  the 
Southern  and  American  Medical  Associations,  and 
the  Portsmouth  and  Norfolk  Academies  of  Medicine, 
and  had  belonged  to  The  Medical  Society  of  Virginia 
43  years. 


VOLUME  106 


VIRGINIA  MEDICAL/JULY,  1979 


557 


WHO’S 

WHO 

INV1RGINIAMEDICINE 

New  president-elect  of  the  Ameri- 
can College  of  Emergency  Physi- 
cians is  Dr.  John  P.  McDade,  Alex- 
andria. An  emergency  physician  at 
the  Alexandria  Hospital  for  the  past 
17  years,  Dr.  McDade  is  a past  pres- 
ident of  the  hospital’s  medical  staff 
and  is  chairman  of  the  Alexandria 
Emergency  Medical  Services  Coun- 
cil. 

Dr.  B.  Lewis  Barnett,  Jr.,  Char- 
lottesville., has  been  elected  to  the 
American  Board  of  Family  Practice 
as  member  at  large  on  the  executive 
committee.  Dr.  Barnett  is  chairman 
of  the  University  of  Virginia’s  De- 
partment of  Family  Practice. 

These  MSV  members  have  been 
named  diplomates  by  the  American 
Board  of  Family  Practice:  Dr. 
Thomas  A.  Walker  and  Dr.  Wilson 
B.  Sprenkle,  Emporia;  Dr.  J. 
Thomas  Luck,  Damascus;  Dr.  Wal- 
ter S.  Barton  and  Dr.  Chimer  D. 
Moore,  Jr.,  Wytheville;  Dr.  Julian  L. 
Givens,  Independence;  Dr.  C.  L. 
Powell,  Jr.,  Franklin;  Dr.  Thomas 
D.  McDonald,  Grundy;  Dr.  Larry 
Denius,  Hot  Springs;  Dr.  Susan  H. 
Satchwell,  Stuart;  Dr.  Darlene  Lit- 
ton, Dr.  Fred  Litton,  and  Dr.  Mi- 
chael Ford,  all  of  Big  Stone  Gap;  Dr. 
Richard  B.  Theis,  Williamsburg;  and 
Dr.  Stephen  D.  Lennett,  Richmond, 
and  Dr.  Rufus  C.  Huffman,  Bridge- 
water. 

Dr.  Lucien  W.  Roberts,  Jr.,  South 
Boston,  is  the  new  president  of  the 
Virginia  Obstetrical  and  Gynecolog- 
ical Society.  Other  officers  elected 
with  him  are  Dr.  John  Q.  Hatten, 


Newport  News,  president  elect;  Dr. 
Leo  J.  Dunn,  Richmond,  vice  presi- 
dent; and  Dr.  David  W.  Branch, 
Roanoke,  secretary  treasurer. 

A curious  coincidence  of  grief 
and  gladness  occurred  recently  in 
Virginia’s  neighboring  state  of 
Maryland.  In  a shootout  on  April  7 
with  a man  wanted  for  assault  and 
kidnapping,  a Baltimore  police  of- 
fice took  a direct  charge  to  the  chest 
but  was  saved  from  serious  injury 
by  the  bulletproof  vest  he  was  wear- 
ing. On  that  same  date,  the  Balti- 
more surgeon  who  helped  develop 
the  bulletproof  vest,  Dr.  1.  Ridge 
way  Trimble,  died  in  a Baltimore 
hospital  after  a brief  illness  at  the 
age  of  78.  Stories  of  the  coincidental 
events  appeared  next  to  each  other 
in  an  issue  of  the  Baltimore  Sun.  Dr. 
Trimble,  who  practiced  general  and 
vascular  surgery  in  Baltimore  for 
more  than  50  years,  had  many 
friends  among  Virginia’s  physicians, 
one  of  them  Dr.  Harry  J.  Warthen, 
Editor  Emeritus  of  this  journal,  who 
called  the  coincidence  to  the  atten- 
tion of  this  department. 

The  American  College  of  Cardi- 
ology has  named  Dr.  William  E. 
Holland,  Norfolk,  as  its  Governor 
for  Virginia  for  a three-year  term. 
And  the  College  has  named  as  fel- 
lows these  MSV  members:  Dr.  John 
W.  Starr  III,  Roanoke;  Dr.  Thomas 
L.  Gorsuch,  Waynesboro;  Dr.  Glenn 
C.  Nye  and  Dr.  William  L.  Oelrich, 
Norfolk;  Dr.  Randolph  M.  Halloran 
and  Dr.  George  W.  Vetrovec,  Rich- 
mond. 

Both  the  Arlington  and  Fairfax 
County  Medicial  Societies  have  new 
officers.  In  Arlington,  Dr.  Charles  E. 
Hannan  has  assumed  the  presi- 
dency, with  Dr.  Herbert  G.  Hop- 
wood,  Jr.,  as  president  elect.  Dr. 
Leon  I.  Block,  Falls  Church,  is  the 
new  president  of  the  Fairfax  So- 
ciety, with  Dr.  Ira  D.  Godwin,  Fair- 
fax, as  the  president  elect. 


Looking  toward  completion  this 
summer  of  the  new  Alleghany  Re- 
gional Hospital  in  Low  Moor,  the 
medical  staffs  of  Alleghany  Memo- 
rial and  Emmett  Memorial  Hospi- 
tals merged  recently,  and  at  the  first 
meeting  of  the  combined  staffs  Dr. 
Meade  C.  Edmunds,  Jr.,  was  elected 
chief  and  Dr.  George  L.  Fischer, 
vice  chief.  Both  men  practice  in  Clif- 
ton Forge. 

In  Petersburg,  Dr.  Thomas  Bryant 
Pope  has  retired  at  the  age  of  69  due 
to  a heart  condition,  and  an  illus- 
trated article  in  the  Petersburg  Prog- 
ress-Index praises  his  long  service  as 
a general  practitioner  and  recounts 
his  life. 

Dr.  Pope  was  born  in  Drewey- 
ville,  Virginia,  in  1909  into  a family 
of  many  doctors.  His  great-grand- 
father, Dr.  William  Beekman  of 
Capron,  Virginia,  was  a country 
doctor.  Three  uncles,  all  now  de- 
ceased, were  physicians:  Dr.  B. 
Ashby  Pope,  who  practiced  in 
Newsome  for  50  years;  Dr.  John 
Thomas,  Dreweyville;  and  Dr. 
James  A.  Grizzard,  Dreweyville, 
who  delivered  Dr.  Pope.  Dr.  Griz- 
zard’s  son  became  a physician,  too; 
he  is  Dr.  Joshua  J.  Grizzard,  Jr., 
Branchville,  now  retired.  (In  the 
present  generation,  Dr.  Robert 
Pope,  a grandson  of  Dr.  Ashby 
Pope,  was  recently  graduated  from 
the  Medical  College  of  Virginia.) 

After  graduating  from  the  College 
of  William  and  Mary  with  a BS  de- 
gree, Dr.  Pope  went  on  to  the  Medi- 
cal College  of  Virginia,  then  in- 
terned at  Stuart  Circle  Hospital, 
Richmond.  His  first  practice  was  in 
the  West  Virginia  coal  fields,  where 
he  took  care  of  all  the  ills  in  the 
company  town  and  an  adjacent 
community,  from  extracting  teeth  to 
minor  surgery. 

In  1946  Dr.  Pope  took  over  the 
practice  of  the  late  Dr.  Henry  Snead 
of  Petersburg,  and  there,  as  the  ar- 
ticle relates,  “won  the  hearts  and 
friendship”  of  the  Petersburg  corn- 
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munity.  He  was  honored  last  year 
by  Petersburg  General  Hospital  for 
his  25  years  of  service  on  the  Hospi- 
tal’s stall;  for  33  years  he  has  been 
surgeon  for  Seaboard  Coastline/ 
Norfolk/Western  Railroads;  and  for 
32  years  he  has  been  a member  of 
The  Medical  Society  of  Virginia.  A 
daughter,  Katherine,  is  married  to 
Dr.  Robert  M.  Pilcher,  Jr.,  Rich- 
mond orthopedic  surgeon. 

A crowd  of  500  patients  of  Dr. 
Pope  gathered  for  a reception  ac- 
knowledging his  retirement  and 
there  gave  him  a large  framed  scroll 
bearing  the  names  of  patients  who 
had  contributed  “love  gifts”  total- 
ling $4,300.  The  money  would  be 
given  to  Petersburg  General’s  car- 
diac unit,  said  the  presenter,  in  Dr. 
Pope’s  honor. 

The  “dean  of  doctors”  in  Alta- 
vista, Dr.  James  P.  Kent,  retired  re- 
cently after  43  years  of  practice  in 
Altavista.  He  will  be  greatly  missed 
not  only  by  his  patients  but  by  all  of 
Altavista’s  citizens,  for  Dr.  Kent  has 
made  major  contributions  to  the 
community,  including  initiating  the 
formation  of  the  Altavista  Life  Sav- 
ing Crew  and  Maternal/Child  Wel- 
fare and  Venereal  Disease  Clinics, 
and  in  1971  received  the  Out- 
standing Citizen  Award  from  the  lo- 
cal chamber  of  commerce.  He  has 
served  as  medical  examiner  for 
Campbell  and  Pittsylvania  Counties 
and  was  health  officer  for  Altavista 
for  over  30  years.  A native  of  Frank- 
lin County,  Dr.  Kent  attended 
Roanoke  College  and  earned  his 
medical  degree  from  the  Medical 
College  of  Virginia.  He  belongs  to 
the  Lynchburg  Academy  of  Medi- 
cine as  well  as  The  Medical  Society 
of  Virginia. 

The  Tidewater  Psychiatric  Insti- 
tute opened  a new  72-bed  hospital 
at  its  Norfolk  location  recently  with 
a dedication  ceremony  and  a series 
of  open  houses.  Stuart  Ashman, 
MD,  Virginia  Beach,  is  the  new  fa- 


cility’s medical  director  and  is  medi- 
cal director  also  of  the  “sister”  Tide- 
water facility  in  Virginia  Beach. 

The  State  Board  of  Medicine, 
now  in  Portsmouth,  is  to  move  to 
Richmond  by  September  1,  accord- 
ing to  Dr.  Jean  L.  Harris,  Secretary 
of  Human  Resources  for  Virginia. 
The  move  “is  in  accordance  with  the 
expressed  intent  of  the  1977  session 
of  the  General  Assembly”,  accord- 
ing to  Dr.  Harris,  and  will  help 
unify  the  activities  of  the  Board  and 


other  health  regulatory  agencies  al- 
ready in  Richmond. 

Dr.  S.  D.  Barranco,  Blacksburg, 
was  installed  recently  as  a new 
member  of  the  Montgomery  County 
Hospital  board  of  trustees. 

President  of  the  board  of  directors 
of  the  Lord  Fairfax  Emergency 
Medical  Services  Council  is  Dr. 
Terry  L.  Sinclair,  Winchester,  who 
before  his  election  had  been  tempo- 
rary chairman  of  the  new  group. 


Hosts: 


• This  trio  of  physicians  comprises  the  Committee  on  Arrange- 
ments for  The  Medical  Society  of  Virginia’s  Annual  Meeting  1979  in  Hot 
Springs.  They  are,  left  to  right.  Dr.  Larry  R.  Denius,  Hot  Springs;  Dr.  James 
P.  Harnsberger,  Hot  Springs,  Chairman;  and  Dr.  Edward  G.  Allen,  Clifton 
Forge.  They  were  photographed  in  the  Sun  Room  of  the  Homestead,  where 
the  meeting  will  be  held  November  1 to  4. 


VOLUME  106 


VIRGINIA  MEDICAL/JULY,  1979 


559 


John  Frischkorn 


VIRGINIA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  IO<t  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221 . 


ATTENTION  PSYCHIATRISTS 
Corporation  will  sell  modern  facilities  for  care  and 
treatment  of  mentally  ill  and  mentally  retarded.  Long 
term  care  patients.  50  bed  facilities.  High  occupancy 
rate.  Excellent  financing  available.  Selling  at  re- 
placement cost  of  $508,000.  Very  good  return  in  prof- 
its and  fees.  This  is  a fine  opportunity  for  a doctor 
wanting  a guaranteed  income  plus  time  and  facilities 
for  a private  practice.  For  further  information  phone: 
(703)  942-0505  Waynesboro,  VA. 


PATHOLOGIST,  AP  and  CP  ’70,  living  in  Richmond, 
seeking  permanent  position  or  locum  tenens  for  the  sum- 
mer months,  solo  or  in  partnership.  Resume  and  references 
available  on  request.  Write  Box  25,  Virginia  Medical, 
4205  Dover  Road,  Richmond  VA  23221 

DOCTOR’S  OFFICE,  Richmond — 584  sq  ft  available  in 
July  in  the  Bon  Air  Medical  Building.  Call  (804)  272-3814 

evenings. 

SHENANDOAH  VALLEY — 21  acres,  mountain  top, 
house,  near  ski  area,  hunting,  fishing,  borders  national 
park,  $74,500.  Contact  Carl  Yow,  (703)  298-9722,  Elkton, 
Virginia. 

NORTH  CAROLINA — Family  Practice/Emergency  Med- 
icine. Unique  opportunity,  immediate  partnership  available. 
Rapidly  growing  practice.  Small  hospital,  rural  area,  two 
hours  to  Atlantic  beaches.  Start  at  $55,000  guarantee.  Un- 
limited growth.  Excellent  benefit  package.  Call  or  write 
about  this  excellent  opportunity:  Community  Physicians, 
Inc.,  113  Landmark  Square,  Virginia  Beach  VA  23452, 
(804)  486-0844. 


VIRGINIA — Unique  opportunity.  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 


ANESTHESIOLOGIST,  age  40,  Board  eligible,  ready  to 
take  Part  2 of  Anesthesiology  Board,  trained  in  General 
and  Regional  Anesthesia  as  well  as  I.C.U.,  wishes  to  work 
for  fee  for  service  in  a small  or  large  hospital,  urban  or  ru- 
ral area.  Write  Box  24,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

FOR  LEASE — New  condominium-type  professional  office 
suite  located  in  the  heart  of  Fairfax,  walking  distance  to 
Fairfax  Hospital.  Perfect  for  physician,  dentist  or  attorney. 
1000  sq.  ft.  with  office,  three  examination  rooms,  labora- 
tory, receptionist  and  waiting  rooms,  two  rest  rooms.  Wall- 
to-wall  carpeting,  heating/air  conditioning  system  with 
heat  pump.  Elevator  and  ample  parking.  Available  Septem- 
ber 1,  1979.  Call  (703)  437-6379  after  6:00  PM. 


PHYSICIANS  WANTED 
RICHMOND  ENVIRONS 

Physician  to  work  four  or  five  hours,  one  or  two  af- 
ternoons or  evenings  per  week,  licensed  hospital 
resident  acceptable;  also  full-time  internist  or  gener- 
alist and  a semi-retired  physician.  JCAH  hospital 
nearby.  Send  curriculum  vitae  to  Box  20,  VIRGINIA 
Medical,  4205  Dover  Road,  Richmond  VA  23221. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  cov- 
erage. For  full  details  and  rates  contact  Daniel  R. 
Hoffman,  Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


MONEY  AVAILABLE 
UNSECURED 

For  physicians  and  dentists  (in  practice  or  training). 
$5,000/$50,000.  Terms  up  to  six  (6)  years.  No  pre- 
paid penalty.  No  front  money  required  or  accepted. 
Contact: 

Cothran  Mortgage  Corporation 
406  Sanborn  St.,  Aberdeen  NC  28315 
(919)  944-7153 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
and  its  COMPONENT  SOCIETIES 

Sponsored 

INSURANCE  PLANS 

for  Members  and  their  Families 


6.  EXCESS  MAJOR  MEDICAL  PLAN 
($250,000) 

■ Pays  100%  of  most  medical  expenses  up  to 
$250,000  after  satisfaction  of  $15,000, 
$25,000  or  $50,000  deductible. 

7.  IN-HOSPITAL  EXPENSE  PLAN* 

Benefits  paid  to  you 

■ Daily  benefits  of  up  to  $100  are  payable  to 
you  for  each  day  you  or  your  dependents 
are  hospital  confined.  Increased  benefits  for 
Cancer  and  Intensive  Care  are  also  included. 

8.  CANCER  EXPENSE  INSURANCE 

■ New  plan  offered  strictly  to  combat  the 
high  cost  of  treating  Cancer. 

9.  EMPLOYEE  DISABILITY 


1.  LIFE  INSURANCE* 

■ Member  limits  increased  to  $250', 000 

■ Spouse  limits  also  increased  to  $250,000 
H Reduced  premiums. 

2.  DISABILITY  INCOME 

Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

■ Benefits  increased  to  $4,000  per  month  for 
first  two  years  of  disability — $2,000  per 
month  thereafter. 

| New  Cost  of  Living  Adjustment 


3.  MAJOR  MEDICAL  INSURANCE 

($100,000)* 

■ Maximum  Limit  increased  to  $100,000  with 
100%  payable  after  insured  has  incurred 
$25,000  of  expenses. 

| Room  and  Board  Benefits  increased  to  80% 
of  $125. 

■ Medicare  Supplement  now  available. 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  are 
disabled 

■ Benefits  now  available  up  to  $5,040  per 
month  with  new  up-to-date  plan  design. 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE* 

■ Up  to  $500,000  now  available  to  members. 

■ Benefits  now  offered  to  all  family  members. 
*Also  available  to  employees  of  members. 


Pays  your  employee  an  income  when 
disabled 

■ Benefits  available  Up  to  $800  per  month  for 
up  to  one  year  of  disability. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 

IN  ROANOKE 
PHONE  344-5000 

DAVID  A.  DYER 
& ASSOCIATES 

Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
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Scarey  Saga  of  a 
Growth  Industry 

The  following  article  originally  appeared  in  the 
Journal  of  the  Florida  Medical  Association  under  the 
title , “Our  Federal  Government  v.v.  the  Florida  Medi- 
cal Association,  Inc.”,  and  is  reprinted  here  to  show 
what  not  only  can  but  is  happening  to  the  Medical  So- 
ciety of  Virginia. 

There  are  currently  55  separate  independent 
agencies  and  organizations  within  the  Executive 
Department  of  our  federal  government  administering 
a vast  array  of  federal  regulations  of  business  in  our 
nation.  There  is  no  question  about  it  being  a growth 
industry.  Current  regulatory  expenditures  are  over 
six  times  the  1970  level.  The  Center  of  Study  of 
American  Business  at  Washington  University  in  St. 
Louis  estimates  the  current  administrative  cost  of 
$3.2  billion.  These  costs  and  expenditures  do  not  in- 
clude activities  such  as  Internal  Revenue  Audit  Divi- 
sion, postal  authorities,  Federal  Bureau  of  Investiga- 
tion, etc.,  or  the  voluminous  congressional 
investigations.  The  cost  of  federal  regulations  to  in- 
dustry and  consumer  is  estimated  to  be  over  $100  bil- 
lion annually. 

The  Florida  Medical  Association  (FMA)  and  its 
related  activities  have  certainly  had  its  share  of  fed- 
eral abuse  this  past  year.  Examples  are: 
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Justice  Department  vs.  Florida  Medical  Associa- 
tion, Inc. 

The  Florida  Medical  Association  received  civil  in- 
vestigative subpoenaes  from  the  Anti-Trust  Division 
of  the  US  Department  of  Justice  alleging  activities  in 
violation  of  the  Sherman  anti-trust  law,  specifically 
as  it  pertained  to  health  maintenance  organization 
activities.  All  documents  requested  were  produced, 
briefs  submitted  and  conferences  held  with  investiga- 
tive attorneys.  The  investigation  is  still  open.  To  the 
best  of  our  knowledge,  there  has  been  no  violation  of 
federal  laws  or  regulations  by  the  Florida  Medical 
Association. 

Federal  Trade  Commission  vs.  Florida  Medical  Asso- 
ciation, Inc. 

This  is  an  investigation  of  the  FMA  for  allegedly 
restraining  trade  in  Florida.  This  is  a similar  investi- 
gation to  the  Justice  Department’s  pertaining  to 
HMO  activities.  The  FMA  had  violated  no  laws  or 
regulations  and  after  the  time  and  expense  involved, 
the  Trade  Commission  has  dismissed  the  complaint 
and  discontinued  further  investigation. 

Federal  Elections  Commission  vs.  FLaMPAC 

This  investigation  is  currently  pending  in  the  fed- 
eral courts  “in  camera”,  which  means  it  cannot  be 
discussed.  To  our  knowledge,  there  has  been  no  vio- 
lation of  the  election  law  and  this  investigation  has 
cost  both  the  FMA  and  the  federal  government  a 
small  fortune.  continued  over 
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Federal  Trade  Investigation  of  Restraint  of  Trade 
Due  to  FMA’s  Relationship  with  Blue  Shield 

This  is  an  ongoing  investigation  which  involved 
FMA  producing  all  of  its  records  and  documents, 
correspondence,  news  letters,  etc.,  dating  back  to 
1944. 

US  Postal  Department  vs.  Florida  Medical  Associa- 
tion, Inc. 

The  US  Postal  Department  advised  the  Florida 
Medical  Association  that  it  was  revoking  its  third 
class  postal  permit  which  had  been  held  in  excess  of 
26  years.  This  decision  was  made  by  the  postal  serv- 
ice in  Washington  and  the  dictate  given  to  the  post- 
master in  Jacksonville.  (It  was  interesting  to  note  that 
they  excluded  the  Florida  Bar  as  it  was  an  educa- 
tional institution.)  Adequate  documents,  etc.,  were 
submitted  to  the  local  postmaster  to  justify  the  con- 
tinuance of  the  postal  permit;  however,  he  is  not 
being  allowed  to  make  this  decision.  It  is  currently  on 
appeal  in  Washington.  The  appropriate  documents 
from  the  federal  government  will  be  requested  under 
the  Freedom  of  Information  Act  to  attempt  to  ascer- 
tain who  initiated  this  harassment. 

Internal  Revenue  Service  vs.  Florida  Medical  Associ- 
ation, Inc. 

The  Internal  Revenue  Service  has  been  conducting 
an  intensive  investigation  of  our  activities  for  1976 
and  1977  to  ascertain  if  there  is  any  tax  liability  and 
whether  or  not  to  continue  our  501  C-6  tax  exempt 
status.  It  was  the  original  intent  of  IRS  to  review  all 
of  our  organizations  such  as  the  Florida  Medical 
Foundation,  FLaMPAC,  Professional  Insurance 
Management  Company,  etc.,  but  this  has  been  mini- 
mal. The  investigation  and  audit  closed  with  FMA 
paying  income  tax  on  some  unrelated  income. 

Internal  Revenue  Service  vs.  Florida  Medical  Foun- 
dation 

The  Internal  Revenue  Service  alleged  that  the 
Florida  Medical  Foundation  Trust  [which  is  not,  as 
the  IRS  assumed,  a corporate  entity  but  a custodial 
type  account  only]  had  not  filed  a tax  return  or  ap- 
plied for  a tax-exempt  status.  This  investigation 
reached  the  harassment  state  and  is  now  in  inactive 
open  status  which  will  probably  end  up  in  the  courts. 
Again,  no  violation  of  any  federal  law  or  regulation. 

Review  by  Justice  Department  Regarding  Liability 
Insurance  Underwriting 

The  Justice  Department  has  demanded  that  the 
Florida  Medical  Association  ethical  standards  for 
hospital-based  physicians  be  discontinued  as  a cri- 


teria for  liability  insurance  underwriting  by  the  Flor- 
ida Physicians  Insurance  Reciprocal.  This  has  been 
done  and  is  now  under  review  by  the  Justice  Depart- 
ment. 

Summary 

Most  small  businesses  in  our  country  would  be 
crushed  or  destroyed  financially  by  the  abuse  of 
power  by  the  federal  government  which  the  Florida 
Medical  Association  has  witnessed.  We  hope  the 
Congress,  in  its  wisdom,  will  repeal  the  abusive  pow- 
ers given  to  regulatory  agencies  of  our  federal  gov- 
ernment; reduce  their  appropriations  and  require 
them  to  repay  the  loss  to  any  individual  or  legal  en- 
tity from  its  budget  for  each  investigation  they  do  not 
prove  a violation  of  federal  law. 

W.  Harold  Parham,  DHA 
John  E.  Thrasher,  JD 

Copyright  1979,  the  Journal  of  the  Florida  Medical  As- 
sociation, Inc.  Reprinted  with  permission.  The  authors  are 
professionals  with  the  Florida  Medical  Association;  br. 
Parham  is  executive  vice  president  and  Mr.  Thrasher  is  le- 
gal counsel.  The  Association’s  headquarters  are  at  801  Riv- 
erside Avenue,  Jacksonville  FL  32203. 


Complete  mobile  color  videotape 
recording  and  editing  facilities,  plus 
script  writing,  graphic  arts,  actors 
and  actresses  now  available  by  the 
hour  or  by  the  day.  We  produce  and 
reduce  to  ahy  cassette  size  for 
office  or  broadcast  use  • TV 
commercials  • Speeches  — 
demonstrations  • Training 
procedures  • Medical 
• Legal  • Technical  work 

vid: 

MEDICAL 
PROCEDURES 
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Video  Image  Productions,  Suite  301 
1 Koger  Executive  Center,  Norfolk,  VA  23502  (804)  461-4342 
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Fossils,  Free  Speech,  and 
“Unfavorite  Things” 

I enjoyed  your  editorial,  “A  Few  of  My  Unfavorite 
Things”,  in  the  May  1979  issue',  and  I agree  100%. 
However,  I think  you  and  I are  fragments,  like  fos- 
sils, left  over  from  a better  time.  In  case  presenta- 
tions^a.-patient  no  longer  has  an  upper  gastroin- 
testinal hemorrhage  with  a critically  lowered 
hematocrit;  it  becomes  “This  male  entered  with  a up- 
per GI  bleed  and  a low  ’crit.”  And  so  on,  as  you  have 
indicated. 

I think  all  this  butchering  of  language,  art,  music, 
etc.,  are  part  of  a destructive  revolutionary  process — 
a debasement  of  old  values — on  the  road  to  social- 
ism. The  so-called  student  free  speech  movement 
started  in  the  60s  at  Berkeley  really  had  very  little  to 
do  with  free  speech.  It  all  wears  one  out,  and  I,  too, 
think  of  a song  popular  10-15  years  ago:  “Turn  the 
world  around  the  other  way,  and  make  it  stop  on  yes- 
terday.” 

Eugene  R.  Perez,  MD 

PO  Box  1259 
Alpine  TX  79830 

1.  Thompson  WT  jr:  “A  few  of  my  unfavorite  things.”  Va 
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Adds  Dementia  Remedies 
From  His  Own  Practice 

I would  like  to  commend  Doctor  Solomon  of 
Hampton  for  his  article  in  the  June  edition'  bringing 
attention  to  the  many  remediable  causes  of  dementia 
and  pseudo-dementia.  I have  recently  had  some  ex- 
amples of  the  conditions  he  writes  about  and  would 
like  to  share  these  with  your  readership  if  I may. 

There  have  been  several  examples  of  depression 
looking  initially  very  much  like  an  organic  brain  syn- 
drome, which  cleared  up  on  antidepressant  therapy. 
There  was  recently  a case  of  an  82-year-old  man  with 
digoxin  delirium,  which  lasted  for  several  weeks  but 
which  cleared  completely  after  the  daily  dosage  of 
digoxin  was  reduced  to  0.0625  mg  daily.  There  was  a 
case  recently  of  a 60-year-old  lady  who  had  the  clas- 
sical triad  of  dementia,  abnormal  gait  and  urinary  in- 
continence, indicating  normal-pressure  hydro-ceph- 
alus,  which  is  considered  to  have  followed  a small 


subarachnoid  hemorrhage  she  sustained  about  nine 
months  ago;  a shunt  operation  has  not  totally  re- 
versed the  syndrome  but  she  is  appreciably  better,  at 
times,  then  she  was  prior  to  the  surgery.  There  has 
also  been  one  case  of  an  81 -year-old  lady  who  was 
found  to  be  severely  demented  when  she  recovered 
from  a hypothyroid  coma,  but  as  far  as  I know  she 
has  not  yet  fully  recovered  after  two  to  three  months 
of  thyroid  medication. 

As  far  as  the  vitamin  deficiencies  go,  I have  not 
had  any  cases  of  avitaminosis  B12  and  only  one  case 
of  thiamine  deficiency  but  numerous  cases  of  folate 
and  vitamin  B6  (pyridoxine)  deficiency.  These 
should  definitely  be  added  to  the  list  that  Doctor 
Solomon  provided  of  remediable  dementia  syn- 
dromes. I’ve  also  seen  a couple  of  patients  with  mag- 
nesium deficiency  (following  diuretic  therapy),  who 
improved  when  this  element  was  restored  in  thera- 
peutic doses  in  the  diet  in  the  form  of  Beelith. 

John  Dommisse,  MD 

1801  Airline  Boulevard 
Portsmouth  VA  23707 

1.  Solomon  JG:  Remediable  causes  of  dementia.  Va  Med 

106:459-462,  1979 

EVMS  History  Amplified 

First,  may  I thank  you  on  behalf  of  the  Board  of 
Commissioners  of  the  Eastern  Virginia  Medical  Au- 
thority and  the  faculty,  staff  and  students  of  the  East- 
ern Virginia  Medical  School  for  your  very  gracious 
dedication  of  the  April  issue  of  VIRGINIA  MEDICAL 
to  the  programs  and  papers  of  the  Eastern  Virginia 
Medical  School. 

There  are  two  points  not  fully  covered  in  my  ar- 
ticle which  perhaps  may  be  of  interest.  The  first  is 
that  when  the  Norfolk  Area  Medical  Center  Author- 
ity was  brought  into  legislative  being  an  additional 
bill  was  passed  which  provided  the  Medical  Center 
Authority  (now  the  Eastern  Virginia  Medical  Au- 
thority) the  legal  status  of  an  educational  institution 
with  the  same  rights  and  privileges  as  other  institu- 
tions of  higher  education  in  the  state  of  Virginia. 
This  is  not  commonly  known  and  I believe  would 
complement  the  other  information  provided  in  the  is- 
sue. 

In  addition,  in  the  original  charge  to  the  Authority, 
not  only  was  emphasis  placed  on  developing  educa- 
tional and  related  health  sciences  education  in  east- 
ern Virginia,  but  also  the  responsibility  to  assist  de- 
veloping health  care  programs. 

Gerald  H.  Holman,  MD 
Dean,  Eastern  Virginia  Medical  School 
PO  Box  1980,  Norfolk  VA  23501 
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These  meetings  are  recommended  by  the  Commis- 
sion on  Continuing  Medical  Education  of  The  Medi- 
cal Society  of  Virginia,  Kinloch  Nelson,  MD,  Coor- 
dinator. Address  correspondence  to  him  at  4205 
Dover  Road,  Richmond  VA  23221. 


Fifth  ACP  Learning  Program 

Two-day  and  five-day  courses  in  12  disciplines  re- 
lated to  internal  medicine  are  offered  by  the  Ameri- 
can College  of  Physicians  in  conjunction  with  its 
fifth  Medical  Knowledge  Self-Assessment  Program. 
The  courses  will  occur  between  November  1979  and 
September  1980  in  cities  over  the  country,  including 
Richmond,  Charlottesville,  and  Roanoke,  Virginia. 
The  courses  are  directed  to  the  practicing  physicians 
and  cover  these  areas:  allergy/immunology,  infec- 
tious diseases,  oncology,  endocrinology,  hematology, 
cardiovascular  disease,  pulmonary  diseases,  nephro- 
logy, gastroenterology,  rheumatology,  and  dermatol- 
ogy. 

For  information  and  registration  contact:  Regis- 
trar, Postgraduate  Courses,  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia  PA  19104, 
(215)243-1200. 


Accredited  for  CME  in  Virginia 

The  following  Virginia  organizations,  listed 
alphabetically,  are  accredited  by  the  national 
Liaison  Committee  on  Continuing  Medical 
Education,  Chicago,  to  present  programs  of 
continuing  education.  These  accreditations  are 
resurveyed  periodically,  but  as  this  journal 
went  to  press  this  list  was  complete  and  current. 

• The  Medical  Society  of  Virginia  Scientific  Pro- 
gram 

• Eastern  Virginia  Inter-Hospital  Medical  Educa- 
tion Committee 

• Eastern  Virginia  Medical  School 

• Fairfax  Hospital 

• Medical  College  of  Virginia/Virginia  Common- 
wealth University 

• Northern  Virginia  Consortium  for  Continuing 
Medical  Education 

• Riverside  Hospital  Medical  Staff 

• Roanoke  Memorial  Hospital 

• St.  Luke’s  Hospital/McGuire  Clinic  Consortium 

• University  of  Virginia  School  of  Medicine 

• Virginia  Health  Department 

• Winchester  Memorial  Hospital 


Clinical  Education  at  Vanderbilt 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  Vanderbilt  Uni- 
versity’s School  of  Medicine  and  Division  of  Contin- 
uing Education.  With  the  guidance  of  the 
participating  department  chairman,  the  practicing 
physician  can  plan  an  individualized  program  of  one 
to  four  weeks  to  meet  recognized  needs  and  interests. 
The  experience  includes  contact  with  patients,  dis- 
cussion with  clinical  and  academic  faculty,  confer- 
ences, ward  rounds,  individual  learning  procedures, 
observation  of  new  surgical  techniques,  and  access  to 
library  resources.  More  than  one  discipline  may  be 
included.  All  licensed  physicians  are  eligible.  Fee: 
$200  per  week.  Credit:  AMA  Category  I and  AAFP. 

For  further  information  and  application  contact 
Paul  E.  Slaton,  MD,  Director,  Continuing  Educa- 
tion, 305  Medical  Arts  Building,  Nashville  TN 
37212,  (615)322-2716. 


Service  Participation  as  CME 

Arrangements  have  been  made  at  the  Meharry 
Medical  College,  Nashville,  Tennessee,  to  allow 
practicing  physicians  to  participate  in  various  service 
activities  for  a period  of  one  to  four  weeks.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovi- 
sual materials,  and  contact  with  patients,  residents, 
and  faculty.  The  fee  is  $100  per  week.  These  credits 
are  available:  AMA  Category  I,  AAFP,  and  the  Col- 
lege’s continuing  education  units. 

For  information  contact  Frank  A.  Perry,  Jr.,  MD, 
Meharry  Medical  College,  1005  18th  Avenue  North, 
Nashville  TN  37208,  (615)  327-6235. 


For  Hospitals,  CME  by  Wire 

The  Ohio  Medical  Education  Network  offers  ac- 
credited continuing  medical  education  by  visually 
augmented  and  amplified  “two-way  telephone”  from 
Columbus,  Ohio,  to  your  medical  facility.  The  pro- 
gram provides  30  once-a-week,  hour-long,  slide  pre- 
sentations and  “live”  two-way  interactive  discussion, 
occurring  weekdays  at  12:30  to  1:30  PM  (Ohio  time), 
from  September  17,  1979,  to  May  2,  1980,  and  is 
held  in  the  conference  room  of  the  participating  hos- 
pital 30  hours  of  AMA  Category  I and/or  AAFP 
credits  are  available. 

For  information  contact  Arthur  A.  Bartfay,  A-352 
Starling  Loving  Hall,  320  West  10th  Avenue,  Co- 
lumbus OH  43210,  (614)422-4985. 
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MEETINGS 

ABOUT 

MEDICINE 


August  18-September  1 

Fundamental  and  Clinical  Aspects  of  Internal  Medicine: 
Annual  Review  Course  for  Certification  in  Internal  Medi- 
cine (Department  of  Medicine,  University  of  Miami 
School  of  Medicine),  Miami,  Florida.  Dr.  Jose  S.  Bodes, 
(305) 547-6063. 

August  19-23 

Tenth  Family  Medicine  Review  (University  of  Kentucky 
and  Kentucky  Academy  of  Family  Physicians),  Lexington , 
Kentucky.  50  hrs  prescribed.  Dr.  Frank  R.  Lemon,  Univer- 
sity of  Kentucky  College  of  Medicine,  Lexington  KY 
40536. 

August  20-24 

Recent  Advances  in  Internal  Medicine  (Emory  University 
School  of  Medicine),  Atlanta,  Georgia.  40  hrs  Category  I; 
40  hrs  prescribed  A AFP.  Fee,  $300.  Dr.  Alex  J.  Nelson, 
Department  of  Medicine,  Emory  University,  69  Butler  St. 
SE,  Atlanta  GA  30303,  (404)  588-3525. 

August  22-25 

West  Virginia  State  Medical  Association  Annual  Meeting, 

Greenbrier  Hotel,  White  Sulphur  Springs,  West  Virginia. 
Charles  R.  Lewis,  (304)  346-0551 

August  24-26 

Cardiac  Ischemia  and  Arrhythmias:  Current  Concepts  of 
Diagnosis  and  Treatment  (International  Medical  Educa- 
tion Corporation),  Hilton  Head  Hyatt,  Hilton  Head,  South 
Carolina.  13  hrs  Category  I.  International  Medical  Educa- 
tion Corporation,  64  Inverness  Drive  East,  Englewood  CO 
801 12,  (800)  525-8646  toll  free. 

August  26-30 

Alcoholism  and  Drug  Abuse:  Update  1979  (Alcohol  and 
Drug  Problems  Association  of  North  American),  Washing- 
ton DC  Hilton  Hotel.  Category  I credits.  Marci  Levin, 
ADPA  Physicians  Workshop,  1101  15th  St.,  Washington 
DC  20005,  (202)  452-0990. 

September  4-9 

New  Orleans  Internal  Medicine  Board  Review  (Louisiana 
State  University  Medical  Center,  Ochsner  Medical  Foun- 
dation, Tulane  University  Medical  Center)  New  Orleans. 
(504) 568-6085. 


See  page  565  for  a University  of  Maryland  symposium. 


September  6-7 

Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology 

(Johns  Hopkins  Department  of  Radiology/Radiological 
Science),  Baltimore.  Category  I.  $200  fee  for  physicians. 
Dr.  Janet  B.  Hardy,  (301)  955-5880. 

September  6-8 

National  Conference  on  Breast  Cancer  1979  (American 
Cancer  Society),  Waldorf-Astoria  Hotel,  New  York  City. 
16  hours  AMA  Category  I.  Dr.  Sidney  L.  Arje,  (212)  37 1 - 
2900. 

September  7-8 

Clinical  Neurology  for  Psychiatrists  (Johns  Hopkins  De- 
partment of  Neurology),  Baltimore.  20  hrs  Category  I cred- 
its. Fee:  $175.  Program  Coordinator,  Turner-Room  19,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-3168. 

Saptember  13 

Hypertension  Update  1979  (Johns  Hopkins  Department  of 
Medicine),  Baltimore.  IVi  hrs  Category  I credit.  Fee:  $25. 
Course  Coordinator,  Turner-Room  19,  720  Rutland  Ave., 
Baltimore  MD  21205,  (301 ) 955-3168. 

September  14-16 

Regional  Continuing  Medical  Education  Program  (Ameri- 
can Medical  Association),  Williamsburg.  13  hrs  Category  I 
credit.  Fees  vary  according  to  course.  Division  of  Meeting 
Services  & Management,  535  N.  Dearborn  St.,  Chicago  IL 
60610,  (312)751-6000. 

September  21-22 

9th  Annual  Seminar  in  Medicine  (Bowman  Gray  School  of 
Medicine),  Winston-Salem,  North  Carolina.  12  hrs  credit. 
Emery  C.  Miller,  MD,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  NC  27103. 

September  28-29 

Current  Drug  Use  in  Pregnancy  (Johns  Hopkins  Depart- 
ment of  Obstetrics  and  Gynecology),  Cross  Keys  Inn,  Bal- 
timore. 11  hrs  Category  I credit.  Office  of  CME,  Turner- 
Room  22,  720  Rutland  Ave.,  Baltimore  MD  21205,  (301) 
955-6046. 

September  30 

Applied  Nutrition  (Medical  College  of  Virginia  School  of 
Pharmacy),  Holiday  Inn  Downtown,  Richmond.  Dr.  Werner 
Lowenthal,  MCV  School  of  Pharmacy,  (804)  786-0334. 
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A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium 

diazepam/Roche 

2- mg,  5 -mg,  10- mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vorhiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  bid.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q i d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vi  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects'^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  1 0 minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“ The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 


Merrell 


8-4420  (Y736A 


MNR-804 


Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  In  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tensioh;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage:  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  'h 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults:  1 tablet  three  or  four 
times  daily  Bentyl  Injection:  Adults.  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE.  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U.S.A. 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

Robert  J.  Bradley,  MD,  Internal  Medicine,  Box  378,  Uni- 
versity of  Virginia  Medical  Center,  Charlottesville  VA 
22908 

Gordon  Marc  Gaethe,  MD,  Pathology,  2219  Greenbrier 
Dr.,  Charlottesville  VA  22901 

John  R.  Morris  HI,  MD,  General  Surgery,  1512  James- 
town Dr.,  Charlottesville  VA  22901 

Virginia  Kent  Proud,  MD,  Pediatrics,  3008  Idlewood  Dr., 
Charlottesville  VA  22901 

Frank  Marcellus  Ripberger,  MD,  Box  378,  University  of 
Virginia  Medical  Center,  Charlottesville  VA  22908 


A lexandria  Medical  Society 

Steven  Joseph  Conway,  MD,  Internal  Medicine,  2465 
Army  Navy  Dr.,  Arlington  VA  22206 
Robert  John  Gibson,  MD,  Family  Practice,  8508  Conover 
PI.,  Alexandria  VA  22308 

James  Henry  Smit,  MD,  Emergency  Medicine,  B607,  1600 
River  House,  Arlington  VA  22202 


Arlington  County  Medical  Society 

Raymundo  P.  Alfonso,  MD,  General  Practice,  5501  Colum- 
bia Pike,  Falls  Church  VA  22041 
Gordon  Morris  Gondos,  MD,  Child/ Adolescent  Psychia- 
try, 9200  Alyssum  Way,  Annandale  VA  22003 
Robert  Peter  Sileo,  MD,  Internal  Medicine,  4141  N.  Hen- 
derson Rd.,  Arlington  VA  22203 

Chesapeake  Medical  Society 

Edward  David  Habeeb,  MD,  Orthopedic  Surgery,  501  Bat- 
tlefield Blvd.  North,  Chesapeake  VA  23320 
Beryl  K.  G.,  Sun,  MD,  Obstetrics/Gynecology,  1 149  Shen- 
valee  Dr.,  Virginia  Beach  VA  23462 
Andrew  Nicholas  Terry,  Jr.,  MD,  Internal  Medicine,  200 
Medical  Pkwy.,  Chesapeake  VA  23320 


Fairfax  County  Medical  Society 

Elaine  L.  Cockerham,  MD,  Pediatrics,  6320  Augusta  Dr., 
Springfield  VA  22150 

Peter  Jay  Fecanin,  MD,  Internal  Medicine,  5925  Innisvale 
Dr.,  Fairfax  Station  VA  22039 
Andrew  Ammud  Freier,  MD,  Obstetrics/Gynecology,  5597 
Seminary  Rd.,  Falls  Church  VA  22041 
Daniel  E.  Jimenez,  MD,  Radiation  Oncology,  10710  Wyn- 
koop  Dr.,  Great  Falls  VA  22066 
C.  Michael  Reing,  MD,  Orthopedic  Surgery,  2449  W.  Jef- 
ferson St.,  Arlington  VA  22207 
John  Sanders,  MD,  Obstetrics/Gynecology,  313  Park 
Ave.,  Falls  Church  VA  22046 

Thomas  Walter  Scott,  MD,  Obstetrics/Gynecology,  200 
Little  Falls  St.,  Falls  Church  VA  22046 


Merrell 


MERRELL  NATIONAL  LABORATORIES 
Division ol  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215  U S A 


Roberto  Navarro  Sunga,  MD,  Ophthalmology,  410  Maple 
Ave.  West,  Vienna  VA  22180 

Joseph  John  Timmes,  Jr.,  MD,  Ophthalmology,  8318  Ar- 
lington Blvd.,  Fairfax  VA  22031 

Franklin  County  Medical  Society 

Marlene  E.  B.  Henley,  MD,  Family  Practice,  109  Clai- 
borne Ave.  N.W.,  Rocky  Mount  VA  24151 

Lynchburg  Academy  of  Medicine 

Romulo  G.  Beltran,  MD,  Psychiatry,  1209  Sarah  Lynch  Pl„ 
Lynchburg  VA  24503 

Robert  Vincent  Crowder,  Jr.,  MD,  Internal  Medicine,  913 
Old  Trents  Ferry  Rd.,  Lynchburg  VA  24503 

James  Darroch  Massie,  MD,  General  Practice,  3604  Sher- 
wood PI.,  Lynchburg  VA  24503 


Paul  A.  Carmichael,  MD,  General  Surgery,  4229  Colonial 
Ave.,  Roanoke  VA  24018 

Eugene  Blackford  Noland,  Jr.,  MD,  Internal  Medicine, 
2632  Richelieu  Ave.,  Roanoke  VA  24014 

Heathclitf  M.  Quioco,  MD,  Surgery,  109  Claiborne  Ave., 
Rocky  Mount  VA  24151 

Rome  Haward  Walker,  MD,  General  Surgery,  2316  York 
Rd.,  Roanoke  VA  24015 

Rockingham  County  Medical  Society 

Andrew  Brian  Blay,  MD,  Family  Practice,  108  Flint  Ave., 
Harrisonburg  VA  22801 

George  Edward  Chappell,  Jr.,  MD,  Orthopedic  Surgery, 
1648  Central  Ave.,  Harrisonburg  VA  22801 

Gene  Lee  Yoder,  MD,  Internal  Medicine,  Route  1,  Box 
24B,  Linville  VA  22834 


Norfolk  Academy  of  Medicine 

Cornelius  Isonza-Calibjo  Turalba,  MD,  Radiation  Oncol- 
ogy, Eastern  Virginia  Medical  School,  600  Gresham  Dr., 
Norfolk  VA  23507 

Northern  Neck  Medical  Association 

Robert  William  Poole,  MD,  Orthopedic  Surgery,  Box  608, 
Kilmarnock  VA  22482 

Orange  County  Medical  Society 

Michael  Anthony  Bost,  MD,  Family  Practice,  362  Madison 
Rd.,  Orange  VA  22960 

Michael  Joseph  Silvester,  MD,  Family  Practice,  379  E. 
Main  St.,  Orange  VA  22960 

Richmond  Academy  of  Medicine 

Govind  Acharya,  MD,  Plastic  Surgery,  Box  154,  MCV  Sta- 
tion, Richmond  VA  23298 

Harold  Ewald  Walter  Binhammer,  MD,  Family  Practice, 
Parham  at  Three  Chopt  Road,  Richmond  VA  23229 
George  Wilson  Burke  III,  MD,  Pulmonary  Medicine,  1400 
Westwood  Ave.,  Richmond  VA  23227 
Edward  Percival  Carrigan,  MD,  Orthopedic  Surgery,  300 
W.  Franklin  St.,  Richmond  VA  23220 
William  Cleveland  Langdon,  MD,  Obstetrics/Gynecology, 
903  Regester  Pkwy.,  Richmond  VA  23226 
Max  Sam  Maizels,  MD,  Obstetrics/Gynecology,  2016 
Monument  Ave.,  Richmond,  VA  23220 
Maurice  Francis  Mullins,  MD,  Radiology,  21 1 Massie  Rd., 
Richmond  VA  23221 

Richard  Francis  Peotrowski,  MD,  Anesthesiology,  1805 
Monument  Ave.,  Richmond  VA  23220 
James  William  Pitts,  Jr.,  MD,  Internal  Medicine/Allergy, 
2031  Monument  Ave.,  Richmond  VA  23220 
B.  Thomas  Reams,  MD,  Dermatology,  5300  Cutshaw  Ave., 
Richmond  VA  23226 

Arnold  Franklin  Strother,  MD,  Child  Psychiatry,  406  Sep- 
tember Dr.,  Richmond  VA  23229 

Roanoke  Academy  of  Medicine 

Christine  Elizabeth  Barrett,  MD,  General  Surgery,  109 
Claiborne  Ave.,  Rocky  Mount  V A 24151 


Tazewell  County  Medical  Society 

Mario  Stefanini,  MD,  Pathology/Hematology/Oncology, 
2924  W.  Front,  Richlands  VA  24641 

Tri-County  Medical  Society 

Shakuntala  M.  Patel,  MD,  Internal  Medicine,  104  Pal- 
myra Dr.,  Suffolk  VA  23434 

Virginia  Beach  Medical  Society 

Ronald  Lee  Washburn,  MD,  Radiology,  1612  Baybreeze 
Dr.,  Virginia  Beach  VA  23454 
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A V irginia  Surgeon 
Practices  in  Korea 

R.  B.  Dietrick,  MD,  Kwangju,  Korea 


‘"Is  it  worth  it,  this  living  away  from  family  and  friends,  outside  of  one’s  own 
cultural  context,  with  the  attendant  feelings  of  separateness  and  the  difficulties 
of  the  language  barrier?”  Yes,  it  is  worth  it,  answers  the  author,  and  he 
describes  the  values  he  has  gained  by  practicing  in  an  alien  country. 


THIS  YEAR  finds  our  family,  or  what  is  left  of  it, 
completing  21  years  of  living  and  working  in 
Korea,  a period  broken  only  by  occasional  home 
leave.  The  family  is  pretty  well  scattered  now,  with  a 
daughter  in  Germany,  a son  in  Texas,  and  one  daugh- 
ter remaining  with  us  in  Korea  but  away  at  school. 
This  leaves  my  wife  and  me  alone  most  of  the  time 
on  the  mission  compound  in  an  old  house  which  is 
too  big  for  our  needs  and  too  cold  in  winter  for  our 
slowly  aging  bones.  In  addition,  Korea  is  certainly 
not  the  same  country  that  it  was  when  we  came  in 
1958.  So,  it  is  probably  as  good  a time  as  any  to 
pause  and  ask  ourselves  whether  it  is  worth  it,  this 
living  away  from  family  and  friends,  outside  of  one’s 

Dr.  Dietrick  was  born  in  Charlottesville  and  educated 
and  trained  in  medicine  in  Virginia.  He  and  his  wife  went  to 
Korea  as  missionaries  of  the  Presbyterian  Church,  US, 
commonly  known  as  the  Southern  Presbyterian  Church.  At 
Kwangju  Christian  Hospital  he  is  Director  of  Medical  Af- 
fairs and  chief  of  one  of  the  three  surgical  services.  Address 
correspondence  to  him  at  the  Hospital,  PO  Box  70, 
Kwangju,  Korea  500. 


own  cultural  context,  with  the  attendant  feelings  of 
separateness  and  the  difficulties  of  the  language  bar- 
rier, which  sometimes  seem  to  grow  rather  than  di- 
minish. 

On  the  surface  we  must  have  found  it  worthwhile, 
else  we  would  have  long  since  departed  to  some  other 
life  style  which  we  found  or  imagined  to  be  more 
congenial.  On  a deeper  level  it  definitely  has  been 
worth  all  the  frustration  and  hassle — not  only  has 
been,  but  is  worth  it,  for  there  is  much  to  commend 
medical  practice  outside  of  the  United  States  to  those 
who  feel  a tug  in  that  direction.  The  purpose  of  this 
article  is  to  set  down  some  of  the  positive  elements  in 
such  a life.  The  negative  aspects  will  be  manifest  soon 
enough  to  anyone  who  tries  it  but  are  actually  worse 
in  the  imagining  than  in  the  reality. 

M ueh  could  be  written  about  the  satisfactions  to  be 
gained  in  helping  those  less  fortunate  than  oneself 
and  about  the  values  of  transmitting  and  receiving 
religious  belief  across  cultural  obstacles;  but  since 
this  article  is  written  for  a medical  journal,  I shall 
confine  myself  to  the  beneficial  aspects  of  living  and 
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working  overseas  which  are  related  to  the  practice  of 
surgery. 

THERE  is,  first,  the  tremendous  variety  of  things 
one  is  called  upon  to  treat.  The  humdrum  rou- 
tine of  gall  bladder,  appendix,  stomach,  just  does  not 
exist,  or,  if  it  does  exist,  it  is  submerged  in  a practice 
in  which  the  routine  is  the  unexpected.  This  is  less  so 
now  than  it  was  15-20  years  ago,  but  still  true  in  large 
measure.  Recently  we  operated  upon  a lady  in  her  60s 
with  obstructive  jaundice,  to  find  that  she  had  the 
following  combination:  a rather  large  abscess  in  the 
liver,  an  inflamed  gal!  bladder,  stones,  living  and 
dead  ascariasis  in  the  common  duct,  and  a carcinoma 
of  the  ampulla  of  vater.  We  suspected  several  of  the 
individual  possibilities,  but  not  the  entire  combina- 
tion! 

In  my  early  years  here  it  was  humbling  to  learn  that 
there  were  many  things  in  medicine  about  which  I 
had  never  heard  anything.  No  one  had  ever  told  me 
that  you  can  often  spot  a patient  with  a liver  abscess 
by  the  way  he  walks  into  the  clinic;  that  carcinoma  of 
the  common  duct  is  often  associated  with  clonorchis 
infestation;  that  the  ubiquitious  ascaris  can  go  almost 
anywhere  in  the  human  body;  that  patients  will  often 
get  well  by  themselves  if  one  does  less  rather  than 
more;  and  that  patients  with  typhoid  fever  can  bleed 
severely  from  ulcerated  Peyer’s  patches.  This  last  1 
learned  the  hard  way  in  1959  by  doing  a blind  75% 
gastric  resection  on  a patient  with  undiagnosed  GI 
bleeding  (which  is  what  the  latest  articles  said  to  do! ), 
only  to  find  later  that  he  had  typhoid  fever.  I finally 
found  that  Peyer’s  patches  can  bleed  in  typhoid  fever 
in  an  edition  of  Osier's  textbook  of  medicine  dated 


sometime  before  1930,  which  book  having  been  sent 
out  by  a friend  to  help  establish  a hospital  library.  (In 
those  days  our  library  was  more  like  a museum  of 
medical  texts.)  Happily,  the  patient  survived  both  his 
typhoid  and  his  surgeon. 

Also  in  our  early  years  here  many  of  the  emer- 
gencies seemed  to  be  obstetrical.  A young  woman 
with  her  first  pregnancy  went  into  labor,  planning  to 
deliver  at  home  with  the  help  of  a midwife,  not  at  all 
an  unusual  situation;  besides,  she  was  30  miles  from  a 
city  of  any  size.  However,  when  the  baby's  hand  was 
seen  protruding  from  the  vagina  there  was  naturally 
much  concern — whereupon  the  patient  climbed  on  a 
bus  and  rode  the  30  miles  over  unpaved  roads  to  our 
hospital.  Those  roads  had  to  be  experienced  to  be 
believed.  At  any  rate  she  arrived.  Our  hospital  had  no 
obstetrical  department  in  those  days,  so  the  problem 
fell  to  me.  On  arrival  the  baby  was  dead.  Since  I had 
never  done  an  internal  version  or  seen  one  done,  and 
since  the  patient  had  been  in  labor  a long  time,  we 
prepped  everything  thoroughly  and  did  a section,  not 
knowing  what  else  to  do.  That  the  mother  survived  is 
a credit  to  her  toughness.  The  Koreans  are  indeed  a 
hardy  people. 

Still  another  surprise  during  those  early  years 
abroad  came  around  1960  when  the  patient  pictured 
in  Figure  I walked  into  the  clinic.  Her  history  went 
back  about  five  years,  when  she  first  noticed  enlarge- 
ment of  her  abdomen.  The  fellow  citizens  of  her 
village  noticed  it,  too,  and  assumed  that  she  had 
become  pregnant.  As  she  was  unmarried,  social  pres- 
sures forced  her  to  leave  home,  whereupon  she  be- 
came a beggar,  wandering  over  the  country  living  as 
best  she  could  until  the  day  she  staggered  in  to  see  us. 


Fig.  1.  Shown  receiving  anesthesia  be- 
fore operation  is  patient  whose  abdominal 
tumor  weighed  68  pounds.  Two  days  after 
operation,  patient  weighed  72  pounds. 
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Dr.  Jin  Hae  Pak,  chief,  internal  medicine  service  (center), 
makes  rounds  with  an  intern  and  two  residents.  Trained  in  the 
Hospital’s  intern-residency  program,  Dr.  Pak  has  studied  in 
the  United  States. 


New  intensive  care  unit,  photographed  when  unfinished.  This 
ICU  has  never  had  a patient  with  myocardial  infarction  or 
coronary  thrombosis  as  “these  diseases  are  practically  un- 
known in  Korea.  In  20  years  of  practice  here  I have  never  seen 
a myocardial  infarction  in  a Korean.” 


Chief  of  pediatrics.  Dr.  Kee  Bok  Kim  (left)  examines  child 
held  by  an  “aid  nurse”,  or  practical  nurse.  Dr.  Kim  is  a 
leading  Korean  authority  on  cytogenetics;  she  has  studied  in 
Germany,  Japan,  and  the  United  States. 


Main  entrance  facade  of  Kwangju  Christian  Hospital. 
Founded  in  1906  by  the  Korea  Mission  of  the  Southern 
Presbyterian  Church,  the  Hospital  was  the  first  western  hos- 
pital in  Chullanamdo  province.  South  Korea;  this  building 
was  erected  in  1967  and  shelters  270  beds. 


View  of  the  Hospital's  newborn  nursery.  In  1965,  when  the 
582  VIRGINIA  MEDICAL/AUGUST,  1979  obstetrical  department  was  opened,  there  were  300  deliveries; 

in  1977,  the  deliveries  totalled  1,934.  The  mortality  rate, 
stillborn  and  neonate,  is  about  3%. 


The  operation  was  more  of  a wrestling  match  than  a 
clean-cut  surgical  exercise,  but  when  we  finished,  a 
68-pound  solid  tumor  had  been  removed,  along  with 
an  infantile  uterus  imbedded  in  it.  We  had  also  man- 
aged to  sever  the  left  ureter,  but  this  was  repaired. 
The  patient  recovered  without  incident,  and  was  dis- 
charged after  about  a week,  weighing  72  pounds.  Not 
having  a pathologist,  we  sent  portions  of  the  speci- 
men to  one  in  Seoul,  who  reported  back  that  it  was  a 
fibroid  of  the  left  round  ligament,  though  how  he 
figured  out  the  origin  we  never  discovered.  Several 
years  later  while  on  my  first  home  leave,  I showed  the 
picture  of  this  patient  rather  extensively  while  ad- 
dressing medical  groups,  thinking  that  it  must  repre- 
sent a record  of  some  kind.  A Richmond  physician 
set  me  straight,  however,  when  he  told  me  that  he  had 
been  a participant  in  the  removal  of  an  even  larger 
tumor  while  at  the  old  Medical  College  of  Virginia 
Hospital  across  the  street  from  the  present  building. 

In  recent  years  the  flow  of  the  bizarre  seems  to  have 
slowed  somewhat.  Perhaps  it  is  because  there  are 
more  specialists,  more  doctors,  more  hospitals.  Still, 
these  patients  appear  sufficiently  often  to  whet  the 
appetite  and  make  one  wonder  what  each  day  will 
bring.  We  occasionally  see  a patient  with  pancreatitis 
caused  by  an  ascaris  impacted  in  the  pancreatic  duct, 
which  is  a variation  on  ascaris  in  the  common  duct. 

ANOTHER  worthwhile  and  challenging  aspect 
of  working  abroad  has  been  the  opportunity  to 
observe  and  be  a part  of  things  as  they  change  for  the 
better.  This  applies  to  both  the  local  and  the  national 
scene.  In  the  natural  scheme  of  things,  American 
doctors  who  choose  to  work  abroad  do  not  usually 
go  to  places  that  are  modern  and  up-to-date,  with 
plenty  of  local  physicians.  The  exceptions  are  medical 
school  professors  who  may  go  abroad  for  short  peri- 
ods of  up  to  a year  or  two  to  teach  in  medical  schools. 
Still,  as  a general  rule  physicians  who  make  a long 
career  of  overseas  work  go  to  areas  that  are  not 
developed.  This  is  a natural  setting  for  progress,  as 
often  there  is  no  place  to  go  but  up.  In  the  Korea  of 
1958  the  number  of  hospitals  which  an  American 
doctor  would  accept  as  a hospital  in  his  sense  of  the 
word  could  probably  be  counted  on  the  fingers;  today 
there  are  many  times  that  number.  It  has  been  ex- 
citing to  see  and  be  a part  of  this  great  change. 

On  a personal  level,  when  we  first  arrived  we  served 
at  the  Presbyterian  Medical  Center  in  Jeonju,  which 
had  something  over  100  patients  housed  in  a building 
of  four  floors,  two  operating  rooms  and  a clinical 
laboratory  in  a couple  of  rooms  about  8'  X 12'  each, 
but  the  only  elevator  in  the  province.  How  proud  all 
of  us  were  of  that  elevator!  Today  the  Presbyterian 
Medical  Center  is  housed  in  a building  costing  several 


millions  of  dollars,  with  at  least  double  the  former 
capacity  in  terms  of  beds  and  elevators. 

Here  at  the  Kwangju  Christian  Hospital,  where  we 
came  in  1961,  our  advance  has  been  somewhat  more 
modest.  On  arrival,  about  90%  of  the  200-bed  capac- 
ity was  given  over  to  tuberculosis  patients  (still  a 
terrible  problem  in  Korea).  There  was  no  heat  in  any 
of  the  patient  wards,  and  about  100  patients  were 
housed  in  Quonset  huts,  which  were  ovens  in  the 
summer  and  refrigerators  in  the  winter.  To  get  to  the 
one  operating  room,  the  surgeon  walked  through  a 
room  devoted  to  pediatric  patients,  often  with  babies 
laid  out  on  enamel-topped  kitchen  tables,  four  to  a 
table.  Older  infants  were  placed  in  homemade  cribs 
crowded  against  each  other.  Meanwhile,  the  patient 
was  brought  to  the  operating  room  from  another 
direction — through  the  room  which  served  as  the  cen- 
tral supply  for  the  whole  hospital. 

Koreans  weren’t  too  awed  by  the  operating  room, 
either.  A sometime  colleague,  Dr.  Laurence  Simpson, 
delights  to  tell  of  the  time  he  was  operating  on  a 
December  3 1 . Some  local  business  firm  in  the  city  had 
given  the  hospital  a number  of  calendars  for  the  New 
Year,  and  someone  in  the  hospital  business  office  had 
told  a maintenance  man  to  go  around  and  put  them 
up  in  various  rooms.  Thus  Dr.  Simpson  was  startled 
to  look  up  in  the  middle  of  his  thoracoplasty  to  see 
the  man  walk  calmly  into  the  operating  room,  ham- 
mer a nail  into  the  wall,  hang  up  a calendar  and  leave 
before  Dr.  Simpson  could  gather  his  wits  and  protest. 

Today,  all  this  is  changed.  We  have  three  operating 
rooms,  but  since  these  have  proved  inadequate,  a 
wing  to  house  five  more  has  been  built;  this  building 
has  been  up  for  almost  two  years,  but  the  equipment 
has  not  yet  arrived,  for  we  are  picking  up  most  of  the 
needed  items  second  hand  in  the  United  States.  One 
learns  to  work  slowly  and  by  stages. 

Similar  improvements  have  come  throughout  the 
hospital.  All  patients  are  now  housed  in  heated 
rooms,  and  the  days  when  water  could  be  seen  frozen 
in  vessels  on  the  bedside  tables  during  rounds  on 
winter  mornings  are  gone,  we  hope  for  good.  Pediat- 
rics now  has  its  own  floor,  including  a sick  baby 
nursery  with  eight  incubators.  Overcrowding  still  per- 
sists, however,  and  sometimes  two  infants  must  go  in 
one  incubator,  for  the  hospital  is  a referral  center  for 
a wide  area.  Our  single  100  MA  X ray  machine  of 
1961  has  increased  to  five,  the  largest  being  a 500  MA 
machine,  and  a 1250  MA  machine  has  left  the  States 
on  its  way  to  us.  All  of  these  improvements,  which 
have  come  with  what  sometimes  seemed  exceeding 
slowness,  enable  us  to  do  a better  job  of  helping 
people  get  well  and  stay  well.  Though  it  has  occurred 
many  times  over  the  years,  the  thrill  of  seeing  some 
new  and  much  desired  piece  of  equipment  arrive  at 
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the  hospital  has  not  diminished.  Even  now  we  wait 
with  anticipation  for  our  first  artificial  kidney,  a re- 
conditioned unit. 

PERHAPS  the  most  satisfying  of  all  has  been  the 
relationships  developed  with  Korean  interns  and 
residents,  and  part  and  parcel  of  this  has  been  helping 
to  establish  and  nuture  training  programs  for  these 
young  men  and  women,  most  of  whom  have  been 
grati fyingly  eager  to  learn  and  willing  to  work.  Gen- 
erally speaking,  a desire  to  learn  and  a tremendous 
capacity  for  assimilating  facts  is  a mark  of  Korean 
physicians.  On  my  arrival  in  1961  the  hospital  had 
three  doctors,  including  myself  as  the  only  surgeon. 
There  were  no  interns  or  residents.  For  a while  we 
“borrowed”  them  from  other  hospitals,  but  begin- 
ning in  1965  we  established  our  own  surgical  res- 
idency, and  this  was  followed  by  residencies  in  pedi- 
atrics, internal  medicine,  obstetrics-gynecology,  and 
internships  in  that  order.  As  a qualified  staff  man  or 
woman  was  added  to  form  a new  department,  we 
would  start  a residency  program,  and  then  finally  the 
internship,  as  the  government  would  not  allow  in- 
ternships to  be  started  until  the  four  major  depart- 
ments with  residencies  were  approved.  All  this  took 
us  until  about  1970,  and  since  then  we  have  pro- 
ceeded to  add  approved  residencies  in  orthopedics, 
anesthesia,  ENT,  and  radiology.  From  zero  in  1961, 
our  house  staff  today  numbers  over  50.  In  general  our 
residents  have  done  well,  and  in  the  past  two  years 
not  one  has  failed  the  board  examination. 

As  the  years  have  passed,  1 have  concentrated  more 
and  more  on  working  with  the  general  surgical  staff; 
this  is  as  it  should  be  for  my  training  is  in  that  field.  In 
addition,  the  obstetrical  patients  that  once  came  to 
me  of  necessity  now  go  to  the  obstetrician.  Similarly 
with  orthopedics  and  ENT.  Though  I miss  the  chal- 
lenge of  confronting  a problem  for  which  I am  unpre- 
pared and  must  turn  to  the  books  (I  have  so  often 
been  thankful  for  Eastman's  Textbook  of  Obstetrics, 
and  Campbell’s  Operative  Orthopedics ),  it  is  more 
deeply  satisfying  to  know  that  the  patient  will  be  in 
the  hands  of  someone  more  adequately  trained. 

With  less  time  spent  on  getting  things  started  and 
less  diffusion  of  effort  over  a variety  of  medical  prob- 


lems, there  is  more  time  to  spend  teaching  and  work- 
ing with  the  men  in  general  surgery.  It  is  tremen- 
dously satisfying  to  see  these  men  finish  with  us  and 
do  well.  One  is  a professor  of  surgery  in  a Korean 
medical  school.  At  least  eight  are  department  heads 
in  other  mission-related  hospitals,  or  have  been. 
Three  are  working  here  as  surgeons  in  our  own  hospi- 
tal. One  was  sent  recently  by  the  University  of  Min- 
nesota to  a medical  meeting  in  Rome  to  present  there 
the  results  of  his  research.  The  opportunity  of  teach- 
ing, and  learning  from,  such  a group  of  young  men 
has  been  a continuing  stimulus  to  improve  in  knowl- 
edge and  to  expect  ever  better  results.  Over  years  of 
such  associations  one  slowly  comes  to  learn  that  even 
greater  than  the  pleasure  of  teaching  itself  is  the 
pleasure  of  knowing  that  many  of  one’s  students  will 
exceed  their  teacher  in  both  knowledge  and  its  appli- 
cation. Though  one  may  not  be  a great  surgeon  one- 
self, what  a satisfaction  it  is  to  know  that  one  has  had 
a part  in  the  preparation  of  a number  of  competent 
surgeons  and  of  a few  who  are  destined  for  greatness. 
Thus  it  has  been  for  me,  and  doing  this  abroad  where 
the  need  is  so  much  greater  than  in  the  United  States 
gives  great  satisfaction  and  contentment. 

FINALLY,  in  working  overseas  it  is  much  easier 
to  perceive  that,  no  matter  how  great  the  prog- 
ress that  has  been  made,  the  vistas  opening  ahead  are 
always  increasing.  One  never  arrives,  but  sees  instead 
that  progress  opens  up  new  needs  and  areas  for  fur- 
ther endeavor.  So  it  is  with  us  here  now.  Burns  con- 
tinue to  be  a terrible  problem,  and  we  must  have 
surgeons  specially  trained  to  take  care  of  these  pa- 
tients. The  same  applies  to  plastic  work  which  is  an  as 
yet  unknown  specialty  in  this  part  of  Korea;  general 
surgeons  handle  the  plastic  and  reconstructive  prob- 
lems at  our  hospital,  but  how  a plastic  surgeon  is 
needed!  No  established  program  of  open  heart  sur- 
gery is  to  be  found  here  in  this  province  of  almost  5 
million  people.  And  so  it  goes:  The  more  medical  care 
develops,  the  more  new  opportunities  and  needs  be- 
come apparent. 

Thus  21  years  of  working  abroad  is  truly  worth- 
while in  terms  of  surprise  and  variety,  in  terms  of 
challenge,  and  in  terms  of  personal  satisfaction. 
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Computed  Tomography  of  the  Pancreas: 
A PreBminaiy  Experience 

Marco  A.  Amendola,  MD,  Jaime  Tisnado,  MD,  Mary  Ann  Turner,  MD, 
Karsten  F.  Konerding,  MD,  and  Khalil  K.  Shirazi,  MD,  Richmond,  Virginia 


CT  appears  to  be  an  excellent  non-invasive  method  for  the  evaluation  of  pan- 
creatic disease,  particularly  when  ultrasonography  is  inconclusive.  The  authors 
review  their  preliminary  experience  and  analyze  the  results  in  34  patients. 


COMPUTED  body  tomography  (CT)  is  a rela- 
tively new  imaging  modality  which  is  revolu- 
tionizing the  radiologist’s  diagnostic  armamentarium 
for  the  study  of  abdominal  and  retroperitoneal  or- 
gans. The  pancreas,  which  classically  has  been  a very 
difficult  organ  to  evaluate  by  conventional  radio- 
logical imaging,  is  now  being  clearly  depicted  with 
CT  scans.' 3 

The  purpose  of  this  paper  is  to  report  our  prelimi- 
nary experience  in  the  diagnosis  of  pancreatic  disease 
with  this  new  and  exciting  tool  at  the  Medical  Col- 
lege of  Virginia. 

Material  and  Methods 

During  the  first  three  months  of  operation  of  the 
CT  body  unit  at  the  Medical  College  of  Virginia 
Hospitals,  34  patients  were  specifically  referred  to  the 
Radiology  Department  for  evaluation  of  the  pan- 
creas by  CT.  (Patients  referred  for  abdominal  CT 
scan  for  reasons  other  than  specific  pancreatic  inves- 
tigation are  not  included  in  the  present  study.)  A 
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Delta  50  FS  unit  (Ohio  Nuclear  Corp.)  with  a scan- 
ning time  of  18  seconds  and  a 256  x 256  matrix  dis- 
play was  used  in  all  cases. 

An  AP  supine  radiograph  of  the  abdomen  is  rou- 
tinely obtained  prior  to  the  CT  examination.  This 
scout  radiograph  is  helpful  in  disclosing  the  presence 
of  residual  barium  in  the  gastrointestinal  tract  which 
may  preclude  the  study.  It  may  also  demonstrate  ab- 
normal intra-abdominal  calcifications,  particularly  in 
the  region  of  the  pancreas. 

Based  on  the  topography  determined  by  the  scout 
radiograph,  the  first  CT  scan  is  obtained  to  include 
the  right  and  left  lobes  of  the  liver  just  below  the  dia- 
phragmatic domes.  The  inclusion  of  the  liver  in  the 
study  of  the  pancreas  is  of  paramount  importance  to 
search  for  dilated  intra-hepatic  biliary  ducts  in- 
dicative of  obstructive  jaundice  as  well  as  for  the 
presence  of  metastatic  deposits  in  the  liver.  Con- 
tiguous 13  mm  cuts  are  obtained  downwards  until 
the  entire  pancreas  is  visualized. 

All  of  the  studies  are  under  the  direct  supervision 
of  a staff  radiologist.  We  routinely  administer  to  the 
patient  diluted  water  soluble  contrast  “per  os”  ( 10  cc 
of  diatrizoate  meglumine  and  diatrizoate  sodium  so- 
lution [Gastrografin®]  diluted  in  200  cc  of  tap  water) 
in  order  to  outline  the  stomach  and  duodenum.  All 
patients  are  scanned  in  the  supine  position  with  the 
gantry  perpendicular  to  the  table.  According  to  the 
clinical  situation,  additional  scans  may  be  obtained. 
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Table  1.  Diagnosis  of  Carcinoma  of  the  Pancreas  by  CT 

Direct  Signs 

1 . Localized  or  diffuse  enlargement  of  the  pancreas. 

2.  Lack  of  the  normal  tapering  of  the  gland. 

3.  Obliteration  of  the  peripancreatic  fat  planes,  particularly 
posteriorly,  with  loss  of  margins  of  SMA,  IVC  and  aorta. 

Indirect  Signs 

1.  Dilated  common  bile  duct,  with  or  without  dilated  intrahepatic 
ducts  and  gallbladder. 

2.  Dilated  pancreatic  duct. 

3.  Liver  metastasis. 

4.  Retroperitoneal  adenopathy. 

5.  Splenomegaly  (secondary  to  splenic  vein  occlusion). 

Sixteen  of  our  patients  were  scanned  in  the  right  lat- 
eral decubitus  position.4  In  our  experience,  this  posi- 
tion has  been  very  helpful  to  fill  the  duodenal  loop 
with  contrast  and  to  define  more  clearly  the  anterior 
margin  of  the  pancreas  for  a more  accurate  evalua- 
tion of  pancreatic  size.  We  have  also  found  that  scan- 
ning in  the  prone  position  has  been  of  help  in  three 
patients  in  which  large  amounts  of  colonic  gas 
created  artifacts  which  obscured  the  region  of  the  tail 
of  the  pancreas.  In  5 of  34  patients,  intravenous  in- 
jection of  1 mg  of  glucagon  was  used  with  good  re- 
sults to  decrease  gastrointestinal  peristalsis,  especially 
after  administration  of  oral  contrast.6  In  14  cases,  CT 
scans  were  obtained  following  intravenous  infusion 
of  contrast  (300  cc  of  30%  diatrizoate  meglumine  so- 
lution [Reno-M-DIP®]). 

Intravenous  contrast  is  useful  to  differentiate  be- 
tween dilated  bile  ducts  in  the  liver  vs.  prominent 
portal  veins7  and  also  to  evaluate  patients  with  pos- 
sible metastatic  disease  in  the  liver.  The  normal  he- 
patic parenchyma  usually  enhances  to  a greater  de- 
gree than  the  tumor  tissues.8 

Results 

Of  the  34  patients  in  this  study,  1 1 were  shown  by 
CT  diagnosis  to  have  normal  pancreata  (Fig.  1).  In 
ten  of  these,  the  purpose  of  the  study  was  to  rule  out 
carcinoma  of  the  pancreas;  in  the  remaining  case,  the 
study  was  performed  for  evaluation  of  possible  pan- 
creatitis in  a patient  who  sustained  blunt  abdominal 
trauma.  The  indications  for  the  study  varied  from 
non-specific  symptoms,  such  as  abdominal  pain  and 
weight  loss,  to  jaundice,  as  well  as  searching  for  a 
possible  primary  tumor  in  the  pancreas  in  patients 
presenting  with  metastatic  carcinoma  elsewhere.  Our 
CT  diagnosis  of  normal  pancreas  is  based  on  criteria 
outlined  in  excellent  previous  reports.' 39 

Pancreatitis  was  diagnosed  in  eight  cases.  Diffuse 
enlargement  of  the  gland,  particularly  in  the  AP  di- 
mension, was  seen  in  all  of  them.  In  four  cases,  there 
was  a decrease  in  the  attenuation  values  consistent 
with  edema  of  the  pancreas  (Fig  2). 10 

Five  pseudocysts  of  the  pancreas  were  readily 


identified  by  CT  as  rounded  areas  of  decreased  atten- 
uation with  fluid-filled  appearance  in  the  region  of 
the  pancreas  (Fig.  3). 

The  diagnosis  of  carcinoma  was  made  in  five  cases, 
of  which  surgical  proof  was  obtained  in  four  (Fig.  4). 
The  fifth  patient  refused  surgical  intervention  and 
was  lost  to  followup.  Our  CT  diagnosis  is  based  on 
the  findings  outlined  in  Table  1. 

In  one  patient  with  a known  diagnosis  of  gastri- 
noma of  the  head  of  the  pancreas  and  Zollinger-Elli- 
son  syndrome,  CT  was  used  to  evaluate  the  size  of 
the  mass  following  radiation  therapy  (Fig.  5).  In  ad- 
dition, four  patients  with  known  primary  malig- 
nancies elsewhere  were  studied  by  CT  and  demon- 
strated to  have  peripancreatic  and/or  retroperitoneal 
adenopathy,  rather  than  primary  pancreatic  malig- 
nancy. 

Discussion 

Our  preliminary  experience  with  CT  of  the  pan- 
creas is  encouraging  in  the  evaluation  of  pancreatic 
pathology.  The  clinical  course  in  ten  patients  having 
a normal  pancreas  by  CT  has  been  consistent  with 
this  diagnosis.  The  evolution  of  the  remaining  case 
was  indicative  of  acute  pancreatitis.  The  fact  that 
acute  pancreatitis  may  not  produce  changes  appre- 
ciable by  CT  scan  has  been  well  described  pre- 
viously.2 This  was  the  only  false-negative  diagnosis  in 
this  group  of  normal  pancreata.  However,  the  fol- 
lowup time  is  as  yet  too  short  to  draw  more  definite 
conclusions.  It  is  of  interest  to  note  that  in  the  past, 
before  ultrasound  and  CT  became  available,  most  of 
these  patients  may  have  undergone  more  invasive  di- 
agnostic procedures,  including  angiography  and  per- 
haps surgical  exploration.  In  this  respect,  the  per- 
formance of  pancreatic  arteriography  at  MCV 
Hospitals  has  decreased  markedly;  only  two  were  ob- 
tained during  the  first  three  months  of  1978,  and  one 
of  them  was  recommended  following  abnormal  CT 
examination. 

A 3-month  followup  in  four  of  eight  patients  diag- 
nosed by  CT  as  pancreatitis  showed  marked  clinical 
improvement.  In  one  of  these  cases  in  which  ul- 
trasound suggested  carcinoma  owing  to  enlargement 
of  the  tail  of  the  pancreas,  CT  demonstrated  a diffu- 
sely enlarged  pancreas  containing  multiple  calcifica- 
tions consistent  with  chronic  pancreatitis.  Endoscopic 
retrograde  cholangiopancreatography  obtained  for 
further  evaluation  revealed  multiple  ectatic  and  ste- 
notic pancreatic  ducts  with  intraluminal  calculi  typi- 
cal of  chronic  pancreatitis. 

At  our  institution,  patients  suspected  of  harboring 
pancreatic  pseudocysts  are  evaluated  first  by  ul- 
trasound. In  five  cases  in  which  the  sonographic  di- 
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Fig.  1.  CT  scan  of  normal  pancreas  with  patient  supine. 
Note  horizontally  oriented  pancreas  anterior  to  superior 
mesenteric  artery  (horizontal  arrow)  and  posterior  to  the 
contrast-Hlled  stomach  (st).  Also  note  relationship  of  pan- 
creas to  liver  (1),  spleen  (s),  kidneys  (k),  inferior  vena  cava 


(vertical  arrow)  and  aorta  (curved  arrow). 


Fig.  2.  Diffusely  enlarged  pancreas  of  lesser  density  than 
normal  consistent  with  edematous  pancreatitis  is  demon- 
strated in  this  CT  scan. 


Fig.  3.  Pseudocyst  (between  cursor  markers)  arising  from 
head  of  pancreas  and  growing  upwards  between  left  lobe  of 
liver  and  anterior  wall  of  stomach  (outlined  with  contrast). 
Note  massive  ascites  collecting  behind  stomach  (arrow 
head)  and  around  liver  (arrows). 


Fig.  4.  CT  scan  showing  carcinoma  of  pancreas  with  ob- 
structive jaundice.  Large  mass  in  the  head  of  the  pancreas 
(open  arrow)  and  dilated  biliary  ducts  (arrows).  Also  note 
obliteration  of  peripancreatic  fat  planes,  especially  posteri- 
orly, with  lack  of  definition  of  margins  of  IVC,  SMA  and 


aorta. 


Fig.  5.  Gastrinoma  of  the  head  of  the  pancreas  (t)  in  patient 
with  Z-E  syndrome.  AP  diameter  of  mass  was  7 cm  as  mea- 
sured by  cursor  markers.  (1  = liver,  k = kidneys). 


Fig.  6.  CT  scan  through  head  of  pancreas,  which  contains 
large  rounded  low  density  mass  (pseudocyst).  Note  many 
small  high  density  structures  representing  pancreatic  calci- 
fications (white  arrows).  Gallbladder  opacified  from  recent 
PTC  (black  arrow). 
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Fig.  7.  Non-homogeneous  enlargement  of  body  and  tail  of 
pancreas  (white  arrow)  and  splenomegaly  (black  arrow)  are 
clearly  demonstrated  in  this  CT  scan.  At  surgery,  carci- 
noma of  body  and  tail  of  pancreas  and  occlusion  of  splenic 
vein  were  found.  Note  also  contrast  in  duodenum  and  in 
collecting  system  of  right  kidney. 

agnosis  was  not  definitive,  CT  was  obtained  for  fur- 
ther evaluation.  In  three  of  them,  ultrasound  raised 
the  possibility  of  pseudocyst  and  CT  was  recom- 
mended for  confirmation.  One  of  these  three  patients 
presented  with  jaundice,  and  ultrasound  revealed  di- 
lated intrahepatic  ducts  and  mildly  dilated  gallblad- 
der. Percutaneous  transhepatic  cholangiography 
showed  smooth  narrowing  of  the  distal  common 
duct.  AT  CT,  a pseudocyst  was  clearly  identified  in 
the  head  of  the  pancreas  (Fig.  6). 

In  the  fourth  patient,  a pseudocyst  of  the  head  of 
the  pancreas  was  seen  by  ultrasound,  but  the  body 
and  tail  could  not  be  evaluated  due  to  artifacts.  In 
the  fifth  patient,  a large  pseudocyst  of  the  tail  was  not 
seen  initially  by  ultrasound.  However,  after  CT 
clearly  demonstrated  the  abnormality,  the  pseudo- 
cyst was  recognized  in  subsequent  ultrasound  study. 

Surgical  and  pathologic  proof  was  obtained  in  four 
of  the  five  cases  of  pancreatic  carcinoma  diagnosed 
by  CT.  In  two  cases,  CT  of  the  pancreas  at  MCV  was 
the  first  suggestive  study  after  a negative  workup  at 
other  institutions.  In  one  of  these  cases,  the  radio- 
logic  workup  included  abdominal  angiography, 
which  was  interpreted  as  negative;  however,  the 
venous  phase  of  the  celiac  arteriogram  was  not  ob- 
tained. At  our  institution,  CT  showed  focal  enlarge- 
ment of  the  body  and  tail  of  the  pancreas  and  sple- 
nomegaly consistent  with  pancreatic  malignancy 
(Fig.  7).  A repeat  selective  arteriogram  following  CT 
showed  splenic  vein  occlusion  with  multiple  collat- 
eral venous  channels.  At  surgery,  pancreatic  carci- 
noma involving  the  body  and  tail  was  confirmed.  In 
the  third  case,  ultrasound  was  the  first  suggestive 
study,  and  CT  confirmed  enlargement  of  the  head  of 


the  pancreas  with  obstructive  jaundice.  The  fourth 
case  was  studied  by  CT  for  academic  interest  after 
exploratory  laparotomy  showed  unresectable  carci- 
noma of  the  tail  of  the  pancreas  following  a negative 
workup  for  chronic  abdominal  pain  which  included 
ultrasonography,  upper  GI  studies  x 2,  IVP,  BE, 
Gallium  scan  as  well  as  celiac  arteriography.  A defi- 
nite pancreatic  mass  with  infiltration  of  the  retro- 
peritoneal fat  planes  was  clearly  shown  by  CT.  In  the 
fifth  patient,  no  definite  diagnosis  could  be  made 
since  the  patient  refused  surgery  and  was  lost  to  fol- 
lowup. 

The  diagnostic  qua  ty  of  the  CT  studies  obtained 
was  rated  as  excellent  in  ten,  good  in  17,  fair  in  five, 
and  poor  in  two.  Six  of  the  seven  cases  included  in 
the  fair  and  poor  diagnostic  quality  groups  were  very 
thin  or  emaciated  individuals  with  poor  intra-ab- 
dominal fat  planes.10 

Conclusions 

The  pancreas  is  one  of  the  more  elusive  organs  for 
diagnostic  imaging.  In  27  out  of  34  patients  (80%), 
the  pancreas  has  been  clearly  outlined  by  CT.  Thus, 
in  our  initial  experience,  computed  tomography  ap- 
pears as  an  excellent  non-invasive  modality  for  visu- 
alization of  the  pancreas  and  its  pathological  proc- 
esses. 
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Role  of  Radiation  Therapy 

in 

Rectal  Cancer 

Richard  Belgrad,  MD,  and  Tapan  Hazra,  MD,  Richmond,  Virginia 


The  advantages  and  disadvantages  of  radiation  therapy  as  an  adjuvant  to 
surgical  resection  in  potentially  curable  rectal  cancers  is  summarized  by  the  au- 
thors, who  are  participating  in  clinical  trials  to  evaluate  results. 


AMERICAN  Cancer  Society  statistics  indicate 
that  there  are  about  30,000  new  cases  of  rectal 
cancer  annually,  and  10,000  deaths.  During  the  past 
25-30  years  there  has  been  no  significant  improve- 
ment in  overall  cure  (30%),  except  for  the  modest  re- 
duction in  mortality  among  females.  Failure  has 
been  correlated  with  various  factors,  including  tumor 
location,  depth  of  invasion,  lymph  node  involvement, 
serosal  penetration,  and  degree  of  differentiation.  A 
major  problem  in  the  control  of  rectal  cancer  is  the 
high  incidence  of  local  recurrence  following  opera- 
tion (30%).  In  the  potentially  curable  B2-C  lesions, 
the  incidence  of  local  failure  increases  to  the  40-50% 
range.'  About  75%  of  patients  dying  with  rectal  carci- 
noma have  a local  component  as  part  of  their  failure 
pattern.2 

There  is  no  controversy  regarding  the  primacy  of 
surgical  treatment.  Combinations  of  surgery  and  ad- 
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Modified  Duke’s  Staging,  Carcinoma  of  the  Rectum. 

A — Lesion  limited  to  the  mucosa  and  submucosa. 

B,  — Extension  of  the  lesion  into  the  muscularis; 
nodes  negative. 

B2  — Extension  through  the  entire  bowel  wall  with 
serosal  penetration;  nodes  negative. 

C,  — Lymph  nodes  positive;  serosa  intact. 

C2  — Lymph  nodes  positive;  extension  through  en- 
tire bowel  wall  into  pericolic  fat. 

D — Invasion  adjacent  organs;  distant  metastasis. 


juvant  chemotherapy  have  not  altered  the  prognosis 
to  date.3  Certain  aspects  of  the  role  of  radiation  ther- 
apy are  here  discussed. 

Primary  and  Palliative  Radiotherapy 

Radiation  therapy  was  utilized  in  the  treatment  of 
rectal  cancer  as  early  as  1914,  when  a case  was  suc- 
cessfully treated  with  radium.3  Numerous  investiga- 
tors have  explored  the  role  of  radiotherapy  since, 
particularly  for  palliation  or  as  a surgical  adjuvant. 
Its  curative  potential,  though  limited,  has  been  re- 
ported in  three  widely  differing  situations.  The  first  is 
in  the  occasional  patient  with  an  unresectable  or  re- 
current lesion,  who  responds  completely  to  palliative 
doses. 
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The  second  concerns  the  ability  of  intracavitary 
orthovoltage  irradiation  to  cure  certain  early  cancers. 
This  is  one  of  several  treatment  options,  such  as  ex- 
cision and  electro-coagulation  for  similar  indications, 
in  patients  who  are  unable  or  unwilling  to  undergo 
more  extensive  surgery.  Sischy  has  publicized  the 
method  in  this  country.5  Essentially,  it  consists  of  the 
selective  use  of  contact  X-ray  therapy,  administered 
through  a 3 cm  diameter  proctoscope.  Only  small, 
non-ulcerated,  well-differentiated  tumors,  confined 
to  the  rectal  wall  and  located  within  10  cm  of  the 
anal  verge,  lend  themselves  to  this  approach.  The 
unit  rapidly  delivers  a soft  50kv  X-ray  beam  at  the 
rate  of  1,000  rads  per  minute.  A dose  of  2500-3000 
rads  is  given  in  2-Vi  to  3 mins  at  each  application  and 
repeated  every  two  weeks,  for  a total  of  9000  to 
12,000  rads.  Papillon  has  reported  a 78%  5-year  sur- 
vival in  his  cases.4  Additional  radiation  techniques 
used  in  the  distal  rectum  include  intracavitary 
radium  plaques,  and  interstitial  implants  with 
radium  needles,  l92iridium  strands,  or  l98gold  seeds. 

In  the  third  situation,  external  therapy  has  been 
deliberately  employed  with  curative  intent.  Reported 
results  have  not  been  good,  with  5-year  survivals  of 
about  5%,  but  the  radiation  techniques  used  formerly 
were  probably  inadequate.  Some  recent  studies,  how- 
ever, suggest  that  better  results  can  be  achieved  with 
megavoltage  equipment,  higher  doses,  and  careful 
computerized  dosimetry.  Cummings  reported  a 5- 
year  survival  of  38%  in  79  patients,  when  there  was 
no  pelvic  wall  fixation,  and  an  overall  survival  of 
28%.6  Kligerman  had  three  of  15  5-year  survivors  in  a 
group  originally  considered  inoperable;  Rafla  sal- 
vaged seven  of  eight  advanced  cases  with  radical  ra- 
diotherapy (6500  rads).78  Surgery  was  employed  for 
residual  tumor  in  a few. 

An  important  observation  by  Rider  has  been  that 
the  rate  of  regression  of  rectal  adenocarcinoma  is 
much  slower  than  for  squamous  carcinoma.9  Only 
20%  of  patients  successfully  treated  at  Princess  Mar- 
garet Hospital  in  Toronto  showed  complete  regres- 
sion at  three  months;  and  in  10%,  tumor  was  still  de- 
tectable at  one  year.  However  interesting  these 
reports  may  be,  they  are  hardly  germaine  to  the  over- 
all problem,  except  to  demonstrate  the  radio- 
sensitivity of  these  lesions. 

The  most  useful  role  for  radiation  therapy  cur- 
rently is  in  the  palliative  management  of  inoperable 
or  recurrent  disease.  Local  manifestations  such  as 
bleeding,  pain,  cramps,  and  pelvic  masses  respond 
favorably  to  moderate  doses  of  radiation,  i.e.,  4500 
rads  in  five  weeks,  in  over  half  of  the  cases  (Table  1). 
Complete  responses  have  been  obtained  in  some  pa- 
tients with  higher  doses.  Response  rates  and  duration 


are  definitely  a function  of  dose.  Rectal  bleeding 
seems  to  respond  best — 76%. 10  Colostomy  can  be 
avoided  in  many  by  the  timely  use  of  pelvic  irradia- 
tion. 

One  difficulty  has  been  the  tendency  of  some  clini- 
cians to  employ  systemic  chemotherapy  first  in  lo- 
cally recurrent  cases,  delaying  the  use  of  radiation. 
The  more  advanced  the  pelvic  disease  and  the  more 
debilitated  the  referred  patient,  the  less  will  be  the 
likelihood  of  a satisfactory  radiation  result.  A ratio- 
nal sequence  for  locally  advanced  cancer  might  be  to 
use  pelvic  irradiation  first,  or  immediately  after  che- 
motherapy induction,  to  be  followed  by  drug  ther- 
apy. 

This  line  of  reasoning — that  is,  combining  chemo- 
therapy and  radiation  therapy  for  advanced  rectal 
carcinoma,  has  been  supported  by  preliminary  stud- 
ies at  the  Mayo  Clinic.  Moertel,  in  a randomized, 
controlled  double-blind  study,  compared  radiation 
therapy  (4000  rads/4  wks)  with  a placebo  to  radia- 
tion therapy  plus  three  injections  of  5-fluorouracil 
(5FU)  in  65  patients.  The  median  duration  of  local 
control  in  the  placebo  group  was  five  months,  in  the 
5FU  group  ten  months.  The  average  survival  was 
16.8  months  in  the  placebo  group  and  23  months  in 
the  5FU  patients.  This  encouraging  trend  has  been 
incorporated  into  newer  protocols,  with  the  strategy 
of  starting  chemotherapy  as  soon  as  possible  with  a 
loading  dose,  followed  by  pelvic  irradiation  with 
maintenance  on  a combined  drug  regimen.  Com- 
bining modalities  is  not  without  its  hazards,  however; 
and  modification  of  both  radiation  and  drug  dosage 
appears  necessary  to  avoid  treatment  complications. 
The  safety  of  combined  therapy  cannot  be  predicted 
by  how  well  it  is  tolerated  initially. 

In  summary,  rectal  carcinoma  is  a moderately  ra- 
diosensitive tumor.  Radiation  therapy  can  be  safely 
given,  with  acceptable  tolerance,  in  a variety  of  situa- 
tions. One  of  the  most  promising  applications  in  re- 
sectable cases  may  be  as  a surgical  adjuvant,  to  im- 
prove local  control  and,  possibly,  increase  survival  in 
certain  patients. 


Table  1.  Palliative  Radiotherapy-Rectal  Cancer. 


Symptoms 

Complete 
Response  (%) 

Partial  and 
Complete 
Response  (%) 

Bleeding 

75 

90 

Pain 

25-50 

75 

Mass 

10-20 

60-90 

Ulceration/fistula 

55 

100 

Cramps 

55 

75 

Mucous  discharge 

40 

65 
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Fig.  1.  Radiation  therapy  portals  for  adjuvant  therapy  of 
rectal  carcinoma;  given  in  five  weeks  through  opposing  an- 
terior/posterior portals.  Elective  irradiation  of  para-aortic 
nodes  is  advocated  by  some.10 

Radiation  as  a Surgical  Adjuvant 

Data  from  various  autopsy  series  show  that  the 
majority  of  patients  with  colorectal  cancer  die  with 
local  recurrence.  The  use  of  pelvic  irradiation  as  a 
surgical  adjuvant  seems  logical  when  one  considers 
the  spread  pattern.2 12  Direct  extension  to  contiguous 
structures  is  found  in  nearly  half  the  cases.  Further- 
more, rectal  cancer  tends  to  spread  in  an  anteroposte- 
rior direction,  except  in  the  distal  rectum,  where  lat- 
eral lymph  node  involvement  is  not  uncommon. 

Lymph  node  metastasis  is  found  in  nearly  half  of 
patients.  However,  unlike  breast  cancer,  the  presence 
of  regional  nodes  per  se  is  not  necessarily  predictive 
of  systemic  dissemination.  Lymphatic  spread  is  or- 
derly and  progressive,  and  skip  metastases  are  un- 
usual. Experience  in  the  treatment  of  carcinoma  of 
the  head  and  neck,  and  of  the  breast,  has  shown  that 
smaller  foci  of  residual  cancer  can  be  eradicated  by 
moderate  doses  of  radiation. 

A knowledge  of  the  lymphatic  drainage  is  essential 
if  one  proposes  to  use  adjuvant  radiation  success- 
fully. The  lymphatic  pathway  of  the  upper  rectum 
follows  the  superior  hemorrhoidal  artery  to  the  infe- 
rior mesenteric  artery,  ending  in  the  paraaortic  chain 


at  L2.  Lesions  below  the  peritoneal  reflection  (at  8 
cm  above  the  anal  verge)  may  drain  via  the  middle  or 
inferior  hemorrhoidal  nodes  into  the  internal  iliac 
chain;  and  those  located  at  or  below  the  pectinate 
line  (3  cm)  drain  into  the  external  inguinal  nodes,  via 
the  perineal  skin  lymphatics.  Due  to  rich  collaterals, 
any  lesion  in  the  rectum  can  spread  upwards  into  the 
inferior  mesenteric  trunk.  In  the  presence  of  lym- 
phatic obstruction  by  tumor,  a secondary  pathway  of 
least  resistance  exists  laterally,  by  way  of  the  internal 
iliac  nodes.  The  entire  regional  nodal  drainage  of 
rectal  cancer  can  be  reasonably  encompassed  in  radi- 
ation therapy  fields,  covering  the  inner  pelvis  and, 
when  necessary,  the  lower  para-aortic  nodes  (Fig. 
I).10 

If  one  1)  acknowledges  the  recurrence  pattern  fol- 
lowing surgery  alone;  2)  accepts  the  fact  that  adju- 
vant radiation  therapy  at  the  minimum  can  reduce 
local  recurrence  rates  (as  in  breast,  head  and  neck, 
and  endometrial  cancer);  and  3)  admits  to  evidence 
that  adenocarcinoma  of  the  rectum  is  moderately  ra- 
diosensitive, then  the  controversy  boils  down  to  pre- 
operative vs  post-operative  treatment  in  high  risk 
groups. 

The  theoretical  arguments  favoring  preoperative 
treatment  include: 

1.  Reduction  in  tumor  size  and  incidence  of 
lymph  node  metastasis. 

2.  Sterilization  of  tumor  emboli,  apt  to  be  spread 
at  surgery. 

3.  Conversion  of  some  inoperable  or  borderline 
cases  to  resectable  status. 

4.  Improvement  in  local  control  and  survival,  as 
suggested  by  many  studies  (Table  2). 

The  disadvantages  of  preoperative  radiation  include: 

1 . Lack  of  precise  knowledge  of  pretreatment  stag- 
ing, which  renders  analysis  of  results  by  stage 
impossible. 

2.  Delay  of  surgery  8-12  weeks. 

3.  Pelvic  soft  tissue  hyperemia  and  edema,  which 
may  make  surgery  more  difficult  and  delay 
wound  healing. 

4.  Reluctance  of  surgeons  to  participate  in  pre- 
operative trials. 

Higgins,  in  summarizing  the  findings  of  others, 
concluded  that  “there  is  every  indication  that  radio- 
therapy used  prior  to  standard  operative  treatment 
may  improve  survival;  however,  none  of  the  studies 
yet  completed  have  clearly  demonstrated  this  bene- 
fit.”13 Though  most  surgeons  are  reluctant  to  delay 
definitive  treatment  for  preoperative  radiation,  many 
would  not  object  to  participation  in  well  planned  tri- 
als, employing  postoperative  therapy. 
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Table  2.  5-Year  Survival-Rectal  Carcinoma6.  Preoperative  Radiation  vs.  Surgery. 


Reference 

Dose 

R+S  (%) 

S only  (%) 

Improved  Group 

PMH  1977 

500/1 

40 

10 

AP,  LN  + 

Memorial  1960 

1000-1500/6-12 

39 

25 

LN+ 

Memorial  1974 

2000/8 

40 

47 

LN+ 

VAH-1975 

2000-2500/10 

41 

28 

All  AP 

47 

34 

Curative  AP 

32 

34 

AP,  LN+ 

U.  Oregon- 1976 

5000/33 

53 

38 

Curative  Resection 

PMH-Princess  Margaret  Hospital,  Ontario  Cancer  Center,  Toronto;  VAH-Veterans  Administration  Hospitals 
R-Radiation;  S-surgery,  AP-abdomino-perineal  resection 
LN+-lymph  nodes  involved  (Dukes  C) 


Some  other  reasons  to  support  postoperative  radia- 
tion trials  include: 

1.  Extent  of  disease  is  known  and  can  be  defined 
for  postoperative  therapy  portals. 

2.  Patients  at  low  risk  are  spared  additional  ther- 
apy, while  high  risk  cases  are  identified. 

3.  Results  can  be  accurately  evaluated  and  corre- 
lated with  pathologic  findings. 

4.  No  delay  in  definitive  surgery  and  no  conflict 
with  operative  procedure  itself. 

However,  there  are  certain  theoretical  objections  to 
this  approach  also: 

1.  Modified  effect  of  radiation  due  to  diminished 
blood  supply. 

2.  No  effect  on  tumor  cell  spread  at  operation. 

3.  Increased  small  bowel  complications  with  post- 
surgical  radiation. 

4.  Possible  long  delay,  if  perineal  wound  is  packed 
open  in  abdomino-perineal  resection. 

In  spite  of  current  interest  among  radiotherapists 
in  postoperative  treatment,  there  are  few  published 
studies  which  support  this  position.14 15  Withers,  at 
the  M.D.  Anderson  Hospital,  reported  on  an  un- 
randomized series  of  45  patients  compared  to  168 
historical  controls.14  The  B,  treated  patients  had  no 
recurrences  at  36  months,  compared  to  20%  local  re- 
currence in  the  controls.  Similarly  in  Stage  C2,  the  lo- 
cal recurrence  rate  in  the  control  group  was  45%  and 
in  the  treated  group,  10%,  at  36  months.  Because  of 
small  bowel  complications,  the  author  recommended 
elimination  of  extended  para-aortic  fields,  and  keep- 
ing doses  below  5000  rads,  in  the  adjuvant  setting.  In 
another  study,  Turner  irradiated  40  B2-C  patients 
postoperatively15;  14  of  19  patients  with  rectal  or  rec- 
tosigmoid lesions  (74%)  remained  with  no  evidence 
of  disease  2-40  months.  There  were  no  surgical  con- 
trols. In  a preliminary  report,  Gunderson  showed  im- 
proved local  control  with  pelvic  irradiation,16  with 
only  one  local  failure  recorded  in  a group  of  3 1 B,-C 
patients  treated  for  cure. 

Postoperative  radiation  is  limited  to  stages  B,  and 


C in  the  majority  of  active  protocols,  with  and  with- 
out added  chemotherapy.  Most  studies  are  too  recent 
and  accession  too  slow  to  judge  results  at  this  time.  It 
must  be  emphasized  that  the  various  adjuvant  op- 
tions can  be  justified  only  in  controlled  clinical  tri- 
als.17 

The  fact  that  surgeons,  medical  oncologists,  and 
radiotherapists  are  cooperating  is  reason  enough  for 
cautious  optimism.  The  disciplined  staging  workup 
and  treatment  requirements  imposed  by  these  pro- 
tocols, as  well  as  the  careful  followup  needed,  can 
only  lead  to  improvement  in  the  quality  of  care  of 
these  cases,  and  of  cancer  patients  in  general,  in  the 
institutions  involved.  The  dramatic  results  of  cooper- 
ative studies  in  the  pediatric  area  offers  hope  for 
some  success  in  adult  tumors.  Those  committed  to 
this  approach  look  to  the  future  with  optimism  and 
await  the  outcome  of  these  studies  with  interest. 
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TRENDS  COMMENT 


We  are  indebted  to  Dr.  Belgrad  and  Dr.  Hazra  for 
bringing  us  this  update  on  the  current  status  of  radia- 
tion therapy  in  rectal  cancer.  The  beneficial  role  it 
plays  in  palliation  is  unquestioned.  The  employment 
of  contact  radiation  therapy  as  curative  therapy  for 
selected  rectal  cancer  is  most  exciting. 

The  utilization  of  radiation  therapy  as  an  adjuvant 
to  surgical  resection  in  potentially  curable  rectal  can- 
cers is  currently  being  evaluated  in  clinical  trials.  The 
authors  have  accurately  summarized  the  advantages 
and  disadvantages  of  preoperative  and  postoperative 
surgical  adjuvant  radiation  therapy.  At  the  Medical 
College  of  Virginia,  the  Divisions  of  Radiation  and 
Surgical  Oncology  are  currently  participating  in  a 
national  study  under  the  sponsorship  of  the  National 
Surgical  Adjuvant  Breast  and  Bowel  Project.  This 
clinical  trial  randomizes  patients  who  have  under- 
gone potentially  curative  surgical  resections  of  rectal 
cancer  and  on  pathologic  examination  of  the  re- 
moved tissue  were  found  to  have  Dukes’  B and  C 
adenocarcinoma.  The  three  arms  of  adjuvant  therapy 
are  1)  no  additional  therapy;  2)  chemotherapy,  5- 
fluorouracil  + vincristine  + methyl  CCNU;  and  3) 
postoperative  radiation  therapy. 

In  the  words  of  the  authors,  we  “await  the  outcome 
of  these  studies  with  interest”. 

J.  Shelton  Horsley,  III,  MD 


Oncology 


New  Facility  Will  Enlarge  Cancer  Center's  Role 


Walter  Lawrence,  Jr.,  Richmond,  Virginia 

The  Cancer  Center  at  the  Medical  College  of  Vir- 
ginia is  soon  to  have  its  own  separate  facilities, 
through  a 4-story  building  to  be  constructed  as  an 
addition  to  the  MCV  Hospitals.  Word  of  this  tangible 
enlargement  of  the  Cancer  Center’s  role  has  pro- 
voked questions  from  physicians  and  citizens  in  Vir- 
ginia. What  does  the  Cancer  Center  do?  What  can 
the  Cancer  Center  contribute  to  its  parent  institution, 
Virginia  Commonwealth  University,  to  the  area 
around  it,  to  the  state?  These  questions  deserve  an- 
swers, for  the  construction  of  this  facility  represents  a 
major  commitment  by  the  university  and  the  state  to 
the  relatively  new  cancer  center  concept. 

History 

To  define  a cancer  center  in  1979  requires  review 
of  some  history.  For  many  years,  a small  group  of 
well-known  cancer  research  institutes  and  clinical 
cancer  hospitals  have  functioned  as  essentially  auto- 
nomous institutions  devoted  to  basic  research  or  clin- 
ical research  and  patient  care.  With  the  passage  of 
the  National  Cancer  Act  in  1971,  the  concept  of  ex- 
panding the  attack  on  cancer  led  to  the  decision  to 
develop  new  cancer  programs,  as  well  as  enlarge 
existing  programs.  The  approach  was  logical  since 
many  university  medical  centers  throughout  the 
United  States  had  high  quality  research  activity,  clin- 
ical cancer  education  facilities,  and  superior  clinical 
care  that  related  directly  to  progress  in  the  solution  of 
the  cancer  problem.  The  difficulty  with  the  then- 
existing  activities  was  that  they  often  lacked  the  bal- 
ance or  coordination  necessary  to  achieve  the  degree 
of  progress  demanded  by  our  national  commitment 
to  cancer. 

From  the  Division  of  Surgical  Oncology,  Department  of 
Surgery,  Medical  College  of  Virginia/ Virginia  Common- 
wealth University,  and  the  MCV/VCU  Cancer  Center, 
where  Dr.  Lawrence  is  Director.  Address  correspondence 
to  him  at  Box  1 1,  MCV  Station,  Richmond  VA  23298. 
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As  a “cancer  center”  concept  began  to  emerge,  the 
National  Cancer  Institute  established  funding 
sources  for  planning  the  development  and  the  imple- 
mentation of  coordinated  cancer  center  programs 
within  university  structures.  Considerable  latitude  in 
planning  was  allowed,  since  the  stated  purposes  of 
university-based  cancer  centers  were  to  capitalize  on 
existing  resources;  coordinate  cancer  activities;  and 
develop  procedures  to  strengthen  other  areas  as  re- 
quired to  assure  the  most  effective  functioning  of  the 
whole  activity.  The  cancer  center,  in  this  context,  is 
an  administrative  entity  within  a university  or  medi- 
cal center  structure  that  has  coordination  and  plan- 
ning as  a major  activity.  Service,  research,  or  educa- 
tion in  cancer  is  provided  by  the  various  components 
of  the  cancer  center  that  are  also  significant  parts  of 
the  university. 

The  administrative  authority  and  responsibility  for 
cancer  given  to  the  cancer  center  by  the  university  it- 
self allows  horizontal  coordination  of  the  multiple 
disciplines  that  are  important  to  the  cancer  fight.  The 
activity  would  be  extremely  difficult,  if  not  impos- 
sible, within  the  traditional  university  administrative 
structure.  Thus  a cancer  center  is  not  a place,  or  a 
building,  but  a coordinating  activity  with  a specific 
purpose  related  to  the  cancer  progress  on  all  fronts. 
Needs  for  a new  and  expanded  facility  often  become 
apparent  as  a result  of  the  planning  and  implementa- 
tion of  cancer  center  programs.  Facilities  develop- 
ment plans  within  the  medical  center  are  and  should 
be  responsive  to  the  needs  of  the  expanded  cancer 
program.  However,  the  cancer  center  concept  obvi- 
ously is  not  limited  to  a new  building  or  buildings  de- 
veloped in  this  fashion.  The  cancer  center  remains  a 
broad  coordinated  program  with  institutional  re- 
sponsibilities for  ensuring  progress  in  cancer. 

Development  at  MCV 

The  Medical  College  of  Virginia  was  an  ideal  set- 
ting to  develop  such  a cancer  center  program.  In 
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1966  MCV  was  the  first  school  of  medicine  in  the 
United  States  to  develop  separate  divisions  of  surgi- 
cal oncology  and  medical  oncology  within  the  De- 
partments of  Surgery  and  Medicine,  thus  recognizing 
the  importance  of  these  new  specialty  areas  in  terms 
of  cancer  education  and  clinical  cancer  research. 
Working  with  the  faculty  members  in  the  Division  of 
Radiation  Therapy,  these  oncology  divisions  began 
to  develop  multidisciplinary  programs  in  clinical  re- 
search, patient  care,  and  education,  while  collabora- 
ting with  colleagues  from  various  basic  sciences  on 
projects  of  mutual  interest  and  importance.  The  sub- 
sequent development  of  federal  programs  for  sup- 
porting more  intense  coordination  of  cancer  related 
activities  led  to  an  award  in  1971  from  the  National 
Cancer  Institute  for  planning  a cancer  center. 

The  MCV/VCU  Cancer  Center  was  officially  es- 
tablished as  an  administrative  entity  within  Virginia 
Commonwealth  University  in  October,  1974.  Na- 
tional funding  for  cancer  center  core  functions  was 
awarded  in  1975,  according  recognition  among  the 
federal  network  of  cancer  centers.  A resolution  was 
passed  by  the  Virginia  General  Assembly  in  1977  of- 
ficially recognizing  our  cancer  center  as  a functioning 


structure  in  the  state  system.  This  recognition  and 
support  has  been  of  great  assistance  to  the  MCV/ 
VCU  Cancer  Center  in  its  administrative  functions 
as  well  as  its  efforts  to  expand  both  programs  and  fa- 
cilities for  the  cancer  effort. 

Clinical  Activities 

What  does  a cancer  center  actually  do?  The  words 
“coordination”  and  “program”  tend  to  suggest  bu- 
reaucratic organization  instead  of  action!  Let  us  deal 
with  clinical  activities  first,  since  they  have  a more  di- 
rect relationship  to  most  of  us  than  the  research  pro- 
grams. The  Medical  College  of  Virginia’s  clinical  di- 
visions of  surgical  oncology,  medical  oncology,  and 
radiation  therapy  have  developed  a multidisciplinary 
patient  care  program  that  is  closely  aligned  with  can- 
cer care  provided  by  other  specialties  in  pediatrics, 
hematology,  and  the  various  surgical  subspecialties. 
By  sharing  a Joint  Cancer  Clinic  facility,  and  by  con- 
tinuously collaborating  in  various  clinical  care  and 
clinical  research  projects,  the  clinical  group  has  de- 
veloped a coordinated  effort  for  demonstration  of  the 
total  care  of  the  cancer  patient.  This  is  extremely  use- 
ful in  the  education  of  student  groups  and  postgradu- 


Architects’  model  of  proposed  MCV/VCU  Cancer  Center,  a 4-story  addition  to  MCV  North  (E.  G.  Williams)  Hospital. 
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ate  trainees  in  both  the  medical  profession  and  the 
allied  health  professions.  Consultation  and  provision 
of  care  for  patients  referred  to  this  multidisciplinary 
setting  are  also  facilitated.  An  environment  is  pro- 
vided for  assisting  physicians  in  this  region  when 
help  is  needed.  Last,  but  not  least,  the  organizational 
structure  allows  effective  clinical  research  activity  re- 
lating to  improvements  in  our  treatment  approaches 
in  the  diagnosis,  treatment,  and  rehabilitation  of  the 
cancer  patient. 

Research 

Research  to  advance  the  body  of  knowledge  relat- 
ing to  cancer  treatment  is  a prime  responsibility  of  a 
cancer  center.  By  cutting  across  all  administrative, 
departmental  and  school  lines  within  the  university, 
the  MCV/VCU  Cancer  Center  is  able  to  perform 
this  function.  Various  affinity  groups  of  basic  scien- 
tists and  clinical  scientists  focus  on  the  problems  of 
cell  biology,  tumor  immunology,  anticancer  drug 
pharmacology,  and  carcinogenesis.  Each  of  the 
groups  includes  faculty  members  from  a wide  variety 
of  disciplines  with  overlapping  interests  and  exper- 
tise. By  this  means,  research  leads  can  be  developed 
that  are  relevant  to  our  ultimate  objective — improv- 
ing the  care  of  the  cancer  patient — and  meaningful 


research  findings  can  be  more  rapidly  translated  into 
improved  clinical  care.  One  measure  of  the  success  of 
the  multidisciplinary  groups  has  been  a rapid  in- 
crease in  cancer  project  support  awarded  by  peer  re- 
view groups  from  outside  funding  agencies. 

The  Future 

Virginia  physicians  will  be  hearing  more  about  the 
MCV/VCU  Cancer  Center  as  progress  is  made  in  the 
activities  described.  The  Core  Support  Grant  was  re- 
viewed recently  and  approved  by  the  National  Can- 
cer Institute  with  an  encouraging  50%  increase  in 
funding  based  on  progress  thus  far.  Final  plans  are 
underway  for  the  4-story  addition  to  MCV  Hospitals, 
which  will  improve  facilities  for  patient  care,  educa- 
tion, and  clinically  relevant  research.  Funds  for  con- 
struction are  being  sought  from  the  private  sector  to 
supplement  what  has  already  been  allocated  by  state 
and  private  sources. 

We  hope  that  the  Cancer  Center  at  the  Medical 
College  of  Virginia  will  be  able  to  continue  to  serve 
our  university,  our  region,  and  our  commonwealth 
and  increase  our  effectiveness  in  the  cancer  battle  as 
we  grow.  We  appreciate  the  moral  support  we  have 
received  from  our  colleagues  and  hope  to  serve  each 
of  you  in  any  way  that  we  can. 


The  Homestead . It  delights  your  emotions 
as  well  as  your  senses.  16,000  glorious 
Alleghany  Mountain  acres.  A tradition  of 
warmth,  grace  and  elegance,  manifested 
by  superb  service,  cuisine  and  accommo- 
dations, plus  the  very  finest 
outlets  for  your  energy:  cham- 
pionship golf,  tennis. 


swimming,  health  spa,  riding,  hiking,  fish- 
ing, skeet  and  trap  and  more.  So  come  to 
this  place  of  breathtaking  beauty,  filled 
with  simple  pleasures.  It's  what  the 
world  needs  more  of  today.  For  reserva- 
tions see  your  travel  agent.  Or  call 
toll-free  800-336-5771;  in 
Virginia  800-542-5734. 
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RICHMOND 

METROPOLITAN 

HOSPITAL 

A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 


180  Private  Rooms 
Intensive  Care/Coronary 
Units 

Psychiatric  Inpatient  Service 
Complete  Diagnostic 
Radiology, 

Cardiology, 

Pulmonary, 

Clinical  Laboratory, 

Nuclear  Medicine  Service 


* 


701  WEST  GRACE  STREET 
RICHMOND,  VA  23220 
(804)  643-3223 


$13,212 

HR  10  — 


ALLOWABLE  DEDUCTION 
THERE  IS  AN  ALTERNATIVE! 


Certain  highly  compensated,  unincorporated  (or  tax  option)  professionals  may  be  able 
to  as  much  as  DOUBLE  their  tax-free  HR-10  contributions  with  our  DEFINED  BENEFIT 
plan.  (Yes,  we  have  an  IRS  letter.) 


Here’s  what  our  DEFINED  BENEFIT  plan  can  do  for  a male  age  40,  annual  salary  $50,000: 


Annual 

Contribution 

Regular  HR-10  (Defined  Contribution)  $ 7,500 

DEFINED  BENEFIT  HR-10  $13,212 


Cash  Value 
@65 

$249,668 

$440,433 


Mo.  Income 
@65* 

$1,672 

$2,950 


We’d  like  to  tell  your  more  about  our  DEFINED  BENEFIT  plan.  If  you’re  interested,  just 
clip  and  mail  the  coupon.  You’ll  be  glad  you  did! 

* Life,  10  years  certain,  based  on  current  rates — not  guaranteed. 

James  B.  Hunter,  III,  VP,  SUTER  ASSOCIATES  RETIREMENT  PLANNING  CO. 

2425  Wilson  Blvd.,  Suite  503,  Arlington,  VA  22201 

I’d  like  to  know  more  about  the  Defined  Benefit  Plan. 


Name Phone 

Address 

City State Zip 
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Neurosurgery 


Mfcrosurgieal  Treatment 

of 

Intracranial  Aneurysms 

Anthony  G.  Veto,  MD,  Richmond,  Virginia,  and 
Jack  E.  Wilberger,  Jr.,  MD,  Pittsburgh,  Pennsylvania 


An  important  advance  in  aneurysm  surgery  is  the  operating  microscope, 
which  allows  the  neurosurgeon  access  to  previously  inoperable  lesions.  The  au- 
thors describe  the  technique  and  document  their  results  in  19  aneurysms. 


INTRACRANIAL  aneurysms  constitute  a signifi- 
cant disease  of  adults  aged  40-60  years,  and  in 
young  adults  they  represent  the  cerebrovascular  le- 
sions most  frequently  responsible  for  death.  Initial 
rupture  of  an  aneurysm  carries  a mortality  rate  of 
50%,  and  in  those  who  survive  there  is  a significant 
chance  of  neurological  morbidity.  Many  excellent  ar- 
ticles outline  the  natural  history  of  intracranial  aneu- 
rysms, their  diagnosis  and  various  modes  of  treat- 
ment.123 Recent  advances  in  neurosurgery  with  the 
advent  of  the  operating  microscope  and  associated 
microtechniques  have  led  to  a re-evaluation  of  the 
treatment  of  intracranial  aneurysms.  Presented  here 
are  19  cases  of  intracranial  aneurysms  seen  in  the 
past  two  years  and  treated  using  microsurgical  tech- 
niques. 

The  prognosis  after  intracranial  aneurysm  rupture 
is  so  dismal  that  operative  treatment  must  be  the  first 
consideration  in  virtually  every  case.  Microsurgery 
with  the  operating  microscope  represents  a most  im- 
portant advance  in  aneurysm  surgery,  allowing  the 
neurosurgeon  access  to  previously  inoperable  lesions. 
The  American  College  of  Surgeons  recently  estab- 
lished the  application  of  microsurgical  techniques  to 

Address  correspondence  to  Dr.  Velo  at  7601  Forest  Ave- 
nue, Richmond  VA  23229. 

Originally  submitted  6-6-78;  revised  7-10-78. 
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the  treatment  of  intracranial  aneurysms  as  one  of  the 
most  significant  innovations  in  all  of  surgery  in  the 
past  25  years.1 

Properly  trained  and  experienced  in  the  use  of  the 
operating  microscope,  the  neurosurgeon  has  today 
the  following  significant  advantages: 

1 . A smaller  opening  in  the  skull  through  which  to 
perform  the  surgery  suffices,  thus  exposing  less 
brain. 

2.  There  is  less  retraction  of  tissues  and  hence  less 
pressure  on  the  brain  and  less  traction  and 
stretching  of  cerebral  vessels. 

3.  Structures  such  as  important  perforating  ves- 
sels, arachnoidal  compartments  and  aneu- 
rysmal anatomy  are  well  defined. 

4.  There  is  assurance  that  the  aneurysm  has  been 
completely  obliterated  without  compromise  of 
important  neighboring  vessels.4  5 

The  risks  of  not  utilizing  the  microscope  and  dis- 
regarding the  small  arteries  and  arterioles  intimately 
associated  with  the  aneurysm  include  altered  person- 
ality, memory  deficits,  hemiplegia,  aphasia,  visual 
field  deficits  and  even  death.  This  applies  to  aneu- 
rysms of  any  location  but  has  been  proven  to  be  of 
particular  importance  in  anterior  choroidal  (Fig.  1), 
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Fig.  1.  Anterior  choroidal  artery  aneu-  Fig.  2.  Anterior  communicating  artery  Fig.  3.  Anterior  communicating  artery 


rysm.  aneurysm.  aneurysm. 


carotid  bifurcation,  anterior  communicating  (Figs.  2 
and  3)  and  basilar  artery  aneurysms  where  the  aneu- 
rysm neck  is  often  so  intimately  associated  with  the 
surrounding  small  but  extremely  important  vessels 
that  to  be  able  to  separate  them  without  the  aid  of 
the  microscope  is  virtually  impossible.  The  inadvert- 
ent clipping  of  these  normal  associated  vessels  would 
result  in  disastrous  neurologic  sequela. 

Using  the  operative  microscope  aneurysms  at  vir- 
tually all  locations  within  the  cranium  may  be  ap- 
proached by  a single  frontotemporal  opening.  The 
Sylvian  fissure  is  opened  to  allow  access  to  the  circle 
of  Willis  at  the  base  of  the  brain.  Additional  ex- 
posure for  visualization  of  anterior  communicating 
aneurysms  may  be  obtained  at  little  risk  by  splitting 
the  gyrus  rectus.  Once  the  aneurysm  has  been  care- 
fully isolated  using  microtechniques  (Fig.  4),  a clip 
may  then  be  secured  at  its  base  (Fig.  5),  thus  effec- 
tively removing  it  from  the  circulation  and  ending 
the  risk  of  subsequent  rupture. 

Not  only  must  the  neurosurgeon  have  considerable 
expertise  in  microsurgical  techniques  but  he  must 
have  the  close  cooperation  of  the  anesthetist  during 


Fig.  4.  Isolated  aneurysm.  A = aneurysm  body;  B = neck  of 
aneurysm;  C = brain  retractor;  D = anterior  cerebral  ar- 
tery; E = optic  nerve. 


aneurysm  surgery.  Anesthesia  must  be  induced  in 
such  a way  as  to  prevent  any  sudden  increases  in  in- 
tracranial pressure  that  might  predispose  to  aneu- 
rysm rupture.  This  is  accomplished  by  using  sodium 
pentathol.  Other  measures  employed  to  ensure  con- 
trol of  the  ICP  include  hyperventilation  to  keep  the 
pCO,  around  30  mm,  use  of  diuretic  agents,  and  in- 
sertion of  a lumbar  drain  for  rapid  removal  of  cere- 
brospinal fluid  if  needed.  Continuous  monitoring  of 
blood  pressure  is  assured  by  means  of  radial  artery 
catheter.  At  the  moment  of  aneurysm  clipping  the 
blood  pressure  is  lowered  to  a mean  of  60  mm  Hg  so 
that  if  rupture  should  occur  at  this  point  the  bleed 
can  easily  be  controlled.  Neurolept  anesthesia  is  em- 
ployed throughout  the  procedure  with  the  goal  of 
having  the  patient  fully  awake  and  responsive  soon 
after  the  termination  of  the  surgery. 

Results 

In  the  present  series  18  patients  presented  with  a 
total  of  19  intracranial  aneurysms,  the  most  common 
occurring  at  the  internal  carotid  bifurcation  and  the 
anterior  communicating  arteries.  The  majority  of  the 


Fig.  5.  Clip  applied  to  neck  of  aneurysm.  A = optic  nerve;  B 
= aneurysm  clip;  C = brain  retractor;  D = brain  retractor. 
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patients  were  Grade  I or  II  at  the  time  of  diagnosis. 
Results  were  considered  good  if  the  patient  returned 
to  his  premorbid  condition,  fair  if  there  was  residual 
neurological  damage  with  mild  limitation  in  activity, 
and  poor  if  there  were  significant  neurological  defi- 
cits with  marked  limitation  in  activity.  As  expected, 
the  poorer  the  grade  of  the  patient  preoperatively, 
the  worse  the  long-term  outcome.  It  can  be  noted 
also  that  the  location  of  the  aneurysm  itself  had  little 
influence  on  the  surgical  results. 

Even  though  it  is  the  general  opinion  that  anterior 
communicating  and  basilar  artery  aneurysms  are  the 
most  difficult  to  deal  with  surgically  because  of  their 
proximity  to  vital  adjacent  structures,6  the  use  of  mi- 
crosurgical  techniques  makes  them  no  more  hazard- 
ous to  approach  than  other  aneurysms.  Of  the  six  an- 
terior communicating  aneurysms  treated  in  this 
series,  all  results  were  good  without  significant  com- 
plications. 

Surgery  was  generally  performed  on  day  10-14  fol- 
lowing the  diagnosis  of  subarachnoid  hemorrhage 
secondary  to  aneurysm  rupture,  unless  there  was  evi- 
dence of  a significant  intracerebral  hematoma.  It  was 
felt  that  waiting  two  weeks  before  performing  sur- 
gery allowed  time  for  subsidence  of  associated  small 
hematomas,  cerebral  edema  or  vasospasm.  In  the  in- 
terim, patients  were  kept  at  complete  bed  rest  and 
their  blood  pressure  carefully  monitored  and  con- 
trolled if  necessary  at  a somewhat  reduced  level.  In 
some  instances  antifibrinolytic  therapy  was  employed 
to  stabilize  the  rupture  site  and  prevent  re-bleeding. 
In  several  cases  steroids  and  anticonvulsants  were 
also  instituted. 

The  operative  approach  to  virtually  all  aneurysms 
was  as  previously  described  and  either  Yasargil  or 
Heifetz  clips  were  used  to  occlude  the  aneurysm.  The 
complications  were  vasospasm  in  three  patients;  per- 
sistent neurological  deficit  in  three;  subdural  hema- 
toma in  two;  epidural  hematoma,  communicating  hy- 
drocephalus, and  pulmonary  embolus  each  in  one 
patient,  and  depression  in  two  patients.  When  vaso- 
spasm occurred,  it  was  associated  with  aphasia  and/ 
or  hemiplegia,  which  in  all  cases  spontaneously  re- 
solved in  7-10  days.  The  piedominant  persistent  neu- 
rologic deficit  not  present  before  surgery  was  third 


nerve  paresis.  The  occurrence  of  epidural  and  sub- 
dural hematomas  points  up  the  importance  of  being 
alert  to  this  possibility  in  patients  who  are  initially 
doing  well  postoperatively  but  begin  complaining  of 
headaches  and  manifesting  depressed  sensorium.  The 
most  frequently  seen  postoperative  complication  in 
most  series  is  the  development  of  communicating  hy- 
drocephalus; in  this  group  it  was  seen  only  once  and 
treated  effectively  with  ventriculoperitoneal  shunt- 
ing. 

The  average  length  of  hospitalization  was  30  days. 
Before  discharge  all  patients  underwent  repeat  arte- 
riograms, which  in  all  instances  showed  no  evidence 
of  aneurysm  and  good  clip  placement. 

Subsequent  to  the  initial  50%  mortality  from  aneu- 
rysmal rupture,  the  re-bleeding  rate  is  3%  per  year  af- 
ter rupture  with  a death  rate  of  2%  per  year.'  This, 
combined  with  the  fact  that  until  rupture  occurs  over 
90%  of  aneurysms  are  silent,  makes  it  imperative  that 
all  physicians  consider  this  diagnosis  in  patients  with 
headaches  and/or  subtle  neurological  findings. 

Conclusion 

Almost  all  intracranial  aneurysms  are  amenable  to 
direct  ligation  by  microneurosurgical  techniques. 
Many  aneurysms  previously  inoperable  because  of 
size,  location  or  multiplicity  are  now  operable  and 
curable  with  the  institution  of  microtechniques. 
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Case  Report/Surgery 


Nissen  Fundoplication 

JUAN  M.  Montero  II,  MD,  Chesapeake,  Virginia 


With  the  increasing  use  of  the  flexible  fiberoptic 
esophagogastroscope,  more  and  more  distal  esopha- 
gitis secondary  to  gastric  reflux  is  diagnosed  with  cer- 
tainty. In  the  past,  many  of  these  patients  were  la- 
beled neurotics  or  told  that  they  had  “nervous 
stomachs”  because  the  physician  could  not  explain 
the  epigastric  pain  and  discomfort  in  the  presence  of 
negative  upper  gastrointestinal  and  gallbladder  se- 
ries. However,  these  patients,  after  undergoing  endo- 
scopic examination,  are  grateful  to  know  that  “there 
is  really  something  wrong  after  all".  Thereafter  they 
accept  medical  management  more  readily  and 
achieve  better  results.  Those  that  remain  intractable 
to  medical  treatment  and  persist  with  distal  esopha- 
gitis demonstrable  on  endoscopy,  with  or  without 
hiatal  hernia,  comprise  the  subject  matter  of  this  pa- 
per. Nissen  fundoplication  by  the  abdominal  ap- 
proach is  the  surgical  treatment  of  choice. 

Materials  and  Results 

Between  March  1975  and  September  1977,  16  pa- 
tients were  operated  upon  for  reflux  peptic  esopha- 
gitis. The  age  range  was  21  to  78  and  the  average 
length  of  followup,  18  months.  Almost  half  (seven)  of 
the  patients  had  an  additional  surgical  procedure  at 
the  time  of  the  Nissen  wraparound.  These  included 
three  cholecystectomies,  one  vagotomy  and  pyloro- 
plasty, one  duodenotomy,  one  excision  of  abdominal 
wall  lipoma  thru  the  incision  and  one  excision  of  dis- 
tal esophageal  adenomatous  polyp.  Three  had  no  de- 
monstrable hiatal  hernia  on  careful  X-ray  studies. 
Each  had  a definite  distal  esophagitis  varying  from 
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moderate  to  severe,  secondary  to  gastroesophageal 
reflux  as  seen  on  endoscopy. 

Very  good  to  excellent  results  have  been  achieved 
in  94%,  with  a 12.5%  morbidity,  6%  operative  compli- 
cation rate,  and  0 mortality.  The  following  three 
cases  illustrate  some  points  of  interest: 

Case  Reports 

Case  1.  A 78-year-old  obese  lady  with  long-standing 
symptomatic  sliding  hiatal  hernia  with  reflux  (Fig.  1). 
Endoscopy  revealed  marked  distal  esophagitis  with  begin- 
ning stricture  formation.  Nissen  fundoplication  was  carried 
out  uneventfully.  Barium  swallow  3 weeks  postoperatively 
(Fig.  2)  showed  a tiny  trickle  of  barium  thru  a tight 
wraparound.  Obviously  she  had  initial  dysphagia,  but  after 
three  dilatations  in  the  office,  she  could  eat  without  diffi- 
culty. This  illustrates  the  effectiveness  of  the  procedure 
even  if  the  wraparound  is  supra-diaphragmatic'.  She  repre- 
sents a 36-month  followup,  the  longest  in  this  series. 

Case  2.  A 47-year-old  man  with  a sliding  hiatal  hernia 
and  with  moderately  severe  reflux  distal  esophagitis  on 
endoscopy.  However,  his  symptoms  are  more  strongly  sug- 
gestive of  angina  pectoris,  with  occasional  relief  from  ni- 
troglycerin. He  was  extensively  worked  up  for  cardiac  ab- 
normality but  with  no  significant  findings.  He  had  five 
hospital  admissions  in  a 7-month  period  because  of  recur- 
ring severe  substernal  and  precordial  chest  pains.  Ulti- 
mately, a coronary  angiogram  was  done  ruling  out  coro- 
nary disease.  The  Nissen  repair  was  then  done  with 
complete  relief  of  symptoms.  He  has  required  no  further 
medications. 

Case  3.  The  youngest  patient  in  the  series,  a 21 -year-old 
man  who  had  been  severely  symptomatic  from  reflux 
esophagitis  for  at  least  2 years,  with  only  temporary  relief 
from  medical  management.  On  barium  swallow  he  had  a 
filling  defect  in  the  esophagus  near  the  gastroesophageal 
junction  but  no  hiatal  hernia.  On  endoscopy,  this  was  a 
cherry-red  benign-looking  polyp.  A significant  gastroeso- 
phageal reflux  with  severe  esophagitis  was  demonstrated. 
The  adenomatous  polyp  was  removed  thru  an  anterior 
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proximal  gastrotomy  incision  and  the  Nissen  procedure 
carried  out  thereafter.  He  continues  to  enjoy  an  excellent 
result  1 year  postoperatively. 


Fig.  1.  Preoperative  X ray  of  Case  1 showing  large  hiatal 
hernia. 


Fig.  2.  Case  1 three  weeks  postoperative.  Note  tight 
wraparound. 


Procedure 

The  Nissen  fundoplication  is  accomplished  in  four 
steps.  I ) The  triangular  ligament  of  the  left  lobe  of 
the  liver  is  divided,  the  lesser  curvature  of  the  stom- 
ach is  freed  in  the  area  of  the  esophageal  hiatus  and 
the  lesser  omentum  divided.  The  greater  curvature, 
including  the  most  superior  of  the  short  gastric  ves- 
sels, is  also  freed.  2)  The  fundus  of  the  stomach  is 
then  folded  around  the  lower  end  of  the  esophagus. 
3)  The  fold  is  also  sutured  to  the  esophagus  to  pre- 
vent the  possible  postoperative  complication  of  the 
esophagus  pulling  out  of  the  fundoplicated  area  of 
the  stomach. 

The  above  procedure  is  done  over  a large  #50  Fr. 
bougie  stent.  Sutures  are  placed  to  approximate  the 
crus  of  the  diaphragm  only  when  the  hiatus  is  pa- 
tulous. This  step,  if  necessary,  precedes  the  fund- 
oplication. 

Discussion 

Although  the  number  of  patients  in  this  report  is 
limited  and  the  followup  short,  the  results  are  en- 
couraging. The  recent  literature' 2 3 7 is  replete  with 
increasingly  satisfactory  reports  of  this  relatively 
simple  (Nissen)  anti-reflux  procedure.  The  observa- 
tion by  Woodward  et  al2  that  this  procedure,  “when 
initially  successful  tends  to  remain  so  and  that  late 
recurrence  appears  to  be  uncommon”  is  particularly 
significant.  This  observation  is  also  supported  in  our 
experience  in  that  the  side  effects  such  as  dysphagia, 
inability  to  belch  and  gas,  disappear  or  become  less 
significant  as  time  goes  on.  The  excellent  result  can 
be  gauged  by  the  two  patients  listed  as  morbidity 
(12.5%).  One  was  a 42-year-old  woman  who  had 
chronic  constipation  preoperatively  in  addition  to  in- 
tractable reflux  peptic  esophagitis.  Following  the 
Nissen  fundoplication,  she  developed  diarrhea  and 
continued  to  have  an  average  of  three  to  four  loose 
bowel  movements  daily  for  over  a year.  Her  added 
problem  was  that  she  developed  abdominal  pains 
every  time  an  antispasmodic  such  as  paregoric  or 
diphenoxylate  hydrochloride  with  atropine  (lotomil®) 
was  used.  She  had  not  lost  weight  and  continued  to 
work  as  a school  bus  driver.  The  other  patient  was  a 
44-year-old  woman  who  developed  a classic  dump- 
ing syndrome  of  mild  to  moderate  degree.  She  lost 
weight  from  195  to  145  lbs.  in  a 1-year  period  and 
since  then  has  stabilized  at  that  weight.  Three  years 
previously  she  had  a hiatal  hernia  repair  through  a 
left  thoracotomy;  however,  her  symptoms  recurred  1 
year  later.  Both  of  these  patients  who  felt  “miser- 
able” preoperatively  have  been  greatly  pleased  with 
the  results  of  their  surgery  and  have  adapted  well  to 
their  symptoms;  when  asked  how  they  would  rate 
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their  results  from  the  Nissen  repair,  both  unhesita- 
tingly answered  “very  pleased”.  Case  2 typifies  an  in- 
creasing number  of  patients  reported  in  the  recent  lit- 
erature who  have  benefited  from  the  antireflux 
procedure6. 

The  only  operative  complication  was  a pneu- 
mothorax secondary  to  injury  to  the  diaphragm 
which  was  recognized  at  the  time  of  surgery.  Later 
this  required  a closed  tube  thoracostomy.  With  close 
attention  to  detail7,  many  of  the  potential  complica- 
tions, such  as  injury  to  the  spleen  or  vagus  nerves, 
can  be  avoided.  The  choice  of  a large  #50  Fr.  bougie 
as  a stent  has  definitely  diminished  the  postoperative 
dysphagia. 

Summary 

A personal  series  of  16  patients  treated  with  Nissen 
fundoplication  for  reflux  peptic  esophagitis  with  or 
without  hiatal  hernia  between  March  1975  and  Sep- 
tember 1977  is  presented.  The  average  length  of  fol- 
lowup was  18  months.  The  age  range  was  21  to  78. 
Very  good  to  excellent  results  were  achieved  in  94% 
with  a 12.5%  morbidity,  6%  operative  complication 
rate  and  0 mortality.  This  relatively  simple  procedure 
definitely  reduces,  if  not  cures,  the  symptomatology 
of  the  often  “miserable”  patient  with  intractable  re- 


flux peptic  esophagitis.  The  encouraging  reports  in 

the  recent  literature  concerning  patients  treated  with 

this  operation  recommend  its  wider  use  in  the  future. 
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ABSTRACTS 


The  abstracts  here  presented  were  selected  from  pa- 
pers presented  at  the  annual  meeting  of  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology , May 
2-5 , 1979,  Charlottesville. 

Post-Traumatic  Nocardia  Endophthalmitis  Managed 
with  Pars  Plana  Vitrectomy.  John  Stathos,  Jr., 
MD,  and  Brian  P.  Conway,  MD,  Charlottesville, 
and  Richard  E.  Gardner,  MD,  Staunton. 

A 43-year-old  white  male  in  good  health  sustained 
a corneal  laceration  when  a nail  hit  him  in  the  left 
eye  on  March  21,  1978.  That  evening  the  laceration 
was  repaired.  The  immediate  postoperative  course 
was  complicated  by  a transient  hypopyon,  which  rap- 
idly resolved  with  antibiotics.  The  patient  did  well 
until  May  29,  1978,  when  he  developed  pain  and  de- 
creased vision  in  the  left  eye.  Examination  revealed 
white  vitreous  opacities  suggestive  of  a fungal  en- 
dophthalmitis. Pars  plana  vitrectomy  was  performed 
under  local  anesthesia,  and  examination  of  the  mate- 
rial collected  revealed  clumps  of  mononuclear  in- 
flammatory cells  with  gram  positive  beaded  branch- 
ing rods  suggestive  of  Nocardia.  The  patient  was 
begun  on  high  doses  of  oral  sulfadiazine,  and  on  the 
5th  postoperative  day  the  diagnosis  of  nocardiosis 
was  confirmed  by  culture.  Intraocular  levels  of  sulfa- 
diazine were  monitored  by  paracentesis.  The  pa- 
tient’s inflammation  rapidly  resolved,  and  his  vision 
eventually  improved  to  20/20. 

This  case  clearly  demonstrates  the  value  of  pars 
plana  vitrectomy  in  infective  endophthalmitis.  This 
technique  enables  one  to  easily  obtain  infected  mate- 
rial adequate  for  smear  and  culture.  Also,  replace- 
ment of  the  gel  structure  of  the  vitreous  facilitates 
penetration  of  the  antimicrobial  agents;  removal  of 
the  bulk  of  damaging  organisms  and  inflammatory 
substances  prevents  the  toxic  effects  these  agents 
have  on  the  epithelial  structures  of  the  eye;  and,  re- 
moval of  the  gel  structure  prevents  problems  with 
late  organization  and  contraction. 

Nocardia  is  a branching,  filamentous  weakly  acid- 
fast  organism.  Only  a relatively  few  cases  of  endoph- 
thalmitis from  this  organism  have  been  reported. 
Most  of  these  have  been  endogenous  and  have  oc- 
curred in  immune-compromised  individuals.  Only 
one  other  exogenous  case  has  been  reported,  that 
being  after  a cataract  extraction.  In  this  case  it  was 
hypothesized  that  the  whole  eye  was  seeded  at  the 


time  of  injury  since  the  entire  vitreous  became 
abruptly  involved  2 months  later. 

Complete  Ophthalmoplegia  Secondary  to  Amyloido- 
sis Associated  with  Multiple  Myeloma.  Gary  T. 
Raflo,  MD,  Thomas  A.  Farrell,  MD,  and  Rob- 
ert S.  SlOUSSAR,  MD,  Charlottesville. 

A case  is  presented  of  a patient  manifesting  total 
external  ophthalmoplegia,  decreased  tear  flow,  a pur- 
plish rash  and  edema  of  the  eyelids,  generalized 
muscle  weakness,  and  congestive  heart  failure. 
Biopsy  of  the  eyelid  skin,  extraocular  muscles,  and 
conjunctiva  demonstrated  amyloid  infiltration. 
Biopsy  of  affected  skeletal  muscle  and  lower  lip 
failed  to  reveal  evidence  of  systemic  amyloidosis.  An 
extensive  medical  evaluation  yielded  the  diagnosis  of 
multiple  myeloma,  which  was  confirmed  by  bone 
marrow  aspirate.  The  generalized  weakness  and  peri- 
orbital ecchymosis  and  edema  responded  well  to  sev- 
eral courses  of  treatment  with  melphalan  and  predni- 
sone; however,  the  total  ophthalmoplegia  remained 
unchanged. 

This  case  of  multiple  myeloma  is  apparently 
unique  since  these  ophthalmic  manifestations  of  am- 
yloidosis have  previously  been  reported  only  with 
primary  systemic  or  primary  familial  amyloidosis. 
We  therefore  suggest  that  physicians  be  alert  to  the 
fact  that  orbital  involvement  with  amyloid  may  in- 
dicate the  secondary  systemic  variety  associated  with 
myeloma  rather  than  primary  systemic  amyloidosis 
as  has  been  previously  reported. 

Exsanguinating  Epistaxis.  John  B.  Gorman,  MD, 
Lynchburg. 

The  exsanguinating  type  of  nosebleed  is  unusual. 
Angiography  of  the  internal  as  well  as  the  external 
carotid  systems  can  be  the  keystone  to  establishing 
proper  management.  Definitive  control  can  require 
surgical  intervention  anywhere  along  the  carotid  sys- 
tem. A case  of  life-threatening  nosebleed  following 
tonsillectomy  and  adenoidectomy  is  described. 

Six  weeks  following  a tonsillectomy  and  adenoi- 
dectomy, a 7-year-old  white  male  presented  in  the 
emergency  room  with  nosebleed  described  as  pro- 
fuse. The  bleeding  had  stopped  prior  to  arrival.  The 
blood  pressure  was  84/50,  pulse  100,  hemoglobin 
10.6  and  a hematocrit  of  33.  During  the  2-day  hospi- 
talization the  child  remained  asymptomatic. 
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Three  months  following  the  T & A,  the  patient  ex- 
perienced onset  of  an  exsanguinating  type  of  nose- 
bleed on  the  playground  at  school.  The  child  ap- 
peared dead  on  arrival  in  the  emergency  room. 
Resuscitative  measures  were  followed  by  return  of 
vital  signs  and  recurrence  of  the  bleeding.  The  pa- 
tient was  rushed  to  the  operating  room.  There  the  na- 
sopharynx was  examined  and  a dome-shaped,  blue 
bulge  demonstrated  in  the  right  nasopharynx.  Gently 
touching  this  with  the  tonsil  suction  caused  profuse 
hemorrhage,  controlled  with  tonsil  sponges.  A tra- 
cheotomy was  carried  out  in  conjunction  with  bilat- 
eral external  carotid  ligation,  but  removal  of  the 
sponges  from  nasopharynx  was  followed  by  explosive 
hemorrhage  not  controllable  by  pressure.  The  pa- 
tient’s torso  and  head  were  elevated,  followed  by 
hypotension,  in  conjunction  with  pressure  to  the  na- 
sopharynx, followed  by  control  of  the  explosive  hem- 
orrhage. The  right  carotid  system  was  again  exposed 
and  an  arteriogram  carried  out.  An  aneurysm  of  the 
right  internal  carotid  at  the  base  of  the  skull  at  the 
level  of  the  axis  was  demonstrated.  A Crutchfield 
clamp  was  applied  to  the  right  common  carotid  ar- 
tery and  partially  closed.  A temporary  pharyngo- 
plasty  with  silk  sutures  was  carried  out.  Eighteen 
hours  postoperatively  the  Crutchfield  clamp  was 
closed  off  gradually.  Following  the  absence  of  devel- 
opment of  any  neurological  sequelae,  the  Crutchfield 
clamp  was  disarticulated. 

One  week  following  the  earlier  operation  the  pha- 
ryngoplasty  was  uneventfully  taken  down  under  gen- 
eral anesthesia.  The  patient  developed  a hypertropia 
postoperatively,  which  gradually  improved,  but  has 
continued  to  require  glasses  over  the  years. 

Complications  of  Retinal  Detachment  Surgery.  Ken- 
neth R.  FOX,  MD,  Falls  Church. 

Numerous  satisfactory  methods  of  treatment  for 
retinal  detachment  disease  exist  today.  Farge  series 
from  the  US,  Europe  and  Asia  are  presented  and  re- 
viewed to  ascertain  the  degree  and  nature  of  compli- 
cations of  retinal  detachment  surgery.  Preoperative 
complications  include  massive  periretinal  prolifera- 
tion, giant  tears  and  other  situations  difficult  to  re- 
pair; diagnostic  problems  include  solid  tumors,  trac- 
tion retinal  detachment  and  more;  concomitant  eye 
conditions  include  glaucoma,  intraocular  lens,  and 
cataract;  intraoperative  problems  include  hemor- 
rhage, perforations,  central  retinal  artery  occlusion 
and  others;  postoperative  complications  include  poor 
macular  function,  massive  vitreous  retraction,  rede- 
tachment, infections,  and  a variety  of  medical  prob- 
lems. All  of  these  are  discussed  with  an  eye  to  elimi- 
nate or  reduce  complications  wherever  possible. 


Thorough  preoperative  evaluation,  general  medi- 
cal examination/consultation,  thoughtful  operative 
planning,  close  postoperative  followup  and  the  role 
of  continued  retinal  detachment  surgical  research  are 
stressed. 

Olfactory  Neural  Neoplasms.  Michael  E.  Johns, 
MD,  H.  Richard  Winn,  MD,  and  Robert  W. 
CANTRELL,  MD,  Charlottesville. 

Olfactory  neural  neoplasma  or  esthesioneuroblas- 
tomas  are  unusual  tumors  of  the  nasal  cavity.  They 
occur  in  all  age  groups.  The  symptoms  are  similar  to 
other  nasal  masses,  the  most  frequent  complaints 
being  nasal  obstruction  and  epistaxis.  Other  symp- 
toms include  headache,  anosmia,  and  epiphora.  This 
unusual  tumor  arises  from  the  olfactory  epithelium 
and  is  felt  to  be  of  neural  crest  origin.  Fifteen  cases  of 
olfactory  neural  neoplasms  have  been  seen  and 
treated  at  the  University  of  Virginia  Medical  Center 
in  the  past  19  years.  The  recommended  preoperative 
evaluation  of  these  tumors  includes  sinus  X rays, 
tomograms  of  the  midface,  CT  scans,  and  arteri- 
ogram. The  diagnosis  is  based  on  histopathologic 
evaluation  of  a biopsy  specimen.  Frequently  electron 
microscopy  granules  or  dendritic  processes  are  re- 
quired to  confirm  the  diagnosis. 

The  neoplasm  is  an  aggressive  tumor  with  survival 
at  five  years  in  the  50%  range.  In  the  past  treatment 
was  limited  to  extracranial  surgical  approaches,  radi- 
ation therapy  or  a combination  of  the  two.  At  the 
University  of  Virginia  we  utilize  a combination  treat- 
ment protocol  of  preoperative  radiation  therapy  to 
5500  rads  followed  by  a craniofacial  resection  of  the 
cribriform  plate  and  maxillo-ethmoidal-nasal  com- 
plex. This  approach  has  been  utilized  in  five  patients. 
All  are  alive  without  evidence  of  disease. 

Laryngeal  Reconstruction  with  Hyoid  Bone  Graft. 

Anthony  E.  Harris,  MD,  Richmond. 

Stenosis  of  the  larynx  and  trachea  is  a difficult 
problem  from  the  standpoint  of  management  and  re- 
construction. Rehabilitation  must  be  directed  toward 
reconstruction  of  the  airway  and  rehabilitation  of  the 
voice.  Most  airway  problems  of  this  type  are  related 
to  external  blunt  trauma  or  prolonged  endotracheal 
intubation.  Endoscopic  treatment  can  be  employed 
for  early  stenosis  before  dense  scarring  has  occurred. 
Resection  and  direct  anastomosis  is  applicable  to  rel- 
atively short  segments  of  subglottic  or  tracheal  ste- 
nosis. Insertion  of  bone  or  cartilage  has  been  success- 
ful for  reconstruction  of  the  more  extensive  laryngeal 
and  tracheal  stenoses.  Three  cases  of  laryngeal  and 
tracheal  reconstruction  with  free  hyoid  autograft  are 
presented.  The  technique  employs  removal  of  the  en- 
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tire  hyoid  bone  with  no  muscle  pedicle.  After  the  lar- 
ynx and  trachea  are  open,  the  scar  tissue  is  removed 
and  mucosal  flaps  or  split  thickness  skin  are  used  for 
coverage.  If  a bilateral  vocal  cord  paralysis  is  a com- 
plicating factor  an  arytenoidectomy  is  performed.  A 
soft  stent  covered  with  split  thickness  skin  is  then  in- 
serted. The  hyoid  bone  is  then  fashioned  to  fit  the 
subsequent  defect,  using  several  separate  segments  if 
necessary.  This  stent  is  left  in  place  for  4-6  weeks  and 
removed  endoscopically. 

The  Tolusa-Hunt  Syndrome:  Report  of  Three  Cases. 

Francis  H.  McGovern,  MD,  Danville. 

The  Tolusa-Hunt  syndrome  is  a type  of  third  nerve 
paralysis  in  which  pain  is  a prominent  symptom.  The 
pain  and  paralysis  is  dramatically  relieved  by 
corticosteroid  therapy.  Correct  management  of  this 
syndrome  requires  careful  differentiation  from  other 
conditions  causing  a painful  ophthalmoplegia.  The 
clinician  should  be  familiar  with  the  potentially  seri- 
ous diseases  arising  in  the  area  of  the  anterior  cav- 
ernous sinus,  the  orbital  apex  and  the  superior  orbital 
fissure.  If  all  studies  are  negative,  steroid  therapy 
should  be  tried.  If  the  pain  is  relieved  and  the  paraly- 
sis disappears,  a diagnosis  of  Tolusa-Hunt  syndrome 
can  be  made. 


The  abstracts  following  summarize  papers  presented 
at  the  meeting  of  the  Virginia  Society  of  Hematology 
in  Virginia  Beach  on  June  15-16,  1979.  Other  abstracts 
from  the  same  meeting  appeared  in  the  July  issue. 

Serial  Immunologic  Studies  in  Acute  Myelogenous 
Leukemia  (AML)  Treated  by  Bone  Marrow  Trans- 
plantation. E.  C.  Russell,  T.  Mohanakumar,  N. 
Dunn,  N.  McWilliams,  and  H.  M.  Maurer,  Rich- 
mond. 

A 13-year-old  black  male  with  AML  has  been  seri- 
ally studied  before  and  after  successful  marrow 
transplantation  from  his  identical  twin. 

At  diagnosis  the  patient’s  marrow  and  peripheral 
blasts  reacted  with  both  simian  anti-AML  serum  and 
rabbit  anti-la  serum  using  cytotoxicity  and  indirect 
immunofluorescence,  while  his  twin’s  cells  were  not 
reactive  with  anti-AML  serum.  However,  the  twin’s 
B-cells  reacted  strongly  with  anti-la  serum.  The  pa- 
tient’s blasts  stimulated  both  his  twin’s  and  his  own 
remission  cells  in  mixed  lymphocyte  culture  (MLC). 
Following  transplantation,  with  the  patient  in  un- 
maintained remission,  both  his  marrow  and  periph- 
eral cells  were  nonreactive  with  anti-AML  serum, 
but  his  B-cells  remained  reactive  with  anti-la  serum. 
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(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children : Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atone  time  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  ot  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System.  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  it  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Readme')  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 
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Serial  MLC’s  showed  no  stimulation  between  the  pa- 
tient and  his  twin,  although  both  were  stimulated  by 
control  lymphocytes. 

We  conclude  that:  1)  a simian  antiserum  defining 
antigens  specifically  associated  with  myelogenous 
leukemia  may  be  useful  in  following  the  clinical 
course  of  the  disease;  2)  reactivity  with  anti-AML 
serum  appears  distinct  from  reactivity  between  anti- 
la  serum  and  normal  B-cells;  and  3)  bone  marrow 
transplantation  removed  reactivity  with  anti-AML 
serum  in  our  patient. 

Preliminary  Report  of  Combination  Comparisons  of 

Cytoxan®/Oncovin®/Prednisone  (COP)  in  Treating 
Advanced  Non-Hodgkin’s  Lymphoma.  Michael  J. 
Flaherty  and  J.  S.  Poindexter,  Richmond. 

All  patients  with  biopsy  proven  non- Hodgkin’s 
lymphoma  and  clinical  Stage  III  or  IV  disease  were 
eligible  for  study  unless  their  disease  was  resistant  to 
the  chemotherapy  used  in  the  protocol.  Previous  ra- 
diotherapy did  not  exclude  a patient  from  study,  pro- 
vided it  was  not  administered  within  two  weeks  of 
beginning  protocol  therapy. 


Initial  randomization  was  to  one  of  two  dose 
schedules  of  Oncovin®  (vincristine  sulfate),  either  20 
or  40  micrograms  per  kilogram  IV  weekly  for  four 
weeks  with  daily  oral  prednisone  at  1 mg  per  day  fo 
28  days. 

At  the  end  of  four  weeks  patients  were  randomized 
to  one  of  four  treatment  schedules  as  follows:  1) 
Daily  oral  Cytoxan®  (cyclophosphamide)  at  2 mgs 
per  kilogram  PO;  2)  Same  as  (1)  with  Oncovin®  (vin- 
cristine sulfate)  and  prednisone  (same  dose  as  in  in- 
duction) Q 4 wks;  3)  Q 4 wks  IV  Cytoxan®  at  30  mgs 
per  kilogram;  4)  Same  as  (3)  with  vincristine  and 
prednisone  (same  as  Schedule  2 above). 

Of  the  423  patients  randomized,  248  were  can- 
didates for  evaluation.  There  was  no  difference  in  re- 
mission induction  between  the  high  and  low  dosages 
of  vincristine,  although  there  was  possible  survival 
benefit  (with  complete  responders)  using  the  high 
dose  of  vincristine  with  monthly  re-inducer  doses  of 
vincristine  and  prednisone.  Re-inducer  dosages  also 
prolonged  remission  duration  in  responders.  IV 
Cytoxan  showed  no  advantage  over  the  oral  route  of 
administration  and  was  less  well  tolerated. 


PENINSULA  PSYCHIATRIC 
HOSPITAL 

A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 
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Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
genericallv.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  qualit y and  per- 
formance between  brand- 
name  products  and  their 
generic  counteij>arts.  The 
coT'ollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


‘ Matters 


MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  av  ail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  th  us 
saving  consumers  large 
sums  of  nione}’. 

FACT:  Market  data  show7 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a prov  en  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
verv  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how7  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery7,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpay  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe , either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always,  \rour  best  guide  to 
drug  therapy  for  vour  pa- 
tients is  to  select 
products — both  brands  and 
generics — h orn  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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VIRGINIA  MEDICAL 


Needed  for  Medical  Centers; 
Affiance  of  Private  Practice  and  Academe 


AS  A major  medical  center,  the  Medical  College 
of  Virginia  of  Virginia  Commonwealth  Univer- 
sity faces  a number  of  issues  as  it  looks  ahead.  Dur- 
ing the  mid-60s  and  early  70s,  the  medical  centers 
and  federal  and  state  governments  were  joined  in  a 
highly  productive  venture  to  educate  more  health 
professionals  and  increase  research  efforts.  New  tech- 
nology and  the  increase  in  biomedical  knowledge 
narrowed  the  scope  of  physicians  as  more  sub- 
specialties were  recognized.  This  was  all  in  response 
to  a forecast,  based  on  little  data,  that  we  were  short 
more  than  50,000  physicians.  Existing  medical 
schools  expanded  and  many  states  created  new 
schools,  so  that  we  doubled  the  number  of  entering 
students  between  1955  and  1975. 

By  1972,  a Carnegie  study  warned  of  over-produc- 
tion of  physicians  due  not  only  to  the  doubling  of 
American  medical  students  but  also  the  influx  of  for- 
eign physicians.  Soon,  support  funds  began  to  de- 
crease and  financial  problems  developed  for  medical 
schools  and  centers,  as  both  public  and  private  insti- 
tutions had  become  too  dependent  on  state  and  fed- 
eral funds.  Some  private  institutions  have  become 
public-assisted  schools  in  order  to  survive. 

This  editorial  is  excerpted  from  a speech  delivered  be- 
fore the  Richmond  Academy  of  Medicine  on  April  10, 
1979.  The  author,  Dr.  Ackell,  is  president  of  Virginia  Com- 
monwealth University  and  holds  doctorates  in  both  medi- 
cine and  dental  medicine. 
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Too  often,  our  profession  has  found  itself  vulner- 
able to  changes  in  federal  policy  and  controversy  de- 
velops. Education  costs,  allocation  of  patient  care 
costs,  cost  control  programs,  health  planning 
agencies,  and  a multitude  of  long  forms  and  short 
forms  have  made  us  all  aware  that  someone  else  is 
designing  our  game  plan.  Both  the  practitioner  and 
the  academician  find  themselves  being  pushed  in  di- 
rections not  in  keeping  with  their  own  primary  goals. 

In  the  medical  centers,  we  find  ourselves  relying 
more  on  private  referrals  and  practice  to  maintain  a 
quality,  full-time  faculty.  We  have  had  to  increase 
tuition  far  beyond  reasonable  limits.  One  medical 
school  now  has  a tuition  rate  of  $12,000  per  year. 
Public  institutions  have  had  to  make  major  increases 
in  their  charges  to  students.  And  now,  further  reduc- 
tion in  loan  funds  and  capitation  will  mean  a much 
higher  cost  for  medical  students.  In  the  past  year, 
many  schools  reported  a reduction  in  the  number  of 
applicants. 

New  strings  are  being  attached  to  offers  for  sup- 
port. Programs  are  now  underway  in  most  medical 
centers  to  increase  the  output  of  primary  care  physi- 
cians through  programs  in  family  practice,  general 
internal  medicine,  and  pediatrics.  At  the  same  time, 
the  Department  of  Health,  Education  and  Welfare 
and  a number  of  specialty  boards  are  recommending 
a decrease  in  the  numbers  of  housestaff  in  the  surgi- 
cal specialties  and  to  some  extent  in  medical  special- 
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ties  such  as  cardiology.  Internship  and  residency  pro- 
grams must  be  reduced,  and  the  postdoctoral 
fellowship  program  is  receiving  less  support.  Where 
once  the  medical  center  programs  were  geared  to 
meet  the  needs  of  the  undergraduates  and  housestaff 
and  fellowships  were  few,  we  now  find  these  groups 
outnumber  the  undergraduates.  Recently,  Joseph 
Califano,  while  addressing  the  Association  of  Ameri- 
can Medical  Schools,  suggested  not  only  reducing 
housestaff  numbers  but  also  the  size  of  the  under- 
graduate class  (although  such  a reduction  would  be 
breaking  present  federal  law).  Add  to  this  the  fact 
that  many  of  the  major  academic  medical  centers  sit 
in  the  midst  of  the  troubled  inner  cities,  with  all  the 
associated  problems  of  transportation,  flight  to  the 
suburbs,  a reduced  tax  base,  and  an  increasing  pro- 
portion of  patients  who  are  unable  to  pay  for  care. 

Public  academic  medical  centers  cannot  pick  up 
and  move  to  a new  environment  as  the  private  busi- 
ness sector  can.  They  have  remained  and  continued 
to  serve  the  local  population,  here  developed  refer- 
rals from  local  and  distant  physicians,  and  very  im- 
portantly, have  become  and  remained  the  centers  for 
the  new  biologic  sciences  research.  Personnel  of  all 
types  are  needed  in  such  expanded  research  and  serv- 
ice functions.  Consequently,  the  academic  medical 
center  finds  itself  becoming  one  of  the  largest  em- 
ployers of  people  living  in  the  central  city  and  local 
suburbs. 

The  many  problems  besetting  the  teaching  centers 
would  indicate  a need  for  reevaluation  of  purpose 
and  goals.  In  today’s  society,  a period  of  account- 
ability, efficiency,  and  a requirement  for  interaction 
with  the  local  community  is  mandatory.  Physicians 
are  not  management  experts,  financiers,  city  plan- 
ners, or  labor  relations  experts.  I don’t  believe  that  as 
a group  they  would  have  the  aptitude  or  desire  to 
deal  with  these  problems.  The  physician  should  be 
left  to  teach  medicine,  do  research,  and  provide  ade- 
quate patient  care  and  let  others,  non-MDs,  handle 
the  operational  problems. 

Secondly,  cooperative  arrangements  should  be  de- 
veloped with  other  institutions  to  share  in  high-cost 
facilities,  equipment,  and  services.  All  the  needs  of 
the  academic  medical  center  need  not  be  within  its 
own  walls. 

The  medical  centers  must  look  realistically  at  the 
needs  for  health  manpower  and  adjust  their  pro- 
grams accordingly.  More  generalist  training  and  less 
subspecialty  training  seem  to  be  the  current  trend. 
Medical  students  and  housestaff,  while  decreasing  in 
numbers,  will  be  exposed  to  education  and  training 
which  more  accurately  demonstrate  the  medical 
problems  of  society  at  large.  There  must  be  a closer 


working  relationship  between  academe  and  private 
practice.  Both  parties  should  develop  the  future  of 
medicine:  its  mode  of  practice,  its  financing,  its  man- 
power needs,  a solution  to  maldistribution,  and  an 
improvement  of  the  efficiency  of  medical  care  deliv- 
ery. This  last  item  would  assume  acceptance  of  a 
non-physician  actively  participating  in  the  delivery 
of  medical  care.  When  such  problems  are  tackled,  it 
will  be  easier  for  the  medical  center  to  train  the  type 
and  number  of  individuals  needed  locally  and  re- 
gionally. We  no  longer  need  to  meet  national  needs 
since  we  have  approximately  120  medical  schools 
and  centers  across  the  nation.  Each  can  meet  local 
and  regional  needs. 

A large  number  of  health-related  professions  have 
been  developing  and  appear  to  be  continuing.  It  is 
time  to  put  a stop  to  new,  narrowly  defined  occupa- 
tions. Each  new  piece  of  equipment  or  procedure 
seems  to  demand  a new  type  of  person.  We  can  no 
longer  easily  develop  new  programs  to  teach  new 
people.  The  financial  burden  is  beyond  the  resources 
that  the  teaching  center  can  muster.  The  problem  is 
not  one  of  responding  to  the  public,  but  rather  to  the 
profession.  We  end  up  training  too  many  for  but  a 
few  places.  Also,  the  profession  has  divided  itself  into 
so  many  subspecialties  that  we  cannot  provide  ade- 
quate training  programs  separately  for  each  area  of 
interest. 

The  academic  medical  center  is  continually  in  pe- 
riodic crisis.  The  process  is  one  of  putting  itself  out  of 
business  as  it  trains  people  who  practice  in  the 
nearby  community.  So  we  shift  emphasis  according 
to  new  needs  but  seldom  decrease  the  commitment  to 
an  old  program.  We  have  arrived  at  a point  where 
old  programs  must  be  evaluated  in  terms  of  their 
contribution  to  medical  education.  Programs  may 
need  to  be  reduced;  some  may  need  to  be  phased  out. 
The  lack  of  a clear  commitment  of  cooperation  be- 
tween academe  and  private  practice  has  allowed  the 
government  agencies  opportunities  for  greater  influ- 
ence in  health  and  health  professions  education. 

At  the  Medical  College  of  Virginia  we  have  faced 
some  of  the  programs  I have  mentioned.  We  are  one 
of  the  largest  medical  centers  in  the  country;  we  are 
an  inner-city  center  coping  with  many  of  the  local 
problems.  But  our  survival  and  our  progress  will  de- 
pend to  some  extent  on  our  relationship  with  the 
practicing  community.  We  know  we  will  no  longer 
grow  in  size — in  fact,  we  may  get  a little  smaller;  but 
we  have  the  opportunity  to  grow  in  quality  of  educa- 
tion, research,  and  service. 

Edmund  F.  Ackell,  DMD,  MD 
President,  Virginia  Commonwealth  University 
910  West  Franklin  Street,  Richmond  VA  23220 
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Robert  Finley  Gayle  III 
1922-1979 

By  Merritt  W.  Foster,  Jr.,  MD 

Being  the  son  of  “old  Dr.  Gayle,”  Finley  had  a 
tough  act  to  follow  but  he  did  a super  job.  From  his 
father  he  inherited  an  intuitive  feel  for  patients,  their 
diagnosis  and  treatment,  and  developed  his  own 
“shoot  from  the  hip”  approach  which  was  usually  on 
the  mark  and  rarely  far  from  the  target.  From  both 
his  mother  and  his  father  he  refined  a most  engaging 
and  entertaining  style  that  made  him  a delightful  ra- 
conteur both  in  the  drawing  room  with  the  ladies  and 
in  the  library  over  brandy  and  cigars  with  the  men. 
He  was  sought-after  company  for  all  social  functions, 
from  exclusive  dinner  parties  to  brawling  club 
smokers.  Impulsive  at  times,  he  was  capable  of  me- 
ticulous detailed  work,  and  yet  never  was  the  Gayle 
motto,  “Patience  prevails,”  more  wasted  on  a mem- 
ber of  the  clan.  He  was  chivalrous  and  protective  of 
the  opposite  sex  and  yet  capable  of  a devilish  earth- 
iness. He  offended  some  who  found  his  overbearing 
straightforwardness  irritating  and  who  misinter- 
preted his  penchant  for  honesty  as  arrogance.  He  was 
loved  by  all  who  really  knew  him  and  who  could  see 
beyond  the  occasional  indifference  and  snobbishness, 
which  he  used  to  defend  against  a basic  little-boy 
shyness. 

The  invincible  and  unswerving  strength  of  his  con- 
victions endeared  him  to  emotionally  troubled  pa- 
tients who  found  comfort  in  his  strength  and  support, 
which  they  perceived  themselves  as  lacking  during 
the  healing  process.  This  same  trait  endeared  him  to 
his  colleagues,  in  administrative  as  well  as  clinical 
matters,  especially  when  quick,  important  decisions 
were  needed.  In  his  therapeutic  relationships  he  was 
capable  of  an  intense,  deep-seated  understanding, 
which  enabled  him  to  quickly  ferret  out  basic  causa- 
tion and  painful  traumatic  conflict.  This  was  coupled 
with  an  urgency  that  rapidly  corralled  circumstantial 
and  ruminative  patients  and  forced  them  to  get  down 
to  business.  His  style  left  him  time  to  stay  abreast  of 
the  literature.  An  avid  reader,  he  enjoyed  contempo- 
rary fiction  as  well  as  the  more  monotonous  medical 
writing.  If  anyone  ever  showed  a flight  into  reality,  it 
was  Finley — how  to  do  it,  where  to  find  it,  how  to  get 
things  done. 


He  was  especially  proud  of  his  heritage — on  his 
mother’s  side,  a solid  patrician  lineage  from  south- 
side  Virginia  into  eastern  North  Carolina;  through 
his  father,  nationally  statured  in  psychiatry  as  presi- 
dent of  the  American  Psychiatric  Association  and  for 
many  years  department  chairman  at  the  Medical 
College  of  Virginia;  a grandfather  who  was  a pre- 
siding elder  in  the  Methodist  Church;  and  on  to  sea- 
faring ancestors  in  Mathews  County. 

Dr.  Gayle  was  born  on  March  1 1,  1922,  the  son  of 
Elizabeth  Marshall  Cole  Gayle  and  Dr.  Robert  Fin- 
ley Gayle,  Jr.  He  was  graduated  from  St.  Christo- 
pher’s School,  Richmond,  entering  Hampden  Sydney 
College  in  1941.  Two  years  later,  in  a typical  impul- 
sive burst  of  patriotism,  he  left  college  to  join  the 
Army  Air  Force.  Serving  as  a pilot  in  the  European 
Theatre  in  the  325th  Fighter  Group  from  1943  to 
1946,  he  was  discharged  a first  lieutenant.  Though 
proud  of  his  combat  experience,  he  perceived  it  as  a 
necessary  duty  in  the  service  of  his  country  but  rarely 
if  ever  could  be  drawn  into  recitation  of  the  details. 
He  returned  to  Hampden  Sydney  to  complete  his  un- 
dergraduate education,  proceeding  to  the  Medical 
College  of  Virginia  where  he  received  his  Doctor  of 
Medicine  in  1951.  A rotating  internship  at  the  MCV 
Hospital  was  followed  by  a psychiatric  residency  in 
the  Westchester  division  of  Cornell’s  New  York  Hos- 
pital. After  two  years  of  training  in  New  York  he  re- 
turned to  the  Medical  College  of  Virginia  Hospital 
for  a final  year’s  residency.  In  1955  he  entered  pri- 
vate practice  in  partnership  with  his  father  and  the 
author  of  this  memoir.  He  continued  in  the  same 
partnership  after  his  father  expired  in  1957  until  his 
own  death  Februrary  12. 

He  appreciated  the  finer  things  in  life,  with  tastes 
that  varied  from  gourmet  selection  to  more  mundane 
native  delicacies  such  as  quail  hash,  blackeyed  peas, 
stewed  tomatoes  and  side  meat.  He  was  equally  at 
home  with  a bottle  of  vintage  Chateau  D’yquem  or  a 
glass  of  Hearty  Burgundy,  a drink  of  Old  Bushmill  or 
a locally  bottled  Scotch.  An  expert  fly  fisherman,  he 
was  also  an  avid  and  competitive  golfer,  asking  no 
quarter  and  giving  none.  Other  hobbies  reflected  an 
interest  in  cabinetmaking  and  craftsmanship,  even  to 
the  unusual  and  absorbing  skill  of  fashioning  his  own 
golf  clubs.  He  thrilled  to  the  rush  of  mallard  wings  at 
first  fight,  Canadian  honkers  circling  a cornfield,  and 
a flight  of  black  necks  sailing  in  off  the  bay  at  sunrise. 
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Like  most  gunners  there  were  days  when  he  couldn’t 
hit  the  floor  with  his  hat,  but  on  other  days  he  was  a 
pretty  fair  country  shot,  and  he  always  revelled  in  the 
conviviality  that  follows  the  hunt.  Borrowing  from 
Walter  Hagen’s  credo,  he  didn’t  want  to  be  a million- 
aire, he  just  wanted  to  live  like  one. 

A very  discriminating  man,  he  was  also  attracted 
to  a pretty  face,  nubile  figure  and  well-turned  limb. 
When  his  conservative  and  proper  father  forced  him 
to  leave  home  and  move  to  St.  Phillips’  extern  quar- 
ters, he  noted  with  amusing  and  pleased  anticipation, 
as  the  social  columns  reported,  “Dr.  and  Mrs.  R.  Fin- 
ley Gayle,  Jr.,  announce  the  engagement  of  Mrs. 
Gayle’s  daughter,  Jane  Lowry  Dale,  to  Dr.  Gayle’s 
son,  Robert  Finley  Gayle,  III.”  In  addition  to  his 
wife,  Betsy,  Finley  is  survived  by  two  daughters,  Sa- 
rah Gayle  Branch  and  Elizabeth  Marshall  Gayle, 
and  a son,  Robert  Finley  Gayle,  IV.  An  older  sister, 
Elizabeth  Gayle  Rouse  of  Williamsburg,  and  a 
younger  brother,  John  Cole  Gayle  of  Richmond,  also 
survive.  Fatefully  stricken  at  his  very  zenith,  Finley 
lived  life  qualitatively  not  quantitatively. 

Dr.  Gayle  was  certified  by  the  American  Board  of 
Psychiatry  and  Neurology  in  1961.  Moving  up 
through  the  ranks  at  MCV,  at  the  time  of  his  death 
he  was  associate  clinical  professor  of  psychiatry.  He 
was  a fellow  of  the  American  Psychiatric  Associa- 
tion, a fellow  of  the  Southern  Psychiatric  Association 
and  a past  president  of  the  Neuropsychiatric  Society 
of  Virginia.  He  was  also  a member  of  the  Richmond 
Academy  of  Medicine,  the  SMA,  The  Medical  So- 
ciety of  Virginia  and  the  AMA.  He  was  a former 
chief  of  the  psychiatric  service  at  Richmond  Memo- 
rial Hospital,  an  attending  psychiatrist  at  Westbrook 
Psychiatric  Hospital  and  St.  Mary’s  Hospital,  and  a 
consulting  psychiatrist  at  most  of  the  area’s  general 
hospitals  and  the  Virginia  Home.  He  was  the  author 
of  several  articles  on  psychiatric  subjects  and  had 
given  papers  before  the  Tri-State  Medical  Society 
and  the  Atlantic  Coastline  Surgeons,  of  which  he  was 
a member.  He  was  the  chief  medical  officer  for  the 
Virginia  Supplemental  Retirement  System  and  a 
member  of  the  Professional  Relations  Committee  of 
Blue  Cross  and  Blue  Shield  of  Virginia.  He  was  also 
a member  of  the  Richmond  Junior  Clinical  Club.  He 
treasured  memberships  in  the  Country  Club  of  Vir- 
ginia, the  Commonwealth  Club,  Sons  of  the  Revolu- 
tion, and  was  a communicant  of  St.  Stephen’s  Epis- 
copal Church. 

When  the  time  comes  for  that  last  great  flyover  in 


the  sky,  it  will  be  good  to  have  him  back  in  forma- 
tion, but  until  that  time,  he  is  one  wingman  who  will 
be  sorely  missed. 

Williams  E.  Pembleton 
1909-1979 

By  Waver ly  M.  Cole,  MD 

Dr.  Williams  E.  Pembleton  died  on  Sunday, 
March  11,  1979,  after  a brief  illness.  His  stamina, 
courage  and  confidence  throughout  his  illness  re- 
mained constant  until  the  very  end  and  further  sub- 
stantiated his  strong  character  and  tranquility  of 
spirit. 

He  earned  a BA  degree  from  the  University  of 
Wisconsin  and  an  MA  and  MD  from  the  University 
of  Pennsylvania.  From  1937  to  1942,  he  was  a resi- 
dent in  internal  medicine  at  the  Medical  College  of 
Virginia  and  also  had  a fellowship  in  pulmonary 
medicine.  His  residency  in  anesthesiology  was  at  the 
Hartford  Hospital  and  Yale  University  from  1946  to 
1948.  He  was  certified  by  the  American  Board  of 
Anesthesiology  and  was  professor  and  chairman  of 
the  Department  of  Anesthesiology  at  the  Medical 
College  of  Virginia  from  1948  to  1969. 

He  was  active  in  many  medical  societies,  having 
been  a founder  and  past  president  of  the  Virginia  So- 
ciety of  Anesthesiologists.  Also,  he  was  a past  presi- 
dent of  the  Richmond  Society  of  Anesthesiologists. 
Dr.  Pembleton  established  the  first  Anesthesia  Resi- 
dency Program  in  the  state  of  Virginia.  Many  of  the 
present  anesthesiologists  in  Virginia  were  trained  by 
him. 

Dr.  Pembleton  published  many  scientific  papers 
but  is  best  remembered  for  his  patience,  devotion  to 
duty,  and  his  expertise  as  a clinical  teacher  of  anes- 
thesia. There  was  never  an  occasion  when  a patient’s 
welfare  could  be  compromised. 

The  Virginia  Society  of  Anesthesiologists  awarded 
him  their  first  Distinguished  Service  Award  in  1978. 
His  hallmark  was  professional  excellence  and  among 
his  finest  personal  qualities  were  his  integrity,  loy- 
alty, friendship,  quiet  modesty,  and  his  unfailing  sup- 
port of  his  colleagues. 

Dr.  William  E.  Pembleton  has  left  his  mark  on  the 
profession  in  a very  positive  way. 

These  memoirs  prepared  and  published  at  the  request 
of  the  Richmond  Academy  of  Medicine. 


622 


VIRGINIA  MEDICAL/ AUGUST,  1979 


VOLUME  106 


Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Fever. 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 


THINK  RMSF 


REMEMBER 


j the  first  symptoms  are: 


SEVERE  HEADACHE 

FEVER 

MYALGIA 

When  the  rash  appears,  it's  getting  late- 


s message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  Virginia. 


WHO’S  WHO 


It’s  the  season  for  new  specialty 
society  officers,  and  to  Dr.  Thomas 
M.  Fulcher,  Fairfax,  goes  the  dis- 
tinction of  being  elected  twice:  He  is 
the  new  president  of  the  Virginia 
Chapter  of  the  American  College  of 
Surgeons,  and  the  new  treasurer  of 
the  Virginia  Surgical  Society.  Dr. 
Fulcher,  a thoracic  and  vascular 
surgeon,  is  a past  president  of  the 
Fairfax  County  Medical  Society. 

To  support  Dr.  Fulcher’s  presi- 
dency, the  800  surgeons  of  the  Vir- 
ginia Chapter,  American  College  of 
Surgeons  elected  Dr.  William  L. 
Sibley  III,  Roanoke,  as  vice-presi- 
dent, and  reelected  Dr.  Joseph  M. 
Deignan,  Jr.,  Winchester,  as  secre- 
tary-treasurer. 

New  president  of  the  Virginia 
Surgical  Society  is  Dr.  E.  Armistead 
Talman,  Richmond.  Other  officers 
elected  with  him,  in  addition  to  Dr. 
Fulcher,  are  Dr.  William  Levi  Old, 
Jr.,  Norfolk,  vice  president;  and  Dr. 
Frank  S.  Blanton,  Jr.,  Bristol,  Ten- 
nessee, secretary. 

Dr.  James  H.  Stallings,  Jr.,  Falls 
Church,  is  the  new  president  of  the 
Virginia  Chapter  of  the  American 
Academy  of  Pediatrics.  Alternate 
chapter  chairman  is  Dr.  Douglas  E. 
Pierce,  Roanoke,  and  Dr.  Joseph  R. 
Zanga,  Richmond,  is  the  new  secre- 
tary-treasurer. 

Dr.  Anita  B.  Salomonsky,  Rich- 
mond, is  the  new  president  of  the 
Virginia  Society  of  Anesthesiolo- 
gists. Elected  to  office  with  her  at  the 
Society’s  annual  meeting  were  Dr. 
Jack  R.  Woodside,  Fairfax,  vice 
president;  Dr.  Frederick  K. 
McCune,  Virginia  Beach,  secretary; 
and  Dr.  Richard  L.  Keenan,  Rich- 
mond, treasurer. 

Virginia  Medical  will  publish 
in  the  November  issue  a compre- 


hensive listing  of  current  Virginia 
specialty  society  officers. 

Dr.  Alfred  B.  Cramer  III,  Cul- 
peper internist,  has  been  elected 
chairman  of  the  Republican  party  in 
Virginia  by  the  Republican  State 
Central  Committee.  He  will  serve 
out  the  one-year  term  left  unexpired 
by  the  resignation  of  the  previous 
chairman.  A lifelong  Republican 
and  longtime  party  activist,  Dr.  Cra- 
mer has  been  western  vice  chairman 
of  the  state  GOP  since  1976  and  was 
7th  Congressional  District  chairman 
for  four  years  before  that.  He  is  a 
native  of  Norfolk  and  first  practiced 
in  Richmond  after  graduating  from 
the  Medical  College  of  Virginia. 

New  president  of  the  Virginia 
Thoracic  Society,  the  medical  divi- 
sion of  the  Virginia  Lung  Associa- 
tion, is  Dr.  Charles  F.  Ballou  III, 
medical  director  of  respiratory  ther- 
apy at  Alleghany  Regional  Hospital, 
Clifton  Forge.  Dr.  Ballou  also  has 
been  for  many  years  team  physician 
of  the  Clifton  Forge  High  School 
football  team,  and  at  its  recent  an- 
nual banquet  the  Clifton  Forge 
Quarterback  Club  honored  him 
with  a gift — a jacket  similar  to  those 
worn  by  the  coaching  staff,  with 
“Dr.  Ballou”  embroidered  below 
the  team’s  initials. 

To  Dr.  William  J.  Ellis,  Covington 
surgeon,  went  the  Hudnall-Citizen 
of  the  Year  Award  conferred  by  the 
Covington  Kiwanis  Club  for  out- 
standing community  service  in  1978, 
and  the  Hudnall  Cup,  named  for  the 
late  Dr.  B.  Ryland  Hudnall,  was 
presented  to  Dr.  Ellis  as  a symbol  of 
the  honor.  Dr.  Ellis  was  born  in 
Ohio  but  has  lived  most  of  his  life  in 


Covington.  He  was  graduated  from 
Covington  High  School  in  1923, 
completed  his  undergraduate  work 
at  William  and  Mary,  and  earned 
his  medical  degree  at  the  Medical 
College  of  Virginia.  His  community 
service  includes  39  years  as  football 
team-  physician  for  the  Covington 
High  School  and  a term  as  president 
of  the  School’s  Alumni  Association. 
He  was  chief  of  staff  at  Alleghany 
Memorial  Hospital  for  many  years 
and  was  recently  elected  secretary  of 
the  new  Alleghany  Regional  Hospi- 
tal Commission. 

Dr.  Edward  W.  Hook,  professor 
and  chairman  of  the  department  of 
internal  medicine  at  the  University 
of  Virginia  School  of  Medicine, 
Charlottesville,  and  an  associate  edi- 
tor of  Virginia  Medical,  has  been 
elected  to  a three-year  term  on  the 
American  Board  of  Medicine. 

Dr.  John  F.  Kelly,  Fairfax  pedia- 
trician, was  honored  recently  by  the 
Georgetown  University  School  of 
Medicine’s  department  of  pediatrics 
with  its  Pediatrician  of  the  Year 
award,  and  Dr.  Gerald  H.  McAteer, 
Falls  Church,  was  the  first  recipient 
of  an  award  for  Distinguished  Serv- 
ice in  Pediatric  Surgery. 

Dr.  Francis  H.  McGovern,  Dan- 
ville, has  been  elected  chairman  of 
the  board  of  directors  of  Danville 
Community  College. 

“Boss  of  the  Year”  was  the  title 
conferred  on  Dr.  Leroy  Smith,  Jr., 
Richmond,  by  the  Shockoe  Valley 
Chapter  of  the  American  Business 
Women’s  Association.  The  plastic 
surgeon  was  nominated  for  the 
honor  by  his  nurse,  Mary  Margaret 
Dillon,  who  has  worked  for  him  for 
27  years. 

Dr.  Michael  E.  Davidov,  Falls 
Church  cardiologist,  has  been 
elected  president  of  the  medical 
staff  of  Jefferson  Memorial  Hospi- 
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tal,  a post  he  will  hold  concurrently 
with  his  vice  presidency  of  the 
American  College  of  Angiology. 

In  Radford , Dr.  Richard  D.  Alder- 
fer,  family  practitioner,  has  been 
elected  chief  of  staff  of  Radford 
Community  Hospital. 

From  the  University  of  Virginia 
comes  an  issue  of  the  Claude  Moore 
Health  Services  Library  News  with 
an  announcement  relating  to  Dr. 
Harry  J.  Warthen,  Richmond  sur- 
geon and  Editor  Emeritus  of  Vir- 
ginia Medical.  On  display  in  the 
History  of  Medicine  and  Rare  Book 


Room  of  the  Library,  the  item  noti- 
fies, are  tongs  designed  by  Dr.  War- 
then  during  his  residency  at  Johns 
Hopkins  Hospital  to  obtain  traction 
in  cases  of  fracture  of  the  femur.  Dr. 
Warthen  was  graduated  from  the 
University  of  Virginia  School  of 
Medicine  in  1925. 

Dr.  William  E.  Roll,  Jr.,  Fairfax, 
is  the  new  president  of  the  Northern 
Virginia  Academy  of  Surgery. 
Elected  to  serve  with  him  were  Dr. 
George  A.  Whipple,  Fairfax,  vice 
president;  Dr.  Merrill  S.  Climo, 
Falls  Church,  secretary;  and  Dr. 


Robert  L.  Adeson,  Alexandria, 
treasurer. 

The  Distinguished  Service  Award 
of  the  Virginia  Society  of  Anes- 
thesiologists was  conferred  this  year 
on  Dr.  Randolph  M.  Jackson,  Win- 
chester, for,  said  the  citation  accom- 
panying the  award,  his  influence  “in 
establishing  practical  guidelines  for 
continuous  medical  education  in 
Virginia.”  Dr.  Jackson  is  a past 
president  of  the  Society  and  is  serv- 
ing his  third  term  on  the  board  of 
directors  of  the  American  Society  of 
Anesthesiologists. 


IWM 


SEABOARD 

medical 

ASSOCIATION 

OF 

north  Carolina 
and 

VIRGINIA 

■-0K°ANIZEn  ,BnB 


Sunshine  and  seashore  attire 

set  a congenial  tone  for  the  annual  3-day 
meeting  of  the  Seaboard  Medical  Asso- 
ciation of  Virginia  and  North  Carolina 
in  Nags  Head  this  summer,  and  past 
presidents  of  the  Association  gathered 
jovially  for  this  picture.  From  left  to 
right:  Dr.  Julian  W.  Selig,  Jr.,  Norfolk, 
who  was  president  in  1975;  Dr.  Henry 
Stephenson,  Jr.,  Washington  NC,  1970; 
Dr.  Charles  J.  Sawyer,  Ahoskie  NC, 


1976;  Dr.  G.  Reginald  Tucker,  Jr.,  Hen- 
derson NC,  1972;  Dr.  Richard  A.  Mlad- 
ick,  Virginia  Beach,  immediate  past 
president;  Dr.  Walter  P.  Adams,  Nor- 
folk, 1963,  who  is  also  a past  president 
of  The  Medical  Society  of  Virginia;  Dr. 
R.  G.  Grinnan,  Jr.,  Norfolk,  1951;  Dr.  A. 
Tyson  Jennette,  Wilson  NC,  1978;  Dr. 
R.  R.  Menendez,  Emporia,  1971;  and 
Dr.  A.  A.  McLean,  Jr.,  Murfreesboro 
NC,  1974.  About  140  Virginia  and  North 


Carolina  physicians  in  diverse  special- 
ties attended  scientific  sessions,  with 
speakers  of  national  repute,  and  busi- 
ness sessions,  presided  over  by  the  cur- 
rent president.  Dr.  John  Cotton  Tayloe, 
New  Bern  NC,  these  working  periods  in- 
terspersed with  some  therapeutic  boat- 
ing and  fishing.  Founded  in  1898,  the 
Seaboard  Medical  Association  contin- 
ues today  in  vigorous  health,  as  this 
lively  photograph  attests. 


VOLUME  106 


VIRGINIA  MEDICAL/AUGUST  1979 


625 


VI RGINiA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  10<t  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road.  Richmond  V A 23221. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  cov- 
erage. For  full  details  and  rates  contact  Daniel  R. 
Hoffman,  Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


TO  RENT — Three  new  beach  cottages.  Long  fall  and  win- 
ter and  spring  weekends  (or  weeks).  Oceanfront,  magnifi- 
cent view  sea  to  sound.  Open  beach  for  miles.  Isolated.  Su- 
perb surf  fishing.  Heat  and  air  conditioning.  Four  to  five 
bedrooms,  sleeping  ten  to  twelve.  Superbly  furnished,  ex- 
cept linens.  Located  Avon,  North  Carolina,  3Vi  miles  north 
of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD,  5326  Edge- 
water  Drive,  Norfolk  VA  23508. 

PHYSICIAN  seeks  cardiology  practice  on  Eastern  Shore 
to  begin  in  the  summer  of  1980.  Please  contact  Dr.  J. 
Truax,  13414  LaPlace  Circle,  Apt.  #120,  Tampa,  Florida 
33612. 


DIRECTOR  OF  VIRGINIA  TREATMENT 
CENTER  FOR  CHILDREN, 
FACULTY  APPOINTMENT 

The  Medical  College  of  Virginia/Virginia  Com- 
monwealth University  and  the  Virginia  Department 
of  Mental  Health  and  Mental  Retardation  are  seek- 
ing a qualified  professional  for  the  position  of  Direc- 
tor of  the  Virginia  Treatment  Center  for  Children/ 
Chairman  of  the  Division  of  Child  Psychiatry,  MCV. 
Responsible  for  the  development  and  implementation 
of  patient  care,  training,  and  research  program.  The 
Center  is  located  on  the  MCV  campus  and  includes 
40  inpatient  beds  and  outpatient  clinic  and  an  active 
consultation-liaison  service.  Stimulating  professional 
and  academic  environment.  Excellent  benefits,  salary 
negotiable  based  on  training  and  experience.  Send 
curriculum  vitae  to  Personnel  Office,  DMH&MR, 
PO  Box  1797,  Richmond  VA  23214. 

An  Equal  Opportunity  Employer 


VIRGINIA — Unique  opportunity,  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 

FOR  LEASE — New  condominium-type  professional  office 
suite  located  in  the  heart  of  Fairfax,  walking  distance  to 
Fairfax  Hospital.  Perfect  for  physician,  dentist  or  attorney. 
1000  sq.  ft.  with  office,  three  examination  rooms,  labora- 
tory, receptionist  and  waiting  rooms,  two  rest  rooms.  Wall- 
to-wall  carpeting,  heating/air  conditioning  system  with 
heat  pump.  Elevator  and  ample  parking.  Available  Septem- 
ber 1,  1979.  Cali  (703)  437-6379  after  6:00  PM. 

LOCUM  TENENS  wanted  in  Radiology.  Licensed  in  Vir- 
ginia, West  Virginia,  North  Carolina,  South  Carolina, 
Washington  DC.  Reply  to  Box  28,  Virginia  Medical, 
4205  Dover  Road,  Richmond  VA  23221. 


PHYSICIANS  WANTED 
RICHMOND  ENVIRONS 

Physician  to  work  four  or  five  hours,  one  or  two  af- 
ternoons or  evenings  per  week,  licensed  hospital 
resident  acceptable;  also  full-time  internist  or  gener- 
alist and  a semi-retired  physician.  JCAH  hospital 
nearby.  Send  curriculum  vitae  to  Box  20,  VIRGINIA 
Medical,  4205  Dover  Road,  Richmond  VA  23221. 


EMERGENCY  ROOM  PHYSICIAN 

Needed:  one  emergency  room  physician  to  join  6- 
man  group  in  new  emergency  facility  of  a 360-bed 
acute  general  hospital,  affiliated  with  new  medical 
school  at  Marshall  University.  40,000  visits  annually. 
$60,000  guarantee  against  fee  for  service,  plus  fringe 
benefits,  including  malpractice  insurance.  Emer- 
gency resident  graduate  student  preferred.  Send  cur- 
riculum vitae  to  E.  B.  Santos,  MD,  Director  of 
Emergency  Department,  Cabell  Huntington  Hospi- 
tal, 1340  Hal  Greer  Boulevard,  Huntington,  West 
Virginia  25701. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
and  its  COMPONENT  SOCIETIES 

Sponsored 


for  Members  and  their  Families 


6.  EXCESS  MAJOR  MEDICAL  PLAN 
($250,000) 

■ Pays  100%  of  most  medical  expenses  up  to 
$250,000  after  satisfaction  of  $15,000, 
$25,000  or  $50,000  deductible. 

7.  IN-HOSPITAL  EXPENSE  PLAN* 

Benefits  paid  to  you 

■ Daily  benefits  of  up  to  $100  are  payable  to 
you  for  each  day  you  or  your  dependents 
are  hospital  confined.  Increased  benefits  for 
Cancer  and  Intensive  Care  are  also  included. 


1.  LIFE  INSURANCE* 

■ Member  limits  increased  to  $250", 000 

■ Spouse  limits  also  increased  to  $250,000 

■ Reduced  premiums. 

2.  DISABILITY  INCOME 


Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

■ Benefits  increased  to  $4,000  per  month  for 
first  two  years  of  disability — $2,000  per 
month  thereafter. 

■ New  Cost  of  Living  Adjustment 

3.  MAJOR  MEDICAL  INSURANCE 

($100,000)* 

■ Maximum  Limit  increased  to  $100,000  with 
100%  payable  after  insured  has  incurred 
$25,000  of  expenses. 

■ Room  and  Board  Benefits  increased  to  80% 
of  $125. 

■ Medicare  Supplement  now  available. 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  are 
disabled 

■ Benefits  now  available  up  to  $5,040  per 
month  with  new  up-to-date  plan  design. 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE* 

■ Up  to  $500,000  now  available  to  members. 

■ Benefits  now  offered  to  all  family  members. 

*Also  available  to  employees  of  members. 


8.  CANCER  EXPENSE  INSURANCE 

■ New  plan  offered  strictly  to  combat  the 
high  cost  of  treating  Cancer. 

9.  EMPLOYEE  DISABILITY 

Pays  your  employee  an  income  when 
disabled 

■ Benefits  available  up  to  $800  per  month  for 
up  to  one  year  of  disability. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 

IN  ROANOKE 
PHONE  344-5000 

DAVID  A.  DYER 
& ASSOCIATES 

Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
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Sneak  Preview: 

The  1979  Meeting 

FOR  the  first  time  in  its  132-year  history,  the  An- 
nual Meeting  of  The  Medical  Society  of  Virginia 
will  be  convened  this  year  at  the  Homestead,  in  Hot 
Springs,  Virginia.  The  Homestead’s  spacious  prem- 
ises offer  not  only  relaxing  comfort  for  members  at- 
tending the  meeting  but  a larger  latitude  in  the  pro- 
gramming for  that  meeting.  Here  is  a “sneak 
preview”  of  what’s  in  store  on  November  1 to  4. 

Central  to  these  annual  gatherings  are  the  working 
sessions  of  the  House  of  Delegates  and  references 
committees,  whose  members  deliberate  resolutions 
relating  to  the  conduct  and  attitude  of  the  Society. 
This  year,  on  the  recommendation  of  the  Society’s  at- 
torney, important  changes  in  the  Articles  of  Incorpo- 
ration are  to  be  considered. 

Culminating  the  business  sessions  will  be  the  elec- 
tion of  new  officers,  when  the  current  president.  Dr. 
Charles  E.  Davis,  Jr.,  will  transfer  the  presidential 
gavel  to  the  incoming  president,  Dr.  George  M. 
Nipe. 

The  scientific  program,  under  the  chairmanship  of 
Dr.  Reuben  B.  Young,  promises  a variety  of  useful 
information  for  the  clinician.  Among  the  subjects  to 
be  discussed:  behavioral  therapy,  with  attention  to 
the  modification  of  smoking,  obesity,  and  nervous 
tension;  a group  of  studies  derived  from  family  prac- 
tice, including  vaginitis,  high  risk  pregnancy,  myo- 
cardial infarction,  herpes  simplex,  and  stool  guiac 
testing;  management  of  common  inflammatory  der- 
matoses; for  the  elderly  patient,  management  of  uri- 
nary tract  infections,  drug  therapy,  and  alternatives 
to  institutionalization;  new  activities  in  in  vitro  fertil- 
ization and  its  ethical  considerations;  advances  in  the 
management  of  childhood  cancer;  the  emotional 
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problems  of  adolescence,  particularly  depression  and 
suicide,  sexual  concerns,  and  rebellion. 

There  will  also  be  a section  on  Virginia’s  medical 
malpractice  review  panels,  to  be  discussed  by  a sur- 
geon, a lawyer,  a judge,  a professor  of  legal  medicine, 
and  a representative  from  the  Supreme  Court  of  Vir- 
ginia. 

In  the  big  Conference  Center  West  hall,  62  exhib- 
its will  be  yours  for  the  viewing,  the  largest  display 
ever,  with  26  scientific  exhibits  and  36  technical  ex- 
hibits. Coffee  and  Danish  will  be  served  early  in  the 
morning,  Coca-Cola  and  coffee  will  be  available  dur- 
ing the  customary  daytime  hours,  and  for  the  first 
time  there  will  be  after-dinner  hours,  from  8 to  10 
o’clock  Friday  night. 

The  winner  of  the  MSV  Challenge  Cup  for  golf 
will  be  determined  on  the  Homestead  course  adja- 
cent to  the  hotel’s  Casino,  and  the  tennis  com- 
petition, singles  and  doubles,  will  occur  on  the  courts 
nearby. 

At  the  banquet  Saturday  night,  the  Tommy  Dor- 
sey orchestra,  led  by  Buddy  Morrow,  will  play  for 
dancing,  with  a repertoire  of  the  melodious  classics 
that  Tommy  Dorsey  made  famous  in  the  30s  and  40s, 
plus  other  popular  music  ranging  from  Dixieland, 
rhythm,  and  blues,  to  today’s  ballads  and  rock  tunes. 

Your  program,  with  complete  details  of  these  and 
all  other  events,  will  be  bound  into  the  October  issue 
of  Virginia  Medical. 


You’ll  Get  Gas  at  the  Homestead! 

The  Homestead  garage’s  allocation  of  gaso- 
line is  reserved  strictly  for  Homestead  guests, 
who  are  promised  the  purchase  of  full  tanks  of 
gasoline  on  departure.  This  promise  held  good 
through  the  Homestead’s  busy  summer  season, 
and  the  hotel’s  management  is  confident  it  will 
continue  to  obtain  in  November. 
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6th  SYMPOSIUM 

PRESERVATION 
OF  THE 
ISCHEMIC 
MYOCARDIUM 


Deborah  Heart 
and  Luna  Center 

P rrtiifnr  \ A ■ I I r M I nQHI  C 


Browns  Mills,  N.J.  08015 


PROGRAM  Four  sessions  with  panel 
discussions  on: 

Pathophysiology  of  Acute  Myocardial 
Infarction 

Methods  for  Evaluating  Myocardial  Damage 
Reduction  of  Myocardial  Injury 
Protection  of  the  Ischemic  Myocardium 


Registration  fee:  $125 

(includes  luncheons  and  CME  certificate) 

THE  FAIRMONT  HOTEL 

Philadelphia,  Pa. 

November  2-3, 1979 


This  program  is  designed  for  physicians  in  specialty  and  general  practice.  Scientific  sessions  are  open  to 
residents,  interns,  medical  students,  nurses  and  technicians  without  charge. 


r 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Deborah  Heart  and  Lung  Center 
designates  this  continuing  medical 
activity  as  meeting  the  criteria  for  11 
credit  hours  in  category  1 of  the 
Physician's  Recognition  Award  of  the 
American  Medical  Association. 


6th  Deborah  Heart  Symposium 

Box  369  -< — Clip  & send  to 

Wayne,  Pennsylvania  19087 

Q I am  interested  in  a copy  of  the  program 
Q Please  register  me  for  the  meetings;  my  check  ($125)  is 
enclosed 


Name 

Address 

Zip  Code 

Affiliation 


MEETINGS 

ABOUT 

MEDICINE 


October  2-5 

Diabetes  Mellitus  for  the  Practicing  Physician  (Harvard 
Medical  School),  Boston.  Fee,  $300.  Associate  Dean,  De- 
partment CME,  25  Shattuck  St.,  Boston  MA  02115,  (617) 
732-1525. 

October  3-5 

Adolescent  Pregnancy:  Management  and  Prevention,  an 
Investment  in  Futures  (Johns  Hopkins  School  of  Medi- 
cine), Baltimore.  22  hrs.  Category  I.  Office  of  CME,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-5880. 

October  5 

Nutrition  (University  of  Maryland  School  of  Medicine), 
College  Park  Campus  Adult  Education  Center,  Baltimore. 
Program  of  Continuing  Education,  (301)  582-3956. 

October  8-11 

Annual  Meeting,  American  Academy  of  Family  Physicians, 

Atlanta.  R.  Tusken,  1740  W.  92nd  St.,  Kansas  City  MO 
64114,(800) 821-2512. 

October  10-12 

Computer  Tomography  Symposium:  Body  CT  and  Neu- 
roradiology (University  of  Maryland  School  of  Medicine), 
International  Hotel.  Baltimore-Washington-International 
Airport.  Program  of  Continuing  Education,  (301)  528- 
3956. 

October  11-13 

Topics  in  Gastroenterology  and  Liver  Disease:  Medical 
and  Surgical  Aspects  (John  Hopkins  School  of  Medicine), 
Baltimore.  21  hrs.  Category  I.  Office  of  Continuing  Educa- 
tion, 720  Rutland  Ave.,  Baltimore  MD  21205,  (301)  955- 
6046. 


October  16 

Thomas  W.  Green  Memorial  Lecture:  “An  Update  in  Anti- 
biotics,” by  Gerald  L.  Mandel,  MD,  Charlottesville  (East 
Tennessee  State  University  College  of  Medicine),  Bristol 
Memorial  Hospital,  Bristol,  Tennessee.  Raymond  Masseng- 
ill,  Jr.,  209  Memorial  Drive,  Bristol  TN  37620,  (615)  968- 
1821. 

October  19 

Annual  Family  Practitioners  Symposium  (Gill  Memorial 
EENT  Hospital  Foundation),  Patrick  Henry  Hotel,  Roan- 
oke. David  N.  Keys,  MD,  711  Jefferson  St.  SW,  Roanoke 
VA  24008,(703)344-2071. 

October  19 

Community  Strategies  for  the  Care  of  the  Chronically  III 

(Johns  Hopkins  School  of  Medicine),  Baltimore.  7 hrs.  Cat- 
egory 1.  Office  of  Continuing  Education,  720  Rutland  Ave., 
Baltimore  MD  21205,  (301)  955-3168. 

October  22-26 

Clinical  Congress,  American  College  of  Surgeons,  Chicago. 
E.  Gerrish,  MD,  55  E.  Erie  St.,  Chicago  IL  6061 1. 

October  24-26 

39th  Annual  AMA  Congress  on  Occupational  Health 

(AMA  and  National  Institute  for  Occupational  Safety  and 
Health;  host.  University  of  North  Carolina),  Chapel  Hill. 
12  hrs.  Category  I.  Fee,  $60.  Rebecca  Denny,  UNC  School 
of  Public  Health,  Chapel  Hill  NC  27514,  (919)  966-4032. 

October  26-27 

Practical  Clinical  Endocrinology  (University  of  Maryland 
School  of  Medicine),  International  Hotel,  Baltimore- Wash- 
ington-International Airport.  Program  of  Continuing  Edu- 
cation, (301) 528-3956. 


October  13 

2nd  Annual  Ophthalmology  Conference  for  the  Non-oph- 
thalmologist Physician:  The  Eye  and  Systemic  Diseases 

(Fairfax  Hospital),  Falls  Church.  6 hrs.  AMA  Category  I, 
6 hrs.  prescribed  AAFP.  J.  Barry  Newman,  Fairfax  Hos- 
pital, 3300  Gallows  Rd.,  Falls  Church  VA  22046,  (703) 
698-3785. 

October  13-18 

Annual  Meeting  American  Academy  of  Pediatrics,  San 

Francisco.  Fee  for  members,  $60;  for  non-members,  $120. 
AAP,  PO  Box  1034,  Div.  M,  Evanston  IL  60204,  (312)  869- 
4255. 


October  27 

Advances  in  Biochemical,  Physiological,  and  Clinical  As- 
pects of  Alcoholism  and  Drug  Abuse  (Virginia  Common- 
wealth University  Department  of  Rehabilitation  Counsel- 
ing), Richmond.  3 hrs.  Category  I;  3 hrs.  prescribed  AAFP. 
Fee,  $30.  Ethel  Bass,  812  W.  Franklin,  Richmond  VA 
23284,(804)257-1136. 

November  1-4 

Annual  Meeting,  The  Medical  Society  of  Virginia,  the 

Homestead,  Hot  Springs. 

Turn  the  page  for  many  more  meetings. 
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INTERNATIONAL  HOTEL 
Adjacent  to  the  Baltimore-Washingtion 
International  Airport 


Sponsored  by 

The  Division  of  Endocrinology 
and 

^The  Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 

This  symposium  offers  the  opportunity  to  practition- 
ers to  familiarize  themselves  with  useful,  practical 
knowledge  about  some  of  the  more  common  endo- 
crine and  metabolic  disorders.  The  evaluation  of 
clinical  data,  the  interpretation  of  diagnostic  tests, 
and  current  therapeutic  trends  will  be  reviewed  and 
stressed. 

For  additional  information  contact: 

Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 
10  S.  Pine  Street,  Balto.,  MD  21201 


116-117,  W7§ 


November  4-8 

45th  Annual  Assembly  of  the  American  College  of  Chest 
Physicians,  Houston,  Texas.  30  hrs.  Category  I.  Dale  E. 
Braddy,  91 1 Busse  Hiway,  Park  Ridge  IL  60068,  (312)  698- 
2200. 

November  5-7 

Medical  Practice  for  the  1980s  (Hahnemann  Medical  Col- 
lege and  Hospital),  Fairmont  Hotel,  Philadelphia.  21  pre- 
scribed hrs.  AAFP.  Wilbur  W.  Oaks,  MD  230  N.  Broad 
St.,  Philadelphia  PA  19102. 

November  5-8 

64th  Annual  International  Scientific  Assembly,  Interstate 
Postgraduate  Medical  Association,  New  Orleans.  24  hrs 
prescribed  AAFP.  Alton  Ochsner,  MD,  PO  Box  1109, 
Madison  WI  53701. 

November  7 

Whitman  Lecture:  “Current  Status  of  Cardiac  Trans- 
plantation Surgery”,  by  Richard  R.  Lower,  MD  (Lewis- 
Gale  Clinic),  Hidden  Valley  Country  Club,  Salem,  Vir- 
ginia. Robert  F.  Roth,  MD,  1802  Braeburn  Drive,  Salem 
V A 24153,  (703)774-9241. 

November  7-9 

Angus  M.  McBryde  Perinatal  Symposium  (Duke  Univer- 
sity/North Carolina  Department  of  Human  Resources), 
Duke  University  Medical  Center,  Durham,  North  Carolina. 
Fee,  two  days,  $50;  one  day,  $30.  Symposium,  Box  3957, 
Duke  University  Medical  Center,  Durham  NC  27710. 

November  9-10 

Early  Diagnosis,  Assessment,  and  Treatment  of  Cerebral 
Palsy  (American  Academy  for  Cerebral  Palsy  and  Devel- 
opmental Medicine),  Richmond.  16  hrs.  Category  I.  Fee, 
$100.  Institute  for  Continuing  Education,  PO  Box  11083, 
Richmond  VA  23230,  (804)  353-9529. 


INTERNATIONAL  HOTEL 

Adjacent  to  the  Baltimore-Washington 
International  Airport 

Presented  by 

The  Oncology  Program, 

Department  of  Surgery 
and 

^The  Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 

This  course  is  designed  to  address  current  modalities  of 
diagnosis  of  G.l.  Cancer  as  well  as  the  role  of  surgery, 
radiotherapy,  and  adjuvant  chemotherapy  in  primary 
cancer’s  of  the  esophagus,  stomach,  pancreas,  small 
bowel,  liver  and  colon-rectum.  It  will  also  address  the 
role  of  chemotherapy  in  metastatic  disease  and  the 
new  agents  that  are  being  investigated  for  use  in  G.l. 
Cancer. 

For  additional  information  contact: 

Program  of  Continuing  Education 
University  of  Maryland  School  of  Medicine 
10  S.  Pine  Street,  Balto.,  MD  21201 


November  1 1-16 

First  Annual  Family  Medicine  Update  (University  of 
Louisville  School  of  Medicine),  Louisville,  Kentucky.  30 
hrs.  Category  I.  Fee,  $200.  Office  of  Continuing  Education, 
PO  Box  35260,  Louisville  KY  40232,  (502)  588-6185. 

November  14 

Rapidly  Changing  Areas  in  Cancer  and  Blood  Diseases:  an 
Update  (MCV  Departments  of  Medicine  and  CME;  MCV 
Cancer  Center;  American  Cancer  Society),  at  the  Rich- 
mond Academy  of  Medicine.  5 3/4  hrs.  Category  I.  Kathy 
E.  Johnson,  Box  38,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0494. 

November  14-15 

Virginia  State  Department  of  Health  Semi-Annual  CME 
Program:  International  Year  of  the  Child,  Best  Western 
Mount  Vernon,  Charlottesville.  No  tuition.  Mr.  George 
Stone, (804) 786-3165/3 166. 
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NEW 

MEMBERS 

Arlington  County  Medical  Society 

Thomas  N.  Jacob,  MD,  Psychiatry,  7927  Free  Hollow  Dr., 
Falls  Church  VA  22042 

Ravindra  J.  Tanga,  MD,  Obstetrics/Gynecology,  7503 
Parkwood  Ct.,  #103,  Falls  Church  VA  22042 
Marsha  Tina  Wallace,  MD,  Internal  Medicine,  522  21st  St. 
NW,  Apt.  61 1- A,  Washington  DC  20006 

Bedford  County  Medical  Society 

Arthur  H.  Hemmerlein,  MD,  Family  Practice,  Route  2, 
Moneta  Medical  Center,  Moneta  Va  24121 
James  Langhorne  Tompkins,  MD,  Pediatrics,  1123  Galax 
St.,  Bedford  VA  24523 

Culpeper  County  Medical  Society 

Benjamin  F.  Allen,  MD,  Orthopedic  Surgery,  1051  Oak- 
lawn  Dr.,  Culpeper  VA  22701 

Fairfax  County  Medical  Society 

M.  Richard  Auerbach,  MD,  Neonatology/Pediatrics,  29 
Story  Dr.,  Gaithersburg  MD  20760 
Thomas  Michael  Bashore,  MD,  Cardiology,  10901  Blue 
Roan  Rd„  Oakton  VA  22024 

Michael  Edgar  Beall,  MD,  Urology,  1327  Oberon  Way, 
McLean  VA  22101 

Gordon  L.  Head,  MD,  Diagnostic  Radiology,  1 1302  Lap- 
ham  Dr.,  Oakton  V A 22124 

Gabriel  Bryan  Herman,  MD,  Gastroenterology,  8301  Ar- 
lington Blvd.,  #4-1,  Fairfax  VA  22031 
William  J.  McAveney,  MD,  Pediatrics,  6501  Loisdale  Ct., 
Springfield  VA  22150 

Jaya  Pillay,  MD,  Obstetrics/Gynecology,  5 West  Glebe 
Rd„  #A- 1 0,  Alexandria  VA  22305 
Wan  Shin,  MD,  Physical  Medicine,  Fairfax  Hospital,  3300 
Gallows  Road,  Falls  Church  VA  22046 
Neil  Ira  Stahl,  MD,  Internal  Medicine/Rheumatology, 
6207  Old  Keene  Mill  Ct.,  Springfield  V A 22152 

Fredericksburg  Medical  Society 

Robert  F.  DeBlasi,  MD,  Orthopedic  Surgery,  2501  Fall 
Hill  Ave.,  Fredericksburg  VA  22401 
Robert  Roger  Harry,  MD,  General  Surgery,  2301  Fall  Hill 
Ave.,  Fredericksburg,  VA  22401 
John  Thomas  Ryan,  MD,  Family  Practice,  1701  Fall  Hill 
Ave.,  Fredericksburg  VA  22401 

Halifax  County  Medical  Society 

Philip  Hubert  Fensterer,  Jr.,  MD,  Emergency  Medicine, 
PO  Box  846,  Halifax  VA  24558 

Loudoun  County  Medical  Society 

Flinton  Callahan  II,  MD,  Ophthalmology,  19  S.  Wirt  St., 
Leesburg  VA  22075 


Lynchburg  Academy  of  Medicine 

William  Martin  Brown,  MD,  Internal  Medicine,  4624 
Locksview  Rd.,  Lynchburg  VA  24503 
Naresh  C.  Goel,  MD,  Otolaryngology,  15  Medical  Center, 
Tate  Spring  Rd„  Lynchburg  VA  24501 
Janet  Gratner  Hickman,  MD,  Dermatology,  2602  Lang- 
horne Rd.,  Lynchburg  VA  24501 
Gopesh  K.  Sharma,  MD,  Otolaryngology,  15  Medical  Cen- 
ter, 1900  Tate  Spring  Rd.,  Lynchburg  VA  24501 
Jeffrey  W.  Wilson,  MD,  Rheumatology,  5316  Hickory  Hill 
Dr.,  Lynchburg  VA  24503 

Norfolk  Academy  of  Medicine 

James  Daniel  Dillon,  MD,  Neurological  Surgery,  304  Med- 
ical Tower,  Norfolk  VA  23507 
Charles  Everett  Ives,  MD,  General  Surgery,  209  DePaul 
Medical  Bldg.,  Norfolk  VA  23505 

Northern  Virginia  Medical  Society 

John  Earle  Cross,  MD,  Obstetrics/Gynecology,  423  W. 

Cork  St.,  Winchester  VA  22601 
John  Charles  Quinn,  MD,  Cardiology,  508  Courtfield 
Ave.,  Winchester  VA  22601 

Portsmouth  Academy  of  Medicine 

Cherryl  June  Christensen,  DO,  Osteopathic  Medicine, 
3930  High  St.,  Portsmouth  VA  23707 

Roanoke  Academy  of  Medicine 

John  Thomas  Allen,  MD,  Urology,  1234  Franklin  Rd.  SW, 
Roanoke  VA  24016 

William  Ernest  Charlton  Allt,  MD,  Radiation  Oncology, 
Roanoke  Memorial  Hospital,  PO  Box  13367,  Roanoke 
VA  24033 

Elizabeth  Booker  Carmichael,  MD,  Family  Practice,  2402 
Cornwallis  Ave.,  Roanoke  VA  24014 
Jack  Robert  Hutcheson,  Jr.,  MD,  Internal  Medicine/ 
Hematology/Oncology,  127  McClanahan  St.,  #202, 
Roanoke  VA  24014 

Michael  Bernard  Meyer,  MD,  Pediatrics,  1201  3rd  St., 
Roanoke  VA  24016 

Ahmed  Mobarak,  MD,  Psychiatry,  1902  Braeburn  Dr.,  Sa- 
lem VA  24153 

Raymond  Joseph  Porzio,  MD,  Psychiatry,  1902  Braeburn 
Dr.,  Salem  VA  24153 

Rockingham  County  Medical  Society 
John  Bristow  Mansfield,  MD,  General  Surgery,  725  S.  Ma- 
son St.,  Harrisonburg  VA  22801 
Richard  Warren  Quisling,  MD,  Otolaryngology,  170  S. 
Main  St.,  Harrisonburg  VA  22801 


Williamsburg- James  City  County  Medical  Society 
Hall  Renfro  Howard,  MD,  General  Surgery,  2937 A Sum- 
merall  Circle,  Fort  Eustis  VA  23604 
Joseph  Walker  Musgrave,  MD,  Dermatology,  138  John 
Tyler  Hiway,  Williamsburg  VA  23185 
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Renal  Transplant  Rejection 

Peter  I.  Lobo,  MD,  Charlottesville,  Virginia 


There  are  still  large  gaps  in  knowledge  of  renal  transplant  rejection.  The  au- 
thor presents  a case  to  illustrate  the  pathology,  diagnosis  and  treatment  of  re- 
jection, and  reviews  recent  advances  in  the  field,  including  development  of  a 
technique  for  detection  of  blocking  antibodies  prior  to  implantation. 


Case  Report 

A 30-year-old  male  presented  in  July  1971  with  uremia, 
hypertensive  encephalopathy,  and  pulmonary  edema. 
Creatinine  clearance  was  3 cc/min,  and  open  renal  biopsy 
revealed  malignant  nephrosclerosis.  After  medical  control 
of  blood  pressure  failed,  he  underwent  bilateral  nephrec- 
tomy and  renal  transplantation  (cadaver  kidney,  two-anti- 
gen  match).  Although  he  received  prednisone,  azathio- 
prine,  and  local  irradiation  postoperatively,  he  became 
oliguric,  required  peritoneal  dialysis,  and  underwent  per- 
cutaneous allograft  biopsy,  which  revealed  rejection.  He 
received  high-dose  steroids  and  intensified  radiation  ther- 
apy; his  renal  function  gradually  improved.  After  dis- 
charge, he  continued  to  receive  prednisone  and  azathio- 
prine,  and  creatinine  clearance  improved  to  a maximum  of 
60  cc/min. 

After  February  1973,  he  was  readmitted  repeatedly  for 
declining  renal  function.  Allograft  biopsies  showed  acute 
and  chronic  rejection.  By  August  1974,  hemodialysis  was 
necessary.  A second  cadaver  kidney  (three-antigen  match) 
was  transplanted  in  April  1975,  but  was  rejected  on  the  op- 

From  the  Renal  Division,  Department  of  Medicine, 
University  of  Virginia  School  of  Medicine,  Charlottesville 
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erating  table,  and  hemodialysis  was  continued.  His  course 
over  the  next  year  was  marked  by  staphylococcal  septi- 
cemia, pericarditis  with  recurrent  effusions,  recurrent  hy- 
perkalemia and  metabolic  acidosis  associated  with  ven- 
tricular arrhythmias,  and  gastrointestinal  bleeding  related 
to  a duodenal  ulcer. 

In  October  1976,  he  received  the  third  cadaver  allograft 
(one-antigen  match).  Postoperative  oliguria,  thought  to  be 
secondary  to  acute  tubular  necrosis,  developed  and  re- 
solved. He  achieved  a creatinine  clearance  of  40-50  cc/min 
on  azathioprine  and  prednisone,  and  his  renal  function  re- 
mained stable  through  an  episode  of  pneumonia  in  No- 
vember 1976.  In  December  1976,  he  experienced  declining 
renal  function  and  was  treated  successfully  for  presumed 
rejection  with  three  daily  doses  of  methylprednisone,  1 gm. 
He  was  readmitted  on  March  8,  1977  with  a 10-day  history 
of  epistaxis,  nausea  and  vomiting,  increasing  orthopnea, 
pedal  edema,  and  substernal  pain  on  exertion. 

Physical  examination  revealed  a pale  white  male  with 
Cushingoid  facies.  Blood  pressure  was  150/86,  heart  rate 
100,  respirations  18,  temperature  37.2°C.  There  were  scat- 
tered ecchymoses.  The  optic  fundi  were  benign.  There  was 
clotted  blood  in  both  nostrils.  The  chest  was  clear  to  aus- 
cultation and  percussion.  Cardiac  examination  revealed  an 
S-4  gallop  and  a Grade  III/VI  systolic  ejection  murmur 
which  radiated  widely.  There  were  multiple  surgical  scars 
on  the  abdomen.  The  allograft,  which  was  palpable  in  the 
right  lower  quadrant,  was  mildly  tender  with  an  easily  au- 
dible bruit.  The  stool  guiaic  was  positive.  Extremities  re- 
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vealed  a large  brachiocephalic  arteriovenous  fistula  in  the 
right  arm  and  trace  edema  of  both  lower  extremities. 

Laboratory  data  showed  hematocrit  17%,  WBC  5,400/ 
mm3,  platelets  340,000,  reticulocytes  2.6%,  prothrombin 
time  13/12.5.  The  blood  smear  was  remarkable  for  poiki- 
locytosis  with  red  cell  fragmentation  and  occasional  nucle- 
ated red  cells.  BUN  was  55  mg/d!  and  creatinine  3.4  mg/ 
dl.  Urinalysis  showed  1-3  lymphocytes/HPF  and  2-5 
polys/HPF.  Electrocardiogram  revealed  left  ventricular 
hypertrophy  with  a strain  pattern.  Coombs’  test,  hap- 
toglobin, and  urine  hemosiderin  were  all  normal.  Chest  x- 
ray,  abdominal  films,  intravenous  pyelogram,  and  renal 
scans  were  done. 

In  the  hospital,  the  patient  continued  to  receive  predni- 
sone and  azathioprine.  Treatment  for  presumed  allograft 
rejection  included  methylprednisone,  1000  mg  IV  daily  for 
3 days,  and  local  radiation  therapy  in  a dose  of  400  rads  in 
four  courses.  Urine  outputs  remained  adequate  and  serum 
creatinine  returned  to  2.4  mg/dl  by  the  fifth  hospital  day. 
Presumed  high-output  heart  failure  and  angina  related  to 
anemia  were  treated  with  transfusion  of  packed  red  cells. 
The  etiology  of  the  acute  drop  in  hematocrit  was  unclear; 
an  upper  gastrointestinal  series  was  negative,  and  sub- 
sequent stool  guiaics  have  been  negative. 

Discussion 

The  story  of  transplant  rejection  is  complex  and 
difficult  to  understand.  A few  years  ago,  its  pathogen- 
esis was  clear:  All  rejection  was  thought  to  be  a result 
of  T lymphocyte  sensitization.  We  now  know  that  the 
T cell  is  not  the  only  culprit  in  transplant  rejection. 
We  also  know  that  HLA  matching  of  kidneys  is  not 
the  whole  answer. 

Rejection  episodes  have  been  classified  into  three 
major  categories:  hyperacute,  acute,  and  chronic.  Hy- 
peracute rejection  is  mediated  by  antibodies  present 
in  the  recipient’s  serum.  One  usually  checks  for  these 
antibodies  prior  to  transplantation.  At  times,  the 
techniques  used  to  detect  antibodies  may  not  be  sen- 
sitive enough,  and  hyperacute  rejection  results.  Hy- 
peracute rejection  usually  occurs  in  the  first  24  hours 
and  is  irreversible.  Acute  rejection  episodes  occur  1-8 
weeks  after  transplant  and  are  usually  reversible.  A 
transplant  recipient  can  experience  one  or  more  of 
these  episodes.  Acute  rejection  episodes  are  mediated 
by  T lymphocytes,  antibodies,  and  macrophages. 
Chronic  rejection  is  a gradual  process  lasting  months 
or  years.  It  may  begin  de  novo  or  after  a series  of 
acute  rejection  episodes.  Chronic  rejection  is  difficult 
to  treat  and  is  at  times  difficult  to  differentiate  from 
recurrence  of  the  original  glomerular  disease. 

The  rejection  process  characteristically  starts  with 
the  small  blood  vessels  of  the  kidney.  Figure  1 de- 
picts the  microscopic  appearance  of  a kidney  with 
hyperacute  rejection.  Note  the  marked  interstitial 
hemorrhage  due  to  destruction  of  the  small  blood 


vessels  and  capillaries.  Also  note  the  lack  of  lympho- 
cyte infiltration,  which  confirms  that  hyperacute  re- 
jection is  mediated  solely  by  humoral  factors.  A 
characteristic  feature  is  the  laying  down  of  fibrin  and 
platelets  in  the  small  vessels  of  the  kidney;  this  has 
led  to  infarction  of  the  kidney  and  disseminated  in- 
travascular coagulation  (DIC). 


Fig.  1.  Hyperacute  rejection.  Note  separation  of  tubules  by 
edema  and  red  blood  cells  exudation. 


* * 1 * >,  A 


Fig.  2.  Acute  rejection.  Early  stage  with  perivascular  in- 
flammation. 


Fig.  3.  Same  kidney  as  in  Figs.  2 and  3 but  after  successful 
anti-rejection  therapy. 
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Acute  rejection  episodes  are  common  and,  if  not 
diagnosed  early,  may  lead  to  irreversible  renal  dam- 
age; this  discussion  focuses  principally  on  these  epi- 
sodes. The  biopsy  in  Figure  2 is  from  a patient  who  is 
beginning  to  have  acute  rejection  which,  unlike  hy- 
peracute rejection,  is  to  a large  extent  mediated  by 
sensitized  T cells;  there  may  be  varying  amounts  of 
fibrin  thrombi  in  these  vessels.  As  the  rejection  proc- 
ess progresses,  the  whole  interstitium  becomes  infil- 
trated with  lymphocytes  and  the  endothelial  cells  in 
the  glomerular  capillaries  swell;  this  leads  to  oliguria. 
This  patient  was  given  anti- rejection  therapy  and  had 
clinical  reversal  of  his  rejection  episode.  A repeat 
biopsy  done  one  week  later  (Fig  3)  shows  complete 
disappearance  of  the  cellular  infiltrate  and  near  nor- 
mal kidney  tubules  and  glomeruli.  Acute  rejection 
episodes  can  be  reversed  with  prompt  therapy. 

Immediately  after  a kidney  transplant,  the  kidney 
either  functions  properly  or  it  does  not.  Table  1 dem- 
onstrates the  causes  of  kidney  failure  immediately 
post-transplant  at  the  University  of  Minnesota  from 
1968  to  1974.  Of  the  279  living-related  transplants, 
238  kidneys  functioned  promptly,  while  32  kidneys 
failed  to  function  because  of  acute  tubular  necrosis 
(ATN).  Of  the  213  cadaveric  transplants,  68  kidneys 
failed  to  function  because  of  ATN.  Ureteric  obstruc- 
tion and  renal  arterial  thrombosis  are  rarely  respon- 
sible for  kidney  failure  immediately  post-transplant. 

How  does  one  diagnose  acute  rejection?  Acute  re- 
jection can  occur  in  normally  functioning  kidneys  or 
in  kidneys  with  ATN.  Diagnosis  of  acute  rejection  in 
kidneys  with  ATN  is  more  difficult.  The  hallmarks  of 
acute  rejection  in  a normally  functioning  kidney  are 
fever,  increasing  kidney  size,  hypertension,  oliguria, 
and  unexplained  weight  gain.  Unfortunately,  be- 
cause of  immunosuppression,  this  combination  of 
symptoms  and  signs  is  rarely  seen  in  clinical  practice. 
Therefore,  one  must  have  a high  index  of  suspicion 
when,  for  example,  a patient  has  an  unexplained  fe- 
ver, hypertension,  or  weight  gain.  In  the  first  two 
months  post-transplant,  one  has  to  watch  a patient’s 
urine  and  blood  chemistries  very  carefully. 

Table  2 demonstrates  the  laboratory  tests  which 
aid  in  diagnosing  rejection  in  patients  with  normally 


Table  1.  Experience  at  University  of  Minnesota,  1968-1974. 
Causes  of  Immediate  Post-Transplant  Renal  Failure. 


Living-related 

Cadaver 

Immediate  function 

238 

137 

ATN 

32 

68 

Hyperacute  rejection 

4 

8 

Ureteric  obstruction 

3 

0 

Renal  arterial  thrombosis 

2 

0 

Total 

279 

213 

Table  2.  Laboratory  Tests  to  Diagnosis  Rejection. 


Usefulness 


Tests 

ATN 

Functioning 

J,  Urinary  sodium 

- 

4+ 

Lymphocyturia 

- 

1 + 

Proteinuria 

- 

2+ 

Urinary  and  fibrin  split  products 

- 

3+ 

Urinary  lysozyme 

- 

4+ 

| Serum  creatinine  0.2-0.5  mg  % 

- 

5+ 

Hippuran  renal  scan 

4+ 

5+ 

Renal  biopsy 

4+ 

3+ 

Response  to  therapy 

4+ 

5+ 

— = not  useful,  1+  = least  useful,  5+  = most  useful. 


functioning  allografts  and  in  those  with  ATN.  Their 
usefulness  has  been  graded  1+  to  5+. 

An  abrupt  drop  in  urinary  sodium  in  a patient  with 
a normally  functioning  allograft  indicates  dehy- 
dration or  decreased  kidney  blood  flow.  This  is 
highly  suggestive  of  rejection,  which  principally  af- 
fects the  small  blood  vessels  of  the  kidney.  The  pres- 
ence of  lymphocytes  in  the  urine  was  once  thought  to 
be  diagnostic  of  rejection,  but  these  cells  are  infre- 
quently seen  in  the  urine  and  may  be  seen  in  condi- 
tions other  than  rejection.  Proteinuria  is  seen  in  about 
one-half  of  the  cases  of  rejection  and  thus  is  not  a 
sensitive  indicator  of  rejection.  In  addition,  it  is  also 
nonspecific.  However,  abrupt  onset  of  proteinuria, 
especially  in  the  first  few  weeks  post-transplant,  may 
signify  rejection,  recurrence  of  original  disease,  or 
venous  thrombosis.  The  presence  of  fibrin  split  prod- 
ucts in  the  urine  was  thought  at  one  time  to  be  diag- 
nostic of  rejection  because  there  are  large  amounts  of 
fibrin  present  in  the  small  blood  vessels  of  the  kid- 
ney. However,  this  has  been  shown  to  occur  in  the 
first  two  weeks  after  surgery,  in  patients  with  non- 
specific proteinuria,  and  even  in  ATN.  When  looking 
at  serial  urines  after  transplant,  if  one  suddenly  notes 
the  appearance  of  fibrin  split  products,  then  one  must 
watch  the  patient  carefully  for  rejection. 

Urinary  lysozyme  analysis  also  may  be  useful. 
Lysozymes  are  peptides  with  a molecular  weight  of 
18,000;  they  are  present  in  all  mammalian  cells  and 
secretions.  Normally,  lysozymes  are  filtered  by  the 
glomeruli  and  completely  reabsorbed  by  the  tubules. 
Their  appearance  in  the  urine  signifies  tubular  dam- 
age. Abrupt  lysozymuria  in  a patient  with  normally 
functioning  kidneys  should  make  one  look  for  rejec- 
tion. 

Of  all  the  laboratory  tests  mentioned  so  far,  serum 
creatinine  is  most  helpful.  A rise  in  serum  creatinine 
of  0.2  to  0.5  mg  (if  performed  by  the  same  labora- 
tory) is  a good  indicator  of  early  renal  failure  and 
should  make  one  think  of  rejection. 

A Hippuran  scan  is  a sensitive  indicator  of  renal 
failure  which  is  also  useful  with  patients  who  have 
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ATN.  Like  the  other  tests  mentioned  above,  the  Hip- 
puran  scan’s  usefulness  is  most  apparent  if  it  is  done 
frequently — at  least  twice  a week  in  the  first  three 
weeks  after  transplantation.  Figure  4 explains  the 
principle  of  Hippuran  scanning  in  a diagrammatic 
fashion.  In  the  graphs,  the  counts  per  minute  over  the 
kidney  are  shown  on  the  ordinate,  while  the  time  the 
isotope  remains  in  the  kidney  is  indicated  on  the  ab- 
scissa. 

It  is  important  to  do  a baseline  Hippuran  scan 
within  the  first  24  hours  after  transplantation  to  de- 
termine the  baseline  ATN  curve.  Any  deviation  from 
this  curve  signifies  improvement  or  worsening.  In 
ATN,  one  sees  prompt  uptake  of  the  isotope,  signify- 
ing that  the  blood  supply  to  the  kidney  is  intact.  The 
isotope  is  held  in  the  kidney  tubular  cells  and  is  not 
secreted  into  the  bladder.  When  rejection  supervenes 
on  ATN,  there  is  delay  in  the  uptake  of  the  isotope 
and,  because  of  worsening  tubular  function,  there  is 
less  tubular  isotope  uptake.  On  the  other  hand,  as 
ATN  improves,  there  is  prompt  uptake  of  isotope  by 
the  kidney  and  more  of  the  isotope  is  concentrated  in 
the  kidney  tubules.  With  normally  functioning  kid- 
neys, there  is  prompt  uptake  by  the  tubules  and 
prompt  excretion,  which  leads  to  a fall  in  the  isotope 
counts.  In  the  event  of  rejection,  there  is  delay  in  the 
uptake  of  isotope  and  the  isotope  is  sequestered  in 
the  kidney  tubules. 

Renal  biopsy  aids  in  diagnosis  of  rejection,  espe- 
cially in  patients  who  continue  to  have  unexplained 
prolonged  ATN,  Unfortunately,  one  does  not  always 
see  on  renal  biopsy  the  classical  features  of  acute  re- 
jection. Renal  biopsy  is  very  useful  in  prolonged 
ATN  where  renal  Hippuran  scan  shows  poor  uptake 
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Fig.  5.  Incidence  of  acute  rejection  episodes  in  cadaveric 
transplants  at  Royal  Victoria  Infirmary,  1968-1974. 
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Fig.  4.  Simplified  concepts  of  Hippuran  scanning.  Dark  line 
is  curve  obtained  within  24  hours  after  transplant,  serving 
as  baseline  to  compare  future  scans. 


of  the  Hippuran  isotope  and  one  has  to  exclude  ne- 
crosis of  the  kidney  from  viable  non-functioning 
tubular  cells. 

There  is  no  test  specific  for  the  diagnosis  of  rejec- 
tion. Diagnosis  is  usually  accomplished  by  a process 
of  exclusion  and  combination  of  the  available  evi- 
dence. Unexplained  fever,  increase  in  serum  creati- 
nine, and  Hippuran  scans  indicating  worsening  con- 
dition are  the  most  common  abnormal  signs 
encountered  and  signal  initiation  of  anti-rejection 
therapy.  Of  course,  in  the  presence  of  these  signs,  one 
has  to  exclude  the  possibility  of  obstructive  urolo- 
gical disease  and  look  for  renal  vein  obstruction. 
Heavy  proteinuria  and  thrombophlebitis  on  the  side 
of  the  allograft  should  make  one  suspect  renal  vein 
thrombosis.  Prompt  response  to  anti-rejection  ther- 
apy has  been  found  to  be  the  most  useful  indicator  of 
rejection. 

The  standard  therapy  for  rejection  has  been  ad- 
ministration of  large  boluses  of  prednisolone  or 
methylprednisolone,  usually  1 gm  daily  for  3-4  days. 
Radiation  therapy  can  also  be  used,  although  there  is 
no  good  evidence  to  show  that  it  is  beneficial. 
Therapy  with  prednisolone  or  methylprednisolone 
reverses  about  60%  to  70%  of  rejection  episodes. 
Anti-rejection  therapy  should  be  administered  with 
caution,  and  the  patient  should  be  monitored  daily 
for  infection,  hepatitis,  gastro-intestinal  blood  loss, 
and  sepsis.  Daily  chest  x-ray,  complete  blood  count, 
and  fiver  function  tests  are  essential.  The  mortality 
from  anti-rejection  therapy,  once  as  high  as  40%,  is 
now  less  than  10%.  Unmanageable  complications 
warrant  discontinuation  of  immunosuppressive  ther- 
apy, since  patient  survival  comes  before  graft  sur- 
vival. 

Figure  5 illustrates  the  incidence  of  acute  rejection 
episodes  in  cadaveric  transplants  at  the  Royal  Victo- 
ria Infirmary.  Patients  were  divided  into  five  groups 
according  to  the  number  of  rejection  episodes  they 
experienced  (e.g.,  patients  in  Group  2 each  had  two 
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rejection  episodes).  Note  that  60%  of  patients  experi- 
enced 1-2  rejection  episodes,  and  less  than  10%  had 
no  rejection  episodes.  In  the  recipients  with  no  rejec- 
tion episodes,  all  grafts  were  functioning  for  two 
years.  In  patients  who  had  one  to  two  rejection  epi- 
sodes, 70%  of  the  grafts  survived,  while  only  10-20% 
of  the  grafts  survived  in  recipients  who  had  experi- 
enced three  or  more  episodes  of  rejection. 

The  rejection  episode  in  the  patient  presented  has 
none  of  the  classic  features  of  rejection.  An  unex- 
plained rise  in  his  serum  creatinine  made  us  think  of 
rejection.  His  history  suggests  that  his  rejection  epi- 
sode may  have  been  going  on  for  a week,  and  this 
may  explain  why  his  serum  creatinine  has  not  rapidly 
returned  to  normal  levels  after  anti-rejection  therapy 
was  started.  In  addition,  this  is  his  third  episode  of 
acute  rejection  with  this  allograft,  and  it  appears  that 
he  has  a 20%  chance  of  keeping  the  graft  for  two 
years.  The  unexplained  anemia  is  interesting  and 
worrisome.  The  fragmented  red  cells  could  possibly 
be  due  to  DIC,  which  has  been  reported  in  some 
cases  of  acute  rejection. 

As  for  immunological  aspects  of  rejection,  there  is 
good  evidence  indicating  that  cadaveric  graft  sur- 
vival is  not  influenced  by  HLA  matching.  Two-year 
graft  survival  with  cadaveric  kidneys  varies  from  40% 
to  50%,  irrespective  of  HLA  matching.  Researchers 
are  now  asking  why  some  cadaveric  recipients  do 
better  than  others.  In  the  last  three  years,  a new  anti- 
gen, called  la  antigen  in  the  mouse  and  HLA-DR  in 
humans,  has  been  discovered  on  certain  cell  mem- 
branes. Like  HLA  antigens,  la  antigens  are  geneti- 
cally determined  and  are  responsible  for  inducing  an 
immunological  response  when  cells  are  transplanted. 
However,  unlike  HLA  antigens,  la  antigens  are  not 
present  on  all  cells.  Ia  antigens  are  found  on  skin, 
heart,  and  kidney  cells,  but  not  on  liver  cells,  fibro- 
blasts, platelets,  or  red  blood  cells.  The  story  is  differ- 
ent with  lymphocytes.  Ia  antigens  are  present  pre- 
dominately on  B lymphocytes.  Investigators  are  now 
asking  whether  Ia  antigens  are  more  important  than 


HLA  antigens  for  graft  survival.  Researchers  doing 
transplants  in  pigs  have  shown  that,  while  skin  and 
kidney  transplants  are  rejected,  liver  transplants  are 
not;  the  only  difference  among  these  three  organs  is 
that  liver  cells  do  not  have  Ia  antigens.  Allograft  re- 
jection is  rarely  seen  with  human  hepatic  transplants 
(liver  transplant  failure  is  due  mainly  to  technical 
problems  in  anastomosing  the  biliary  tract).  If  Ia  an- 
tigens are  more  important  than  HLA  antigens  in  sen 
sitizing  the  immune  systems,  then  we  should  be 
seeing  cadaveric  kidney  failure  more  frequently,  es- 
pecially since  we  know  that  kidney  tissue  has  Ia  anti- 
gens. However,  investigators  have  raised  the  possi- 
bility of  blocking  antibodies,  that  is,  certain 
recipients  may  have  blocking  antibodies  which  mask 
the  Ia  antigens  and  prevent  sensitization  of  the  im- 
mune system.  Blocking  antibodies  actually  prevent 
graft  rejection  in  animal  models;  however,  with  the 
tests  available  now,  it  has  been  difficult  to  differenti- 
ate in  humans  the  blocking  antibodies  from  the  other 
cytotoxic  antibodies. 

In  our  laboratory  at  the  University  of  Virginia,  we 
have  developed  a technique  for  detection  of  blocking 
antibodies  prior  to  transplantation.  We  are  now  able 
to  classify  our  transplant  recipients  as  those  with 
blocking  antibodies  and  those  without.  Preliminary 
data  on  graft  survival  in  these  two  groups  strongly 
suggest  that  blocking  antibodies  may  enhance  graft 
survival. 

There  remain  large  gaps  in  our  knowledge  of 
transplant  rejection.  Research  is  being  directed  to  de- 
velopment of  specific  immunological  tests  to  detect 
early  rejection.  There  is  similar  research  in  the  area 
of  immunoresponsive  genes,  suppressor  T cells,  and 
blocking  antibodies;  all  of  these  could  play  a role  in 
graft  survival  despite  poor  HLA  matching.  We  are 
re-evaluating  therapy  for  rejection  and  are  studying 
the  efficiency  of  anti-lymphocyte  serum  and  radia- 
tion. Finally,  a great  deal  of  research  is  underway  to 
identify  new  membrane  antigens  which  may  be  more 
important  than  the  HLA  antigens. 
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Plastic  Surgery/Case  Report 


One-Stage  Breast  Reconstruction 
Following  Radical  Mastectomy 


GOVIND  Acharya,  MD,  and  I.  KELMAN  COHEN,  MD,  Richmond,  Virginia 


Breast  Reconstruction  is  becoming  increasingly  im- 
portant in  the  physical  and  psychological  rehabilita- 
tion of  the  mastectomy  patient.  Perhaps  this  is  be- 
cause techniques  for  reconstruction  have  improved 
markedly  over  the  past  decade,  and  both  patients  and 
general  surgeons  are  cognizant  of  these  advances.  Al- 
though one-stage  reconstruction  is  frequently  pos- 
sible after  modified  radical  mastectomy,  classic  radi- 
cal mastectomy  has  usually  required  a multi-staged 
procedure.  The  recent  introduction  of  a latissimus 
dorsi  myocutaneous  flap1  following  radical  mastec- 
tomy provides  healthy  well  vascularized  skin  and 
muscle  to  replace  the  skin  and  muscle  lost  from  the 
breast  area.  Moreover,  the  bulk  of  latissimus  dorsi 
muscle  transposed  to  the  anterior  chest  wall  corrects 
the  infraclavicular  hollow  deformity  which  is  often 
so  prominent  after  radical  mastectomy.  In  addition, 
the  entire  reconstruction  can  be  done  often  in  one 
stage. 


Fig.  1.  Patient  after  mastectomy,  with  wide,  unstable  scar, 
atrophy  of  pectoralis  major  muscle,  and  hollowness  below 
clavicle. 


Prior  to  reconstructive  surgery,  the  mastectomy  de- 
fect is  carefully  evaluated,  with  special  attention  to 
the  chest  wall  skin  defect,  axillary  deformity  and  hol- 
lowness below  the  clavicle.  Examination  and  review 
is  always  done  with  the  extirpative  surgeon.  The  pa- 
tient is  well  informed  as  to  realistic  expectations. 

Case  Report 

A 22-year-old  female  was  referred  for  breast  reconstruc- 
tion 10  months  following  a modified  radical  mastectomy. 
Postoperative  healing  problems  had  resulted  in  a wide,  un- 
stable scar,  and  there  was  atrophy  of  the  pectoralis  major 
muscle,  with  some  hollowness  below  the  clavicle  (Fig.  1). 

A latissimus  dorsi  myocutaneous  flap  was  outlined,  with 
the  skin  island  planned  carefully  so  that  the  scar  would  be 
covered  as  effectively  as  possible  by  bra  or  bathing  suit. 
The  muscle  and  skin  island  were  elevated,  with  careful 
preservation  of  the  thoracodorsal  pedicle  containing  the 
vascular  and  nerve  supply  to  the  latissimus  dorsi  muscle. 
The  unstable  chest  scar  was  excised,  and  the  myocutaneous 


Fig.  2.  Same  patient  after  one-stage  reconstruction  by  la- 
tissimus dorsi  myocutaneous  flap,  including  inflatable 
breast  implant. 
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flap  tunneled  anteriorly.  The  defect  on  the  back  was  closed 
primarily.  The  latissimus  muscle  was  then  affixed  beneath 
the  clavicle  to  correct  the  subclavicular  hollowness  and 
along  the  sternal  border,  replacing  the  atrophic  pectoralis 
muscle.  An  inflatable  breast  implant  was  placed  beneath 
the  muscle.  The  nipple/areolar  complex  was  reconstructed, 
using  a sharing  procedure  from  the  opposite  breast  (Fig.2). 
The  patient  was  discharged  on  the  fourth  postoperative 
day  and  vacationed  in  Florida  2 weeks  later. 

Discussion 

Mastectomy  is  often  followed  by  altered  body  im- 
age and  mental  depression.  The  potential  magnitude 
of  the  problem  is  clear  by  the  fact  that  90,000  women 
in  the  United  States  will  develop  breast  cancer  this 
year.  We  believe  that  most  of  these  patients  should 
be  informed  of  the  potential  for  reconstruction.  This 


provides  realistic  optimism  and  may  avoid  depres- 
sion. 

Using  the  lattisimus  dorsi  myocutaneous  flap,  mul- 
tiple reconstructive  procedures  can  now  be  mini- 
mized, restoring  body  image  and  function,  and  en- 
hancing the  general  health,  happiness  and  well-being 
of  our  patients. 
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iRadiology/Gastroenterology/Case  Report 


Sonographic  Diagnosis  of  Choledochal  Cyst 

P.  M.  Fitzer,  MD,  and  J.  R.  Stephens,  MD,  Newport  News,  Virginia 


Biliary  cysts  are  rare  lesions,  and  until  recently 
this  diagnosis  was  seldom  made  preoperatively.1 
With  the  widespread  employment  of  the  invasive 
techniques  of  endoscopic  retrograde  cholangio- 
graphy and  percutaneous  cholangiography  with  the 
“skinny  needle”,  biliary  cysts  are  being  diagnosed 
with  increasing  accuracy.2  This  report  describes  the 
preoperative  diagnosis  of  choledochal  cyst  by  sono- 
graphy, a simple,  widely  available,  non-invasive 
imaging  modality. 

Case  Report 

Five  days  prior  to  admission,  while  at  church,  this  16- 
year-old  white  female  noted  the  onset  of  nausea  associated 
with  right  upper  quadrant  pain;  she  felt  as  if  someone  had 
“hit  her  with  a fist”.  The  pain  persisted  and  was  associated 
with  nausea  and  vomiting  but  no  fever  or  chills.  Her  urine 
darkened  just  prior  to  admission.  She  denied  similar  pre- 
vious episodes,  and  there  was  no  history  of  liver  disease, 
hepatitis,  jaundice,  or  hepatotoxin  exposure.  Past  medical 
history  was  unremarkable  except  fo  an  appendectomy.  On 
examination,  she  was  jaundiced  and  her  temperature  was 
100°F.  There  was  severe  tenderness  in  the  right  upper 
quadrant  of  the  abdomen,  but  a liver  edge  or  mass  was  not 
felt.  Rectal  exam  was  normal  except  for  trace  positive  stool 
for  occult  blood.  Her  white  blood  cell  count  was  21,900 
with  86%  polymorphonuclear  cells.  Other  laboratory  data 
included  bilirubin  3.3  mg%,  alkaline  phosphatase  126  IU, 
SGOT  219  IU,  and  serum  amylase  890  Somogyi  units.  An 
oral  cholecystogram  did  not  opacify  the  gallbladder.  The 
sonogram  showed  a fusiform  cystic  mass  in  the  right  upper 
quadrant,  just  anterior  to  the  portal  vein  (Fig.l).  A sepa- 
rate common  bile  duct  could  not  be  identified.  The  gall- 
bladder was  normal.  An  organism  did  not  grow  on  blood 
culture,  but  the  patient  responded  well  to  gentamicin  ther- 
apy for  presumed  ascending  cholangitis  and  the  usual  ther- 
apy for  pancreatitis.  After  the  serum  bilirubin  returned  to 
normal,  an  intravenous  cholangiogram  showed  marked  di- 
latation of  the  common  bile  duct  with  normal  caliber  he- 
patic radicles,  and  a normal  size  gallbladder  (Fig.2).  It  was 
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Fig.  1.  Steep  oblique  longitudinal  sonogram.  Choledochal 
cyst  (large  black  arrow)  just  anterior  to  the  portal  vein 
(double  black  arrows)  is  evident.  Head  of  pancreas  (double 
white  arrows)  may  be  minimally  enlarged  (the  black  dots 
are  at  1-cm  intervals). 


Fig.  2.  Oblique  tomographic  cut  from  subsequent  intra- 
venous cholangiogram  shows  opacification  of  gallbladder 
(large  arrow)  and  choledochal  cyst  (small  arrows). 
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felt  that  the  patient  had  a choledochal  cyst  and  that  correc- 
tion of  the  cyst  on  an  elective  basis  should  be  done  after 
full  recovery  from  pancreatitis  and  ascending  cholangitis. 
After  three  asymptomatic  months,  she  was  admitted  to  an- 
other hospital  for  surgery.  An  exploratory  laparotomy  wa 
done  with  cholecystectomy,  resection  of  the  choledochal 
cyst  and  choledochojej unostomy  (Roux-en-Y  reconstruc- 
tion). The  choledochal  cyst  was  found  to  arise  1.5  cm  be- 
low the  common  hepatic  duct  and  extend  to  the  superior 
margin  of  the  duodenum.  Pathologically,  the  dilated  area 
of  the  common  bile  duct  was  consistent  with  a choledochal 
cyst  and  the  gallbladder  showed  chronic  cholecystitis.  The 
patient  has  done  well  postoperatively. 

Discussion 

About  1,000  biliary  cysts  have  been  reported.3  Sev- 
eral classifications  have  been  proposed,  but  the  fol- 
lowing scheme  seems  satisfactory': 

Type  1 (86.7%)  diffuse  dilatation  of  the  common  bile  duct,  may  ex- 
tend into  intrahepatic  radicals  (choledochal  cyst) 

Type  II  ( 3.1%)  common  bile  duct  diverticulum,  usually  arising 
laterally  (rare) 

Type  III  ( 5.6%)  dilatation  of  intraduodenal  portion  of  common 
bile  duct  (choledochocele) 

Type  IV  ( 2.6%)  multiple  dilated  areas  in  intrahepatic  and  extra- 
hepatic  ducts  (Caroli’s  disease);  2%  cysts  associated  with  biliary 
atresia 

The  cysts  may  or  may  not  be  lined  with  cylindrical 
or  cuboidal  epithelium;  the  cyst  wall  is  usually  fi- 
brotic,  with  some  elastic  fibers  and  smooth  muscle.1 
The  cysts  are  probably  congenital  in  origin,  since  the 
majority  are  found  in  infants  and  young  people.  A 
few  may  be  acquired.  Bile  filled,  the  cysts  may  range 
up  to  many  liters  in  size.  The  bile  may  be  sterile,  but 
many  patients  present  with  infection.  Calculi  may  be 
present  in  the  cysts. 

A triad  of  jaundice,  right  upper  quadrant  pain, 
and  mass  is  the  presentation  in  only  one-third  of 
cases,  and  these  signs  and  symptoms  may  be  inter- 
mittent and  of  long  duration.14 

Many  radiographic  techniques  have  been  em- 
ployed in  the  diagnosis  of  choledochal  cysts.5  The 
traditional  diagnostic  modalities  of  upper  gastroin- 
testinal series  and  barium  enema  may  be  abnormal, 
but  are  usually  non-specific.  Intravenous  urography 
may  be  helpful  if  total  body  opacification  and  to- 
mography are  utilized.  Arteriography  is  also  non- 
specific. Intravenous  cholangiography  may  be  unsuc- 
cessful because  of  elevated  serum  bilirubin,  but  occa- 
sionally the  cyst  may  be  outlined  as  in  the  present 
case  (Fig. 2).  Reports  of  successful  imaging  of  biliary 
cysts  with  radioiodinated  rose  bengal  have  appeared, 
but  this  technique  is  also  bilirubin  dependent.6  Endo- 
scopic retrograde  cholangiography  and  percutaneous 
cholangiography  with  the  “skinny  needle”  are  very 
specific  and  accurate,  but  significant  morbidity  and 
mortality  may  be  associated  with  these  invasive  pro- 


cedures. They  are  expensive  and,  in  the  case  of  endo- 
scopic retrograde  cholangiography,  may  be  quite 
time-consuming. 

Sonography  is  a quick,  inexpensive,  non-invasive 
technique,  well  suited  to  evaluation  of  the  biliary 
tree.  A few  reports  of  the  use  of  sonography  in  the  di- 
agnosis of  biliary  cysts  have  appeared.7  9 It  has  been 
stated  that  while  sonography  may  delineate  a right 
upper  quadrant  cystic  lesion,  the  etiology  is  still  not 
clearly  biliary.1  However,  it  would  seem  that  careful 
attention  to  scanning  technique  may  show  a definite 
relationship  of  the  cyst  to  the  biliary  tree  (Fig. 2). 7 
Perhaps  the  most  important  factor  in  the  pre- 
operative diagnosis  of  biliary  cysts  is  the  inclusion  of 
this  possibility  in  the  differential  diagnosis.' 

The  treatment  of  choledochal  cysts,  the  most  com- 
mon of  biliary  cysts,  is  surgical,  and  the  standard 
procedure  has  been  choledochocystenterostomy. 
However,  a recent  report  shows  that  complete  ex- 
cision of  the  cyst  is  usually  feasible  and  safe.10  Since 
there  is  a 3%  incidence  of  carcinoma  in  choledochal 
cysts,  complete  excision  may  have  additional  merit.3 
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Urology/Surgery/Case  Report 


An  Unusual  Complication  of 
Central  Venous  Catiierization 

John  B.  Forrest,  MD,  and  Harold  J.  Wanebo,  MD,  Charlottesville,  Virginia 


The  introduction  of  total  parenteral  nutrition  has  led 
to  a greater  use  of  central  venous  catheterization.  Ac- 
cordingly, the  number  of  complications  associated 
with  central  venous  catheterization  has  increased. 
We  report  an  unusual  complication. 

Case  Report 

The  patient  was  a 38-year-old  black  female  who  was 
found  in  December  of  1977  to  have  an  adenocarcinoma  of 
the  stomach.  At  that  time  she  underwent  an  80%  gastrec- 
tomy, omentectomy,  splenectomy,  and  distal  pan- 
createctomy with  a Billroth  II  gastrojejunostomy.  Her 
postoperative  recovery  was  uneventful  and  she  had  no  evi- 
dence of  recurrence  until  April  1978,  when  she  presented 
with  clinical  evidence  of  gastric  outlet  obstruction.  She  was 
returned  to  the  operating  room  where  she  underwent  revi- 
sion of  the  gastrojejunostomy.  Microscopic  examination  of 
the  resected  specimen  revealed  recurrent  adenocarcinoma. 
On  the  first  postoperative  day  a central  venous  catheter 
was  inserted  by  the  left  infraclavicular  approach  for  total 
parenteral  nutrition.  Shortly  after  successful  placement  of 
the  catheter  it  ceased  functioning.  After  an  unsuccessful  at- 
tempt to  remove  the  catheter,  a chest  X ray  showed  the 
catheter  to  be  tied  upon  itself,  and  a left  arm  venogram 
further  revealed  that  the  catheter  lay  outside  the  lumen  of 
the  left  subclavian  vein.  The  patient  was  returned  to  the 
operating  room  where  the  catheter  was  dissected  from  be- 
neath the  left  costoclavicular  ligament,  where  the  knot  had 
lodged  (Figure  1).  The  patient  did  well  following  removal 
of  the  central  venous  catheter  and  was  discharged  on  the 
10th  postoperative  day. 

Discussion 

Complications  of  central  venous  catheterization 
include  pneumothorax,  hemothorax,  hemo- 
pneumothorax,  laceration  of  the  subclavian  vein,  lac- 
eration of  the  subclavian  artery,  air  embolism,  embo- 
lization of  portions  of  the  catheter  to  the  heart  and 
pulmonary  system,  mediastinal  hematoma,  sepsis, 
myocarcial  perforation,  thrombophlebitis  and  throm- 
bosis of  the  subclavian  vein,  retrograde  blood  loss, 
brachial  plexus  palsy,  perforation  of  the  innominate 
vein,  thoracic  duct  perforation  and  phrenic  nerve  pa- 
ralysis.' 2 A previous  case  of  a knotted  central  venous 


catheter  has  also  been  reported.3  However,  that  cath- 
eter was  removed  by  traction  rather  than  by  surgical 
dissection.  The  costoclavicular  ligament  in  the  case 
presented  here  formed  an  angle  which  allowed  the 
knotted  central  venous  catheter  to  lodge  beneath  the 
ligament.  This  is  believed  to  be  the  first  such  reported 
case. 
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Pulmonary  Medicine/ Case  Report 


Bacteimuc  Acinetobacter  Pneumonia 
Witii  Survival  in  a Normal  Host 


Jeffrey  H.  Rosen,  MD,  Orhan  Muren,  MD,  George  W.  Gander,  PhD, 
Susan  K.  Irby,  MS,  and  Carol  F.  Cashion,  MT,  Richmond,  Virginia 


A Cl NETO BA  CTER  calcoaceticus  var  anitratus, 
formerly  known  as  Herellea  vaginicola,  is  a ubiqui- 
tous gram  negative  coccobacillus  infrequently  patho- 
genic for  man.  Although  usually  a commensal  in  hu- 
mans, with  little  intrinsic  virulence,  there  have  been 
numerous  reports  in  the  literature  of  nosocomial  in- 
fection in  severely  debilitated  patients.'  3 As  an  op- 
portunistic organism,  infection  usually  occurs  in  pa- 
tients with  various  predisposing  factors  such  as:  1) 
serious  underlying  disease  including  congestive  fail- 
ure, renal  disease,  pulmonary  disease  or  malig- 
nancy;1-7  2)  steroids  or  cytoxic  agents;8  3)  prior  sys- 
temic antibiotics,8  4)  endotrachial  intubation  or 
tracheostomy;8-10  5)  mechanical  ventilation;8-10  6)  in- 
dwelling vascular  or  bladder  catheter;2-8  7)  surgery;8 
8)  burns;"  9)  residence  in  intensive  care  unit;8  or  10) 
chronic  alcoholism.4 12 13  Rare  case  reports  exist  of 
community-acquired  Acinetobacter  pneumonia;  how- 
ever, all  of  these  patients  exhibited  underlying  factors 
which  compromised  immunity.4-71213 

This  report  documents  the  first  known  case  in  the 
English  literature  of  bacteremic  Acinetobacter  cal- 
coaceticus lobar  pneumonia  in  a nonimmu- 
nocompromised  host. 

Material  and  Methods 

Organisms  isolated  from  clinical  specimens  were 
identified  as  Acinetobacter  calcoaceticus  var  anitratus 
according  to  stated  criteria.14  All  strains  were  non- 
motile,  nonfermentative  gram-negative  coccobacilh, 
and  demonstrated  oxidative  breakdown  of  dextrose, 
and  10%  lactose  but  not  maltose. 

Phagocytosis  was  measured  in  vitro  by  adding  a 
pure  suspension  of  the  patient’s  organism  to  his  buffy 

From  the  Department  of  Medicine,  Pulmonary  Division, 
and  the  Department  of  Pathology,  Medical  College  of  Vir- 
ginia/Virginia Commonwealth  University.  Address  corre- 
spondence to  Dr.  Muren  at  Box  914,  MCV  Station,  Rich- 
mond VA  23298. 
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coat  cells.  These  cells  were  suspended  in  the  patient’s 
plasma  and  mounted  on  a petroleum-sealed  micro- 
scope slide.  The  procedure  was  repeated,  substituting 
baker’s  yeast  ( Saccharomyces  cerevisiae)  for  the  Aci- 
netobacter. Phagocytosis  was  observed  for  30  minutes 
and  was  compared  to  a normal  control. 

Monocyte  and  polymorphonuclear  leukocytes 
were  separated  using  a Ficoll-Hypaque  gradient.  Af- 
ter washing,  each  cell  type  was  resuspended  in  media 
to  a concentration  of  6 x 106  cells/ml.  Utilizing  a 
modified  Boyden  technique,  monocyte  chemotaxis 
was  tested  using  lymphocyte  derived  chemotactic 
factor15  while  neutrophil  chemotaxis  was  investigated 
with  zymosan  treated  C’5  fragment.16 

Case  Report 

A 53-year-old  Baptist  minister  and  campus  policeman, 
formerly  in  excellent  health,  was  admitted  to  the  Medical 
College  of  Virginia  Hospital  with  a 5-day  history  of  cough, 
purulent  sputum,  anorexia,  malaise  and  fever.  The  morn- 


Figure  1A.  PA  chest  radiograph  taken  in  the  emergency 
room. 
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ing  of  admission  he  developed  dyspnea,  left  pleuritic  chest 
pain,  and  hemoptysis.  Evaluation  in  the  emergency  room 
revealed  a lingular  infiltrate  (Figure  1A).  Sputum  smear 
was  interpreted  as  consistant  with  a pneumococcal  pneu- 
monia and  the  patient  was  released  on  oral  ampicillin.  He 
returned  later  that  evening  with  progressive  symptoms  and 
was  admitted.  There  was  a 30-pack-year  smoking  history 
but  no  effort  dyspnea  or  chronic  cough.  Otherwise,  his  past 
medical  history  was  unremarkable.  He  denied  prior  pul- 
monary infections,  diabetes  mellitus,  nor  use  of  medica- 
tions or  alcohol. 

On  physical  examination,  he  was  a muscular,  youthful 
appearing  black  male  in  acute  respiratory  distress.  Tem- 
perature was  39.1°C,  pulse  115,  respirations  52  and  BP 
120/80.  There  was  marked  usage  of  the  accessory  muscles 
of  respiration  and  findings  of  lingular  consolidation  ac- 
companied by  left  basilar  rales  and  an  S-4  gallop. 

Admission  laboratory  included  a hemoglobin  of  14.2  g/ 
dl  and  white  blood  count  of  40, 300/ mm3  with  70%  neutro- 
phils, 28%  bands  and  2%  lymphocytes.  Electrolytes,  urea 
nitrogen,  glucose  and  coagulation  parameters  were  normal. 
Urinalysis  revealed  1+  protein  and  an  electrocardiogram 
showed  sinus  tachycardia.  Arterial  blood  gases  on  ambient 
air  were  Pa02  46mmHg,  PaC02  25mmHg,  pH  7.50.  Chest 
X ray  now  showed  consolidation  of  the  lingular  and  left 
lower  lobe  with  some  right  lower  lobe  involvement  (Figure 
IB).  Sputum  gram  stain  revealed  sheets  of  polys  with  al- 
veolar macrophages  and  numerous  gram  negative  dipl- 
ococci  and  coccobacilli  exhibiting  biopolar  staining.  There 
were  a few  gram  positive  diplococci. 

He  was  electively  intubated  because  of  exhaustion  and 
persistant  hypoxemia  despite  increasing  Fi02.  Treatment 
was  initiated  with  intravenous  cephalothin  and  gentamicin 
for  presumed  gram  negative  pneumonia.  Three  of  three 
sputum  cultures  grew  Acinetobacter  calcoaceticus  var  ani- 
tratus  with  a few  alpha  streptococci,  while  two  of  six  blood 


Figure  IB.  AP  portable  upright  chest  radiograph  14  hours 
after  Figure  1A.  Nasotracheal  tube  in  place. 


cultures  grew  the  gram  negative  coccobacillus.  Urine  cul- 
ture was  negative.  Minimum  inhibitory  concentrations  by 
agar  dilution  were  less  than  1.0,  2.0  and  25  ug/ml  for  gen- 
tamicin, amikacin  and  carbenicillin  respectively.  Because 
of  in  vitro  resistance,  cephalosporin  therapy  was  discontin- 
ued. Gentamicin  levels  were  monitored  with  a peak  10.3 
and  trough  less  than  1.5  ug/ml.  A 2- week  course  of  intra- 
venous gentamicin  was  completed  without  complications. 
The  therapeutic  response  was  dramatic,  with  extubation 
occurring  after  72  hours,  defervescence  by  day  8,  and  rapid 
resolution  of  the  pulmonary  infiltrates.  Chest  X ray  on  day 
13  was  clear  (Figure  1C). 

Serum  and  urine  protein  electrophoresis  were  unremark- 
able. Intermediate  purified  protein  derivative  and  multiple 
acid-fast  bacilli  smears  were  negative;  Candida  skin  test 
was  reactive.  Spirometric  studies  were  completely  normal 
on  followup  examination. 

Immune  function  was  extensively  evaluated.  Serum  im- 
munoelectrophoresis  was  normal.  C’3,  C’4  and  CH-50 
were  adequate.  Polymorphonuclear  phagocytic  function  as 
tested  against  Acinetobacter  and  Saccharomyces  cerevisiae 
was  normal,  as  was  intracellular  metabolism  measured  by 
the  nitroblue  tetrazolium  test.  Rebuck  window  revealed 
normal  polymorphonuclear  and  macrophage  mobiliza- 
tion.17 In  vitro  assays  of  neutrophil  and  monocyte  chemo- 
taxis  were  normal. 

Dissussion 

The  vast  majority  of  Acinetobacter  infections  are 
hospital-acquired  in  patients  with  altered  host  fac- 
tors. Pulmonary  manifestations  are  most  fre- 
quent;81018 however,  a wide  variety  of  infections  have 
been  documented  in  the  debilitated  or  hospitalized 
patient.8  In  a recent  review,  Glew  et  al8  cited  endo- 
tracheal intubation,  tracheostomy,  prior  antibiotics, 


Figure  1C.  PA  chest  radiograph  taken  13  days  after  admis- 
sion. 
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intensive  care  unit  residence,  surgery  and  prior  pul- 
monary disease  as  major  factors  predisposing  to  op- 
portunistic Acinetobacter  pneumonia.  It  is  well  recog- 
nized that  intravenous  catheters  are  associated  with 
Acinetobacter  bacteremia.28  Smith  et  al19  reported  a 
hospital  outbreak  of  Acinetobacter  bacteremia  prob- 
ably related  to  cold  air  humidifier  contamination.  All 
of  the  affected  patients  had  either  impaired  host  de- 
fenses, indwelling  intravenous  catheters,  or  both  at 
the  time  of  the  bacteremia.  A recent  epidemic  of  Aci- 
netobacter pneumonia  in  an  intensive  care  unit  docu- 
mented human  skin  as  an  important  reservoir  for  the 
organism.20  Indeed,  prior  colonization  studies  have 
isolated  the  bacteria  from  human  skin  in  25-33%  of 
those  sampled20  21  and  from  7%  of  normal  pharyngeal 
cultures.22  Inhalation  therapy  equipment  incorporat- 
ing a reservoir  nebulizer,9  or  continuous  positive 
pressure  ventilation  have  been  proposed  as  sources  of 
Acinetobacter  respiratory  infection.20 

Despite  increasing  recognition  of  nosocomial  Aci- 
netobacter pulmonary  infection,  extensive  literature 
review  revealed  only  seven  prior  cases  of  community- 
acquired  Acinetobacter  pneumonia,4  7 1213  with  con- 
comitant bacteremia  documented  in  five.46  71213  Six 
were  lobar,4  6 7 12  13  despite  the  usual  pattern  of  bron- 
chopneumonia seen  in  nosocomial  infection.8  Only 
three  survived.4  7 13  Four  of  these  patients  were  alco- 
holic,412 13  and  of  these,  one  was  cirrhotic  with  con- 
gestive heart  failure  and  a prior  anteroseptal  myo- 
cardial infarct,4  and  one  was  leukopenic.13  Of  the 
remaining  three,  one  had  chronic  renal  disease,6  one 
had  chronic  bronchitis  and  polycystic  kidneys,5  and 
one  had  angina,  pulmonary  edema,  and  hepatomeg- 
aly.7 

Studies  suggest  that  chronic  alcohol  consumption 
directly  decreases  marrow  granulocyte  reserve  and 
may  result  in  leukopenia  in  the  presence  of  acute  in- 
fection.23 24  Alcohol  can  inhibit  early  leukocyte  mobi- 
lization into  traumatized  skin25  and  result  in  a tran- 


sient decrease  in  serum  bactericidal  activity  against 
certain  gram  negative  organisms.26  Alcoholics  are 
known  to  have  an  increased  incidence  of  aspiration. 
DeMayo  et  al27  has  recently  demonstrated  a marked 
defect  in  neutrophil  chemotaxis  in  cirrhotics  associ- 
ated with  a serum  inhibitor  and  hypocomplemen- 
temia.  Studies  in  cirrhotic  rats  have  disclosed  bacteri- 
cidal defects  in  the  liver,  spleen  and  lung.28 

Chronic  renal  disease  may  augment  susceptibility 
to  Acinetobacter  pneumonia  due  to  increased  secre- 
tions and  diminished  phagocytic  clearance  of  bac- 
teria.6,2930 Congestive  heart  failure  and  chronic  bron- 
chitis predispose  to  bronchopneumonia. 

In  no  instance  of  community-acquired  Acinetobac- 
ter pneumonia  was  immunocompetence  investigated, 
despite  the  omnipresence  of  various  abnormal  host 
factors.  Our  patient  was  neither  debilitated  nor  alco- 
holic, and  there  was  no  evidence  of  altered  immune 
function. 

Despite  prior  reports  of  “asymptomatic  bactere- 
mia”,1018 Acinetobacter  infection  carries  substantial 
morbidity  and  mortality.8  Erroneous  presumptive  di- 
agnosis of  Neisseria  species,  Haemophilus  influenzae 
or,  as  in  this  case,  streptococcus  pneumoniae,  are 
possible  if  the  sputum  gram  stain  is  misinterpreted4 12 
or  one  is  unaware  of  Acinetobacter’s  potential  patho- 
genecity.  Adequate  antimicrobial  therapy  consists  of 
an  aminoglycoside  with  the  synergistic  addition  of 
carbenicillin  when  necessary,  in  drug-resistant  or 
hospital-acquired  disease.8  Inadequate  or  delayed 
therapy  due  to  misdiagnosis  or  improper  inter- 
pretation of  sputum  gram  stain  may  enchance  mor- 
tality.4512 Although  unusual,  community-acquired 
Acinetobacter  pneumonia  does  occur;  prompt  diag- 
nosis and  adequate  treatment  are  essential  in  order  to 
reduce  mortality.'3 

The  authors  gratefully  acknowledge  the  work  of  Dennis 
Forbes,  MD,  and  the  intensive  care  unit  nursing  staff. 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  mi.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  1 0 minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“ The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably'  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS.  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia: nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage:  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoontul  syrup  three  or  four  times  daily.  Infants:  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.  Adults:  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine”  (bethanecol  chloride  USP) 
should  be  used. 
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Ob-Gyn/Case  Report 

Combined  Pregnancy 

Pablo  A.  Falo,  MD,  Simon  Solano,  MD, 
and  Maureen  O’Regan,  MD, 
Arlington,  Virginia 

Several  hundred  cases  of  combined  pregnancies 
have  been  reported  in  the  world  literature.  Felbo  and 
Fenger'  reviewed  the  literature  since  1738  with  522 
cases  reported.  Robertson  and  Grant2  have  given  us 
the  most  recent  presentation  of  this  unusual  event. 
According  to  Williams3,  the  incidence  of  combined 
pregnancies  is  one  in  30,000.  Most  cases  are  discov- 
ered early  in  the  pregnancy  with  lower  abdominal 
pain,  vaginal  bleeding  with  a history  of  amenorrhea, 
and  previous  pelvic  infection4.  The  diagnosis  is  usu- 
ally confirmed  via  the  laparascope,  and  management 
of  choice  is  surgical.  An  aggressive  surgical  approach 
is  recommended  in  cases  of  acute  abdomen  in  preg- 
nancy. 

Case  Report 

Mrs.  M.H.,  a 24-year-old  nulligravida,  presented  to  our 
office  on  1-22-75.  Her  complaint  at  this  time  was  occa- 
sional nausea  and  urinary  frequency.  Her  last  menstrual 
period  was  12-11-74.  Her  family  history  and  past  medical 
history  were  unremarkable.  Her  menstrual  history:  men- 
arche  age  10  with  somewhat  irregular  cycles  lasting  28-40 
days.  She  had  a previous  tonsillectomy,  and  a Rubella  vac- 
cination in  April  1974.  Physical  examination:  vital  signs 
and  pelvic  examination  were  all  within  normal  limits.  A 
pregnancy  test  on  1-22-75  was  reported  as  probably  nega- 
tive (doubtful).  The  patient  was  asked  to  return  in  2 weeks 
for  reevaluation. 

On  February  4,  1975  the  pregnancy  test  was  positive  and 
on  pelvic  examination  the  uterus  was  enlarged  to  4-6  weeks 
pregnancy  size.  She  was  given  vitamins  and  doxylamine 
succinate/pyridoxine  hydrochloride  (Benedectin®)  for 
nausea.  Her  next  visit  was  4 weeks  later.  She  was  without 
complaint.  The  fetal  heart  tones  were  heard  with  the  fetone 
machine. 

On  March  9 the  patient  was  seen  at  4 o’clock  in  the 
morning  in  the  emergency  room  with  the  chief  complaint 
of  sudden  onset  of  lower  abdominal  pains  which  she  said 
were  similar  to  gas  pains,  with  associated  nausea  and  dizzi- 
ness. On  physical  examination  the  uterus  was  abdominally 
palpated,  corresponding  to  14  weeks  gestation.  The  lower 
abdomen  was  generally  tender,  more  so  on  the  right  side. 
Mild  rebound  tenderness  was  elicited.  Bowel  sounds  were 

Address  correspondence  to  Dr.  Falo  at  3800  North  Fair- 
fax Drive,  Arlington  VA  22203. 
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normal.  Pelvic  examination  was  consistent  with  a 14  weeks 
gestational  size  uterus  with  bilateral  adnexal  tenderness 
but  no  masses  palpable.  She  was  admitted  for  observation. 
Laboratory  data  on  admission  was  as  follows:  Hgb  11.9, 
Hct  34.1%,  WBC  12,400  electrolytes  normal;  urinalysis,  2+ 
bacteria  with  1-3  WBC/hpf.  Four  hours  later,  Hgb  11.6, 
Hct  34.6  WBC  15,000  with  a shift  to  the  left.  A surgical 
consulation  was  obtained  and  a presumed  diagnosis  of 
acute  appendicitis  was  made.  The  patient  was  taken  to  the 
operating  room  for  an  exploratory  laparotomy. 

A Rocky-Davis  incision  was  made.  There  was  approxi- 
mately 250  cc  of  free  blood  in  the  pelvis.  The  right  adnexa 
and  appendix  were  normal.  The  uterus  was  uniformly  en- 
larged to  14  weeks  pregnancy  size.  In  the  left  adnexa  there 
was  a 5-6  cm  lesion  within  the  left  tube  and  a bleeding 
simple  cyst  in  the  ovary.  The  cyst  was  excised  and  a left 
salpingectomy  were  performed.  The  pelvis  was  again  ex- 
amined for  additional  bleeding  sites,  the  liver  and  spleen 
were  within  normal  limits  and  the  abdomen  was  closed  in 
the  routine  fashion.  Pathological  evaluation  of  the  speci- 
men revealed  cystic  follicles  and  decidual  implants  of  the 
left  ovary  and  the  fallopian  tube  with  enclosed  products  of 
conception.  Her  postoperative  course  was  uneventful.  Fetal 
heart  tones  were  normal.  She  was  discharged  on  the  7th 
postoperative  day  to  be  followed  in  the  office  biweekly. 

The  fetal  heart  tones  were  first  heard  with  a stethoscope 
on  April  7.  On  May  13  the  patient  was  in  the  office  com- 
plaining of  vaginal  bleeding.  On  pelvic  examination  there 
was  a small  amount  of  dark  old  blood  mixed  with  mucous 
discharge.  Fetal  heart  tones  were  normal.  There  were  no 
contractions.  She  was  again  admitted  for  observation. 
Sonography  revealed  an  anterior  placenta  with  a single 
fetus  in  the  breech  position  with  a biparietal  diameter  cor- 
responding to  a fetal  age  of  25  to  25‘/2  weeks.  (This  placen- 
tal localization  subsequently  proved  to  be  erroneous.)  Lab- 
oratory data  on  admission:  Hct  35.6;  uric  acid,  clotting 
studies  and  serum  iron  and  folic  acid  all  within  normal 
limits.  She  was  hospitalized  for  1 1 days  with  minimal 
bleeding,  then  discharged  to  home  and  bed  rest  and  mini- 
mal ambulation  to  be  followed  weekly  in  the  office. 

On  June  12  (26-28  weeks)  she  was  readmitted  with  in- 
creased bleeding.  Sonography  showed  a single  fetus  in  a 
transverse  lie  of  26  weeks  gestation  with  a posterior  pla- 
centa extended  partially  over  the  cervical  os.  A diagnosis 
of  partial  placenta  previa  was  made.  Hct  34.3;  WBC 
10,500;  uric  acid,  fibrinogen  and  platlets  were  within  nor- 
mal limits.  A non-stress  test  on  6-1-75  was  negative.  She 
was  discharged  on  6-2-75  with  no  bleeding,  to  be  followed 
weekly. 

There  was  no  subsequent  bleeding.  She  was  treated  with 
cephalexin  (Keflex®)  for  urinary  tract  infection  during  her 
37th  week.  Repeat  sonography  on  8-13-75  showed  a single 
fetus  in  a transverse  lie  of  37.4  weeks  gestation  with  a pos- 
terior low-lying  placenta. 

She  was  readmitted  on  9-3-75  with  a spontaneous  rup- 
ture of  membranes  with  no  vaginal  bleeding.  Examination 
at  that  time  revealed  amniotic  fluid  coming  from  the  cer- 
vical os,  no  bleeding,  and  the  fetus  on  an  oblique  lie.  All 
lab  data  were  within  normal  limits.  A low  segment  cesar- 


ean section  was  performed  and  a normal  female  baby, 
weighing  7 lbs.  and  7 ozs.  with  Apgar  score  of  7 and  9,  was 
delivered.  The  cord  was  wrapped  around  the  neck  X 2.  The 
placenta  was  located  along  the  posterior  wall  of  the  uterus, 
partially  covering  the  cervical  os.  The  mother’s  post- 
operative course  was  unremarkable  and  she  was  dis- 
charged on  the  7th  postoperative  day.  Three  years  later 
mother  and  baby  were  doing  well. 

Discussion 

There  are  some  features  of  particular  interest  in 
this  case.  There  was  an  absence  of  vaginal  bleeding, 
which,  along  with  the  localization  of  the  pain  on  the 
right  lower  abdominal  quadrant,  made  us  think  of  an 
acute  appendicitis  as  the  most  probable  preoperative 
diagnosis.  The  development  of  the  placenta  previa 
might  be  coincidental,  unless  the  circumstances  that 
led  to  the  development  of  the  ectopic  pregnancy  also 
caused  an  implantation  defect5.  We  agree  with  the 
general  consensus  that  a curettage  should  not  be  au- 
tomatically performed  in  cases  of  tubal  ectopic  preg- 
nancies6 * despite  the  fact  that  in  this  case  the  intra- 
uterine pregnancy  was  previously  recognized.  A high 
index  of  suspicion  is  recommended,  when  dealing 
with  a tubal  ectopic  pregnancy  combined  with  an  in- 
trauterine pregnancy,  to  assure  good  outcomes  for 
both  mother  and  infant.  On  the  other  hand,  the  same 
approach  should  be  followed  when  performing  first 
trimester  abortions  in  patients  with  combined  preg- 
nancy. The  morbidity  is  definitely  highest  in  cases  in 
which  extrauterine  pregnancy  has  been  overlooked. 
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Radiology/Case  Report 


Soft  Tissue  Extension  of  Bony  Metastasis 
Identified  by  Bone  Scanning 

Brian  R.  J.  Williamson,  MD,  Stuart  T.  Bray,  MD,  C.  David  Teates,  MD, 
Richard  F.  Lees,  MD,  Barbara  Y.  Croft,  PhD,  and 
J.  Alan  Cochrane,  MD,  Charlottesville,  Virginia 


With  the  introduction  of  phosphate  bone  scanning 
by  Subramanian  et  al  in  1971,'  bone  scanning  has  be- 
come a frequently  performed  study  and  is  a highly 
sensitive  indicator  of  bone  pathology.  As  with  all 
imaging  modalities  we  must  recognize  not  only  the 
directly  demonstrated  abnormality  but  also  be  vigil- 
ant for  more  subtle  indicators.  These  agents  localize 
in  and  directly  demonstrate  bone  lesions  and  also  at 
times  localize  in  soft  tissues  in  a variety  of  lesions. 
This  case  is  presented  to  emphasize  the  important  in- 
formation gained  by  recognizing  a further  feature 
presented  on  bone  scanning,  distortion  of  normal  soft 
tissue  anatomy. 

Case  Report 

This  patient  is  a 60-year-old  white  male  with  known 
renal  cell  carcinoma  and  bony  metastatic  involvement  of 
the  right  side  of  the  pelvis,  including  the  acetabulum,  is- 
chium and  pubis.  A bone  scan  was  performed  using  15.0 
mCi  of  technetium  99m  methylene  diphosphonate  to  iden- 
tify other  deposits.  A number  of  bone  deposits  were  identi- 
fied including  the  known  pelvic  involvement,  part  of  which 
was  cold  on  scan  (Fig.  1).  The  bone  scan,  however,  further 
revealed  that  this  latter  deposit  had  invaded  extensively 
into  the  soft  tissue  of  the  pelvis  as  shown  by  bladder  dis- 
placement and  deformity  (Fig.  1).  This  was  confirmed  by 
an  intravenous  pyelogram  (Fig.  2).  A defect  was  also  seen 
in  the  right  kidney  where  the  renal  cell  carcinoma  was  lo- 
cated (Fig.  1 ). 

Discussion 

With  the  widespread  use  of  bone  scanning,  many 
interesting  bone  changes  have  been  demonstrated.  A 
number  of  soft  tissue  abnormalities  have  also  been 
shown,  including  soft  tissue  primary  and  metastatic 
tumor,2'5  soft  tissue  necrosis,6  infarction2  and  meta- 
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static  calcification.7  Iu  These  agents  are  also  normally 
excreted  by  the  kidneys  and,  as  such,  abnormalities 
of  the  renal  tracts  can  be  visualized.  This  may  take 
the  form  of  renal  defects  due  to  cysts  or  tumors,  di- 
lated urinary  tracts  with  obstruction,  and  bladder 
displacement  or  deformity  from  bladder  and  other 
pelvic  tumors.  The  bone  scan  in  this  patient  shows  a 
defect  in  the  right  kidney  where  the  renal  tumor  was 
located;  it  also  shows  marked  bladder  displacement 
to  the  left  by  the  soft  tissue  pelvic  extension  of  the 
right  sided  bony  pelvic  deposit  (Fig.  1).  This  in- 
dicated that  the  required  radiation  therapy  portal 
would  need  to  be  wider  than  that  used  for  treatment 
of  the  already  known  bony  lesion  alone.  Incidentally, 
the  bladder  deformity  could  not  be  seen  on  the  full 
bladder  view  of  this  IVP  (Fig.  3)  but  only  on  the 
post-voiding  film  (Fig.  2). 

A further  interesting  point  in  this  case  was  the  ab- 
sence of  activity  in  the  region  of  the  right  ischium,  as 
the  bone  was  totally  destroyed  in  this  area.  Dimin- 
ished bone  activity  occurs  with  either  reduced  blood 
supply  or  extensive  bone  destruction. 1 ' The  latter  sit- 
uation was  the  case  here,  as  evidenced  by  radio- 
graphs showing  gross  bony  destruction  (Fig.  2). 

This  case  demonstrates  a number  of  interesting 
features  of  bone  scanning,  including  a renal  defect, 
absent  activity  in  the  region  of  a bony  metastasis 
and,  the  point  we  wish  to  emphasize,  displacement  of 
normal  anatomy  as  an  indicator  of  pathology. 
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Fig.  1.  Bone  scan  demonstrating  1) 
defect  in  right  kidney  where  renal 
cell  carcinoma  was  located  (arrow- 
head upper  left);  2)  marked  bladder 
displacement  to  left  by  soft  tissue 
extension  of  bony  metastasis  (solid 
arrow  left);  3)  diminished  activity 
due  to  gross  bony  metastatic  de- 
struction (dotted  arrows  lower  left 
and  right). 


Fig.  2 (left).  Post- voiding  film  of  intravenous  pyelogram  demonstrating  1)  bladder  displacement  to  left  by  soft  tissue  exten- 
sion of  bony  metastasis  (solid  arrow);  2)  marked  bony  destruction  (dotted  arrow),  which  led  to  diminished  activity  on  bone 
scan.  Fig.  3 (right).  Full  bladder  film  of  intravenous  pyelogram  demonstrating  normal  bladder;  lesion  is  concealed  by  dis- 
tended bladder  anteriorly. 
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Neurology/Case  Report 


Primary  Amebic  Meningoencephalitis 

Italo  Rinaldi,  MD,  William  A.  Read,  MD,  James  E.  Kopp,  MD, 

William  O.  Harris,  Jr.,  MD,  and  Thomas  J.  Reagan,  MD,  Newport  News,  Virginia 


Primary  amebic  meningoencephalitis  (FAME)  is  of 
recent  recognition  as  a disease  entity.  It  is  to  be  dis- 
tinguished from  secondary  involvement  of  the  cen- 
tral nervous  system  by  parasitic  amebae'  and  is 
caused  by  small,  free-living  organisms  ubiquitous  to 
stagnant  waters  and  moist  soils.  In  1972,  after  study- 
ing 60  cases,  Dumas2  classified  primary  amebic  me- 
ningoencephalitis into  three  major  clinical  subtypes: 
acute,  chronic  and  benign  aseptic. 

The  case  here  presented  is,  within  the  authors’ 
knowledge  at  the  time  this  report  was  prepared,  the 
fourth  confirmed  case  of  chronic  primary  amebic 
meningoencephalitis.  It  occurred  in  a Smithfield, 
Virginia,  woman  who  died  two  months  after  onset  of 
symptoms. 

Case  Report 

This  47-year-old,  diabetic  black  woman  was  admitted  to 
Riverside  Hospital,  Newport  News,  Virginia,  on  May  17, 
1974,  in  a semi-stuporous  state.  Her  diabetes  had  been  ade- 
quately controlled  with  oral  hypoglycemic  medications.  In 
April  1974  she  had  been  hospitalized  for  investigation  of 
weakness  and  jerking  of  the  left  upper  extremity  of  about  2 
weeks  duration,  with  the  additional  complaint  of  some 
vague  diminution  of  vision  in  both  eyes.  Brain  scan  then 
was  normal  and  electroencephalogram  compatible  with  a 
structural  lesion  of  the  right  frontal  lobe. 

When  admitted  to  Riverside  Hospital,  she  gave  a history 
of  loss  of  appetite,  generalized  weakness  and  lethargy  of  a 
few  days’  duration.  Her  temperature  was  101. 8°F,  her 
pulse  was  118  and  blood  pressure  was  130/70.  Her  neck 
was  slightly  stiff.  The  eyes  deviated  to  the  right.  No  gross 
motor  weakness  was  found  but  her  cooperation  was  mini- 
mal. She  appeared  chronically  ill,  dehydrated  and  ema- 
ciated. A spinal  tap  yielded  clear  and  colorless  spinal  fluid 
with  a pressure  of  320  mm.  There  were  105  lymphs  with  5 
segs.  The  proteins  were  84  mg/dl,  the  sugar  was  240  mg/dl 
with  a blood  sugar  of  510.  Gram  stains,  India  ink  prepara- 
tions, acid-fast  bacilli  (AFB)  and  routine  culture  of  the  spi- 
nal fluid  did  not  yield  anything  abnormal.  X rays  of  the 
chest  and  skull  were  normal. 
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On  the  day  following  admission,  she  was  awake  but 
poorly  cooperative.  She  understood  simple  commands, 
maintained  her  head  and  eyes  deviated  to  the  right.  The 
neck  was  very  stiff.  Funduscopic  examination  was  normal. 
At  this  point  she  was  found  to  have  left  homonymous 
hemianopsia,  slight  facial  weakness  on  the  left  side,  drift  of 
the  left  upper  extremity  with  marked  dyspraxia.  The  left 
plantar  response  was  indifferent.  The  findings  were  com- 
patible with  a right  hemispheric  dysfunction  involving  the 
parietal  and  occipital  lobes.  Our  differential  diagnosis  was 
that  of  fungal  disease,  tuberculosis,  cerebral  abscess  and 
vasculitis. 

A brain  scan  revealed  rather  minimal  increase  of  uptake 
in  the  right  parieto-occipital  region.  The  electroencephalo- 
gram suggested  subacute  or  acute  cortical  dysfunction  of  a 
generalized  nature.  Because  of  positive  purified  protein  de- 
rivative (PPD),  the  patient  was  given  300  mg  of  INH  every 
8 hours,  with  ! h gm  of  streptomycin  IV  every  12  hours  and 
ethambutol  5 mg  every  8 hours,  and  although  her  meta- 
bolic status  improved,  the  patient  became  progressively 
more  obtunded.  On  May  20,  she  was  semi-comatose,  ex- 
hibited flaccidity  of  the  left  arm  and  her  neck  was  very 
stiff.  There  were  roving  movements  of  the  eyes  with  weak- 
ness of  the  left  lateral  rectus  and  horizontal  nystagmus  to 
the  left.  All  muscle  stretch  reflexes  were  hyperactive  and 
now  both  plantar  responses  were  extensor.  In  spite  of  the 
fact  that  the  brain  scan  was  not  definitely  diagnostic,  we 
felt  at  this  point  that  a cerebral  abscess  had  to  be  consid- 
ered; the  patient  was  placed  on  dexamethasone  (Deca- 
dron®)  and  a right  retrograde  brachial  arteriogram  was 
carried  out.  The  findings  were  again  suggestive  only  of  an 
avascular  expansive  mass  in  the  right  parietal  occipital  re- 
gion. Surgery  was  advised  but  it  was  refused. 

On  May  21,  there  was  considerable  improvement.  The 
patient  was  alert  and  tried  to  respond  to  commands.  A re- 
peat spinal  tap  yielded  normal  pressure,  14  lymphs,  1 seg. 
The  proteins  were  168  mg/dl,  the  sugar  115  mg/dl  with  a 
blood  sugar  of  228  mg/dl.  The  patient  received  parenteral 
insulin  and  although  ketosis  was  controlled,  her  blood 
sugar  was  still  ranging  between  250  and  420  mg/dl.  The 
serum  sodium  remained  low  and  we  felt  that  she  had  in- 
appropriate secretion  of  the  antidiuretic  hormone. 

On  May  23,  she  could  count  fingers  and  was  quite  alert; 
but  later  in  the  day  she  became  comatose,  with  fixed  pu- 
pils, decerebrate  posturing  and  up-going  toes.  She  expired 
on  May  25.  An  autopsy  was  performed,  and  the  pathologi- 
cal findings  coincided  with  those  previously  reported  by 
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Duma  et  al3.  The  brain  was  swollen,  and,  when  coronal 
cuts  were  made,  a very  large  area  of  necrotic,  purulent  ma- 
terial was  found  to  involve  the  white  matter  of  the  parietal 
and  occipital  lobes.  A second  abscess  was  noted  in  the  left 
cerebellar  hemisphere.  Microscopic  examination  of  both 
the  cerebral  and  cerebellar  abscesses  revealed  necrotic  cel- 
lular material  with  acute  and  chronic  inflammatory  cells  as 
well  as  a large  number  of  amebae.  There  were  also  focal 
areas  of  granulomatous  inflammatory  reactions  with  multi- 
nucleated  giant  cells,  some  of  which  contained  amebae. 
The  meninges  were  also  infiltrated  by  inflammatory  cells. 

The  large  amebae  contained  amphophilic  cytoplasm 
with  eccentrically  placed  nuclei  which  contained  promi- 
nent, darker  karyosomes.  Binucleated  and  dividing  tropho- 
zoites were  seen.  There  were  also  slightly  wrinkled,  double- 
walled  cysts  (Fig.  1).  The  amebae  identified  in  the  brain 
tissue  of  this  patient  appeared  to  represent  a species  of 
free-living  ameba  other  than  Naegleria  or  Acanthamoeba- 
Hartmannella.  While  definite  identification  was  not  pos- 
sible, it  was  felt  that  they  were  compatible  with  organisms 
belonging  to  the  family  Vahlkampfiidae. 

Discussion 

Culbertson4  was  the  first  investigator  to  demon- 
strate the  pathogenicity  of  non-parasitic  amebae  in 
mice  and  monkeys;  and  since  this  first  report  he  has 
produced  reliable  models  of  experimental  amebic 
meningoencephalitis  in  many  animal  species,  either 
by  direct  intracerebral  inoculation  or  by  the  intra- 
nasal route,  the  infection  occurring  as  a purulent,  ne- 
crotic meningoencephalitis  or  as  a smoldering, 
chronic  encephalitis. 

Credit  for  recognizing  and  describing  primary 
meningoencephalitis  in  humans  caused  by  free-living 
amebae  should  go  to  Fowler  and  Carter5;  they  re- 
ported the  courses  of  three  children  and  one  adult 
who  died  of  acute  meningitis  4-5  days  after  onset  of 
severe  symptoms  of  upper  respiratory  tract  infection. 
They  found  overwhelming  presence  of  amebae  in  the 
olfactory  bulbs  and  adjacent  forebrain,  and  in  one 
patient  the  presence  also  of  inflamed  submucosa  and 
olfactory  nerve.  Invasion,  they  suggested,  was  by 
nasal  mucosa. 

Then,  in  1966,  Butt6  reported  three  cases,  identi- 
fying motile  amebae  in  the  spinal  fluid  of  two  of  his 
cases  antemortem  and  suggesting  that  intranasal  in- 
oculation of  the  amebae  resulted  from  “prolonged 
swimming  in  tepid  lake  waters”. 

This  suggestion  was  given  credence  two  years  later 
in  reports  by  Calicot7,8  that  cited  ponds  and  lakes 
near  Richmond,  Virginia,  as  the  foci  of  infection  in 
seven  young  patients  who  died  of  fulminating  menin- 
goencephalitis in  July  1968.  All  of  the  patients,  Cali- 
cot documented,  had  histories  of  swimming  in  ponds 
or  lakes  near  Richmond  shortly  before  the  onset  of 
symptoms.  Calicot  suggested  that  many  cases  may 


►© 

^ O' 


Fig.  1.  Photomicrograph  of  involved  cortex.  Despite  post- 
mortem autolysis,  an  amebic  cyst  can  be  seen  (large  ar- 
row), as  well  as  many  trophozoites  (small  arrow).  H&E 
stain  X 40C). 


have  been  overlooked  in  the  past,  postulated  the  oc- 
currence of  less  fulminating  forms  of  the  disease  fol- 
lowed by  clinical  recovery,  and  stressed  the  need  for 
identification  of  the  living  amebae  in  the  spinal  fluid 
with  special  techniques,  especially  if  no  bacterial 
agent  could  be  identified  in  cases  of  apparent  bacte- 
rial meningoencephalitis. 

Calicot’s  studies  were  widely  reported,  and  addi- 
tional cases  began  to  be  reported  all  over  the  world. 
While  most  of  them  involved  patients  who  had  been 
swimming  or  playing  in  stagnant  waters,  indoor 
swimming  pools,  hot  mineral  pools,  and  warm, 
muddy  puddles,  isolated  reports  implicated  other 
factors.  Patras9  described  a fatal  case  of  primary 
meningoencephalitis  in  a 59-year-old  man  who  had 
undergone  dental  extraction  five  days  before  onset  of 
illness.  A case  reported  by  Jaeger10  was  that  of  a 16- 
year-old  male  with  Hodgkin’s  disease  who  had  been 
treated  with  radiation  and  chemotherapy.  And  Ken- 
ney" reported  the  case  of  a 57-year-old  male  who 
had  suffered  a stroke  three  years  prior  to  onset  of 
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chronic  encephalitis.  It  is  possible,  Kenney  postu- 
lated, that  these  cases  represent  invasion  by  free-liv- 
ing amebae  residing  “normally  in  the  nasopharynx 
and  in  patients  whose  host  defenses  are  com- 
promised”, and  indeed,  amebae  of  the  genus  Hart- 
mannella  may  be  isolated  from  the  normal  upper  res- 
piratory tract.  Or  it  is  possible  the  invading  amebae 
may  be  dust-borne  and  inhaled,  or  moist  air  contain- 
ing amebic  cysts  may  be  inhaled'2.  Two  articles13 14 
reported  an  abrasion  of  the  scalp  and  a small  lacer- 
ation of  the  cheek  as  portals  of  entry  of  amebae. 

Both  the  course  of  the  disease,  the  possible  source 
of  the  amebic  invasion,  and  the  genus  of  the  amebae 
either  suspected  or  identified  in  the  reported  cases 
are  taken  into  account  by  Duma2  in  his  classifica- 
tions of  primary  amebic  meningoencephalitis  in  three 
major  clinical  subtypes. 

1.  The  acute  type  is  characterized  by  sudden  on- 
set, fulminating  course,  and  swiftly  fatal  termination. 
The  organism  believed  to  be  responsible  is  an 
amebae-flagellate  of  the  genus  Naegleria.  Almost  all 
of  these  cases  have  occurred  in  healthy,  young  pa- 
tients following  fresh  water  activity  of  some  kind 
during  the  summer  months.  After  an  incubation  pe- 
riod ranging  from  five  to  eight  days,  the  clinical  pic- 
ture is  characterized  by  symptoms  of  upper  respira- 
tory infection  and  accompanied  by  the  rather  abrupt 
onset  of  headache,  fever,  nausea,  vomiting  and  gen- 
eralized malaise.  In  24-48  hours,  rather  pronounced 
neurological  deficits  become  apparent,  generalized 
seizures  may  ensue,  and  the  patient’s  level  of  con- 
sciousness rapidly  deteriorates.  Signs  of  rapid  cranio- 
caudal  progression  become  manifest,  and  death  usu- 
ally occurs  as  a result  of  cerebral  herniations 
secondary  to  the  rather  massive  cerebral  edema  asso- 
ciated with  the  disease.  The  only  patient  who  is 
known  to  have  survived  primary  amebic  meningoen- 
cephalitis due  to  Naegleria  was  a 6-year-old  male  sib- 
ling of  a child  who  had  just  died  from  a confirmed 
case  of  amebic  meningoencephalitis.  The  diagnosis 
was  made  promptly,  and  the  child  was  treated  with 
amphotericin  intravenously.  This  would  imply  that 
the  diagnosis  of  primary  amebic  meningoencephalitis 
must  be  made  very  promptly  if  there  is  to  be  any 
hope  for  survival. 

The  pathological  findings  in  cases  of  acute  PAME 
are  those  of  hemorrhagic,  purulent  meningoencepha- 
litis with  areas  of  hemorrhagic  necrosis,  with  relative 
sparing  of  the  white  matter.  Large  numbers  of 
amebae  can  usually  be  seen  in  the  perivascular 
spaces  of  the  brain,  the  invasion  beginning  from  the 
meninges  and  spreading  into  the  grey  matter.  Associ- 
ated pathological  findings  may  be  ulceration  of  the 
nasal  mucosa  with  invasion  by  the  amebae  of  the  ol- 


factory nerves  in  the  area  of  the  cribriform  plate, 
which  is  believed  to  be  the  major  portal  of  entry  for 
the  organisms.  It  must  be  remembered,  however,  that 
avenues  of  entry  other  than  water  may  exist,  and  it 
should  be  stressed  that  the  amebae  can  be  readily 
identified  with  an  H&E  stain  from  the  spinal  fluid.  If 
the  diagnosis  of  acute  primary  amebic  meningoen- 
cephalitis is  suspected,  meticulous  examination  at  25- 
37  °C  of  wet  preparations  of  the  spinal  fluid  may  in- 
deed reveal  mobile  amebae.  This  examination  unfor- 
tunately is  seldom  done  and  when  done,  amebae  may 
be  overlooked  since  movements  of  the  amebae  can- 
not be  detected  until  the  slide  is  properly  warmed. 

2.  The  chronic  type  of  primary  amebic  meningo- 
encephalitis displays  a prolonged  course  ranging 
from  1-2  months.  In  these  cases,  the  responsible  orga- 
nisms have  been  of  the  Hartmannella-Acanthamoeba 
genus.  Only  three  cases  of  this  chronic  type  have  thus 
far  been  described.  The  patient  reported  by  Kenney" 
had  a stroke  two  years  prior  to  the  onset  of  the  symp- 
toms, which  were  characterized  by  increasing  spastic- 
ity of  the  paralyzed  extremity  and  by  brief  psycho- 
motor seizures.  At  autopsy,  focal  areas  of 
hemorrhage,  enutrophilic  and  monocytic  infiltration 
and  the  presence  of  amebae  “typical  of  Hart- 
mannella ” were  noted. 

The  second  case  was  described  by  Rorke  et  al15  in 
a 58-year-old  chronic  alcoholic  male  who  died  16 
days  after  admission.  At  autopsy,  a necrotizing  type 
of  encephalitis  was  found,  involving  primarily  the 
temporal  lobes  and  the  brain  stem.  The  third  case 
was  reported  by  Ringstead  et  al14  of  a 5-year-old  Ko- 
rean boy  who  had  developed  swelling  of  the  left 
cheek  approximately  one  year  after  sustaining  a 
small  laceration  in  this  area.  Within  a few  months, 
two  more  subcutaneous  masses  had  formed.  The  pa- 
tient was  hospitalized  for  about  seven  months  during 
which  he  had  alternating  periods  of  slightly  elevated 
temperature  lasting  2-3  weeks.  The  child  was  treated 
with  penicillin,  streptomycin,  chloramphenicol  and 
even  radiation  to  the  skin  lesions  without  benefit. 
During  the  last  month  of  life,  he  became  weaker  and 
complained  of  severe  headaches.  During  the  last  ten 
days,  he  exhibited  several  generalized  convulsions 
and  finally  coma,  which  lasted  about  one  day  before 
death.  At  autopsy,  amebae  were  found  in  the  skin  le- 
sions as  well  as  in  the  brain,  where  meningeal  ex- 
udates were  present,  with  histiocytes,  lymphocytes 
and  an  occasional  multinucleated  giant  cell. 

3.  The  benign  aseptic  type  of  primary  amebic 
meningoencephalitis  presents  a disease  picture  simi- 
lar to  viral  aseptic  meningitis  with  the  responsible  or- 
ganism probably  either  Acanthamoeba-Hartmannella 
or  Naegleria. 
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Conclusions 

The  case  here  reported  fits  the  described  chronic 
type  of  primary  amebic  meningoencephalitis,  with  an 
overall  course  of  about  two  months. 

The  well  water  obtained  from  the  patient’s  resi- 
dence was  examined  for  free-living  amebae  by  ordi- 
nary light  and  phase  microscopy  with  negative  re- 
sults, nor  did  cultures  grow  any  amebae3.  Since  free- 
living  amebae  are  plentiful  and  ubiquitous  in  nature, 
it  is  logical  to  surmise  that  there  is  a variety  capable 
of  producing  primary  amebic  encephalitis.  It  is  also 
clear  that  the  route  of  infection  does  not  have  to  be 
one  of  immersion  in  stagnant  waters,  which  is  the 
usual  habitat  for  these  free-living  amebae.  Diminu- 
tion of  host  resistance,  which  occurs,  for  instance,  in 
diabetes,  indicates  that  natural  resistance  probably 
plays  a role  in  the  susceptibility  of  humans  to  the  less 
pathogenic  type  of  non-parasitic  amebae,  as  in  the 
case  here  reported.  It  is  doubtful  that  our  patient 
could  have  responded  to  any  kind  of  therapy.  Even  if 
radical  surgical  evacuation  of  the  necrotic,  purulent 
accumulation  had  been  carried  out,  we  doubt  that 
this  patient  could  have  recovered  from  such  an  over- 
whelming, albeit  subacute,  amebic  infection. 

Physicians  should  be  aware  that  primary  amebic 
infections  of  the  central  nervous  system  can  occur 
and  that  appropriate  diagnostic  studies  should  be 


carried  out  with  all  dispatch  when  purulent  cerebral 
spinal  fluid  (CSF)  or  purulent  necrotic  tissues  ob- 
tained at  surgery  fail  to  show  any  evidence  of  bac- 
teria. We  stress  the  need  for  warm,  wet  preparations 
of  cerebral  spinal  fluid  to  identify  mobile  amebae. 

Amphotericin  B is  the  only  drug  that  has  an  in 
vitro  amebicidal  effect,  but  its  efficacy  is  yet  to  be 
tested  in  clinical  trials.  Since  it  takes  too  long  to  ob- 
tain effective  CSF  levels  by  the  intravenous  route,  ei- 
ther intrathecal  or  intraventricular  administration  of 
this  drug  should  be  carried  out.  The  initial  dosage 
should  be  of  0.5-1  mg,  preferably  mixed  with  10-15 
ml  of  cerebral  spinal  fluid.  This  dosage  should  be  ad- 
ministered daily  for  several  days  in  spite  of  the  dan- 
ger of  neurological  complications.  This  mode  of  ther- 
apy would  seem  optimal  since  the  amebae  are 
located  primarily  in  the  meninges  and  the  superficial 
areas  of  the  cortex.  Concomitant  intravenous  therapy 
can  also  be  used16.  If  Hartmannella  is  suspected,  sul- 
fadiazine should  be  given  together  with  amphotericin 
B.  Of  course  it  is  essential  to  undertake  other  mea- 
sures to  reduce  acute  cerebral  edema,  including  the 
use  of  controlled  respiration,  the  use  of  dexametha- 
sone,  which  unfortunately  also  reduces  the  efficacy  of 
amphotericin  B,  and  the  use  of  intracranial  pressure 
monitoring. 

References  on  request. 
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Surgery/Case  Report 


Necrotizing  Amebic  Colitis 

Charles  H.  Boggs,  MD,  and  Ranes  C.  Chakravorty,  MD,  Salem,  Virginia 


Amebiasis  is  common  in  the  tropics  and  not  un- 
known in  the  United  States,  where  it  occurs  most  fre- 
quently in  the  southern  part  of  the  country.'  In  Vir- 
ginia, amebiasis  is  a reportable  disease,  and  the 
Virginia  State  Board  of  Health  listed  97  cases  in 
1976,  73  in  1977,  and  35  in  1978.  None  of  these  pa- 
tients had  surgical  complications,  which  are  rarely 
encountered  with  the  disease. 

A rare  form  of  amebiasis  is  necrotizing  amebic  co- 
litis, which  in  the  few  instances  reported  has  often 
terminated  fatally.  We  present  here  such  a case,  with 
perforation  of  the  colon  due  to  infestation  of  Enta- 
moeba histolytica,  which  was  treated  successfully 
with  surgery. 

Case  Report 

A 56-year-old  male  with  psychosis  secondary  to  an  old 
head  injury  has  been  followed  as  an  outpatient  for  about 
eight  years  and  presented  with  complaints  of  weight  loss, 
anorexia,  diarrhea,  and  sore  throat  and  diffuse  abdominal 
pain  for  two  weeks.  On  examination  he  had  a temperature 
of  101°F  with  a pulse  rate  of  112  per  minute.  Abdominal 
examination  was  generally  unremarkable.  Foul  smelling, 
black  watery  stool  was  noted  on  his  underclothing  and  on 
the  examining  rectal  glove.  There  also  was  some  perianal 
swelling  and  the  stool  was  positive  for  blood.  The  patient 
was  referred  to  the  surgical  department  with  a possible  di- 
agnosis of  perirectal  abscess.  Physical  examination  showed 
some  abdominal  wall  tenderness,  most  marked  in  the  right 
lower  quadrant  without  rebound  or  guarding.  Chest  radio- 
gram was  normal.  Marked  distention  of  the  large  bowel 
with  some  loops  of  dilated  small  bowel  were  seen  in  the  left 
upper  quadrant  on  abdominal  X rays.  The  distal  colon 
contained  feces.  The  admission  blood  count  showed  16,300 
WBC  with  19%  banded  neutrophils.  Initial  biochemical 
studies  of  blood  and  the  urine  were  within  normal  limits. 
Nasogastric  suction  and  intravenous  hydration  were  initi- 
ated. Over  the  next  24  hours  his  general  condition  re- 
mained the  same,  but  abdominal  tenderness  increased  and 
some  rebound  was  noted,  mainly  on  the  right  side.  Bowel 
sounds  were  hypoactive.  Repeat  flat  films  of  the  abdomen 
showed  persistence  of  the  previously  noted  distended  loops 
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of  gut  with  haziness  in  the  pelvic  region  and  separation  of 
several  loops  of  slightly  dilated  small  bowel,  strongly  sug- 
gesting intraperitoneal  fluid.  On  anoscopy  the  rectal  lining, 
starting  from  about  2cm  inside  the  anus,  appeared  to  be 
necrotic,  with  areas  of  yellow  and  black  discoloration. 
Black,  necrotic  rectal  mucosa  was  seen  on  careful  procto- 
sigmoidoscopy to  20  cm.  No  evidence  of  perirectal  abscess 
was  found. 

An  exploratory  laparotomy  was  carried  out  with  the  pro- 
visional diagnosis  of  ischemic  necrosis  of  the  large  gut. 
When  the  abdominal  cavity  was  entered,  two  large  areas  of 
yellow  slough  were  seen  in  the  anterior  portion  of  the  distal 
sigmoid  colon.  There  was  no  gross  evidence  of  perforation. 
A small  amount  of  purulent  exudate  was  present  in  the  left 
side  of  the  pelvis.  A localized  area  of  colonic  necrosis  was 
also  seen  in  the  right  portion  of  the  transverse  colon.  The 
remaining  abdominal  organs,  including  the  appendix,  ap- 
peared normal.  The  necrotic  portion  of  the  sigmoid  colon 
was  resected,  the  stump  of  the  rectum  was  closed  and  left 
in  the  pelvis  underneath  the  peritoneum,  and  the  distal  end 
of  the  descending  colon  brought  out  as  an  end-colostomy. 
The  necrotic  area  of  the  transverse  colon  was  resected  and 
the  two  ends  also  brought  out  as  end-colostomies.  A cecos- 
tomy  was  established  by  removing  the  appendix  and  in- 
serting a large  Malecot  catheter  through  this  opening.  In 
view  of  the  widely  dilated  small  gut  loops  and  the  perito- 
neal contamination,  a decompressive  enterostomy  was  per- 
formed. The  abdominal  wall  was  closed  with  retention  su- 
tures. 

To  the  authors’  surprise,  the  histopathological  examina- 
tion showed  necrotizing  colitis  caused  by  E histolytica. 

The  patient  was  therefore  given  metronidazole  and  tet- 
racycline in  addition  to  the  usual  supportive  measures  dur- 
ing the  immediate  postoperative  period.  His  progress  was 
satisfactory  and  restoration  of  colonic  continuity  is 
planned  for  a future  date. 

The  local  sanitary  authorities  examined  the  foster  home 
where  the  patient  lived  and  were  unable  to  locate  any 
source  of  E histolytica.  The  patient  had  never  been  abroad 
but  had  stayed  for  a year  in  Florida  35  years  ago. 

Discussion 

In  the  human,  infection  by  E histolytica  is  usually  a 
chronic  disease  characterized  by  episodic  diarrhea  or 
dysentery.  While  most  patients  need  medical  treat- 
ment only,  a small  number  of  patients  develop  surgi- 
cal complications. 
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These  can  involve  the  liver,  pleural  space,  lung  or 
central  nervous  system  as  metastatic  amebic  ab- 
scesses, granulomatous  reactions  to  the  trophozoite 
(ameboma)  and,  finally,  perforation  of  the  gut  from 
amebic  ulcers. 

Colonic  amebiasis  generally  consists  of  ulcers  of 
the  colon,  with  perforation  or  bleeding;  amebic  gran- 
ulomas, sometimes  confused  with  neoplasm  on  the 
right  side  of  the  colon;  and  postoperative  problems 
associated  with  amebic  appendicitis.  The  initial  le- 
sions are  in  the  rectosigmoid  junction  with  small, 
classically  flask-shaped  ulcers  of  the  mucosa  extend- 
ing into  the  submucosa.  The  lytic  activity  of  the 
amebae  evokes  relatively  little  inflammatory  reaction 
in  the  tissue  and  can  thus  produce  large,  necrotic 
areas.  Even  when  extensive,  the  areas  of  necrosis  are 
limited  in  their  penetration  through  the  walls  of  the 
colon,  though  in  their  progression  in  depth,  vascular 
supply  can  be  jeopardized.  Localized  perforations  of 
the  colon  are  possible,  though  not  common. 

An  associated  but  more  virulent  form  of  amebic 
involvement  of  the  colon  is  necrotizing  amebic  coli- 
tis23. In  this  form  of  the  disease,  which  our  case  illus- 
trates, there  is  massive  involvement  of  the  gut,  with 
confluent  or  discreet  areas  of  through-and-through 
necrosis  of  the  gut  wall.  Only  the  colon  is  involved, 
as  a rule,  though  on  occasion  the  small  gut  may  also 
be  affected. 

Trophozoites  can  be  demonstrated  by  examination 
of  the  stool,  the  patient  typically  complaining  of  diar- 
rhea or  dysentery.  There  is  initial  evidence  of  tox- 
emia, because  of  superimposed  bacterial  sepsis.  With 
involvement  of  the  serosal  layer  of  the  colon,  perito- 
neal signs  can  be  expected,  the  rectum  and  rectosig- 
moid are  most  commonly  affected  and  a typical  vel- 
vety feel  of  the  rectal  mucosa  on  digital  examination 
has  been  described3. 

Anoscopy  or  protosigmoidoscopy,  if  carefully 
done,  will  show  the  typical  mucosal  openings  of 
amebic  ulceration  in  early  cases  and  the  necrotic 
slough  rectal  mucosa  in  more  advanced  lesions. 


The  gut  is  extremely  friable,  and  in  the  past,  surgi- 
cal attempts  at  resection  have  been  thought  inadvis- 
able. Only  drainage  of  infected  areas  and  amebecides 
have  been  recommended,  with  appropriate  support- 
ive measures,  in  the  hope  the  disease  will  limit  itself. 
Perforations  associated  with  fulminating  dysentery, 
as  is  seen  in  necrotizing  amebic  colitis,  have  been 
considered  almost  always  a terminal  complication. 

With  improved  knowledge  of  management  of  fluid 
and  electrolyte  requirements  and  the  availability  of 
relatively  non-toxic  amebicides  and  antibacterial 
agents,  surgical  intervention  is  considered  more  justi- 
fied today.  Though  the  mortality  rate  remains  dis- 
tressingly high,  salvage  is  possible,  even  with  massive 
necrosis  of  gut.  Because  of  the  physical  nature  of  the 
involved  gut,  resection  of  grossly  necrotic  perforated 
areas  and  establishment  of  diverting  procedures  are 
advisable,  with  restoration  of  intestinal  continuity  a 
later,  secondary  consideration4  5. 

In  the  case  here  described,  a stool  examination 
would  certainly  have  demonstrated  the  trophozoites. 
To  what  extent  this  would  have  influenced  the  sub- 
sequent course  of  the  disease  is  questionable,  though 
preoperative  administration  of  tetracycline  would 
have  been  desirable. 
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Medicine/Case  Report 


Candida  Fungus  Ball  Presenting  as 

Obstructive  Uropatiiy 

JAMES  J.  Boylan,  MD,  and  G.  D.  QURESHI,  MD,  Richmond,  Virginia 


Candida  species  are  normal  inhabitants  of  the 
mouth,  intestinal  tract  and  vagina  and  may  be  cul- 
tured from  these  locations  in  35-40%  of  normal  indi- 
viduals. Of  these  Candida  species,  15-20%  have  been 
further  identified  as  Candida  albicans'.  Systemic  in- 
fections with  Candida,  though  uncommon,  are  usually 
seen  in  association  with  clinical  conditions  of  ad- 
vanced cancer,  leukemia,  immunosuppression,  dia- 
betes mellitus,  hyperalimentation  and  chronic  antibi- 
otic therapy  and  may  involve  multiple  sites.  In  the 
following  report,  a diabetic  patient  is  described  who 
manifested  an  unusual  form  of  primary  renal  can- 
didiasis characterized  by  fungus  ball  formation  and 
obstruction  of  the  right  renal  pelvis. 

Case  Report 

A 53-year-old  housewife  complained  of  dysuria  and  uri- 
nary frequency.  Symptoms  resolved  after  two  weeks  treat- 
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ment  with  nitrofurantoin.  She  was  found  18  months  later 
to  have  diabetes  mellitus  and  recurrent  urinary  tract  infec- 
tion with  Escherichia  coli.  Multiple  blood  cultures  were 
negative.  She  was  treated  with  fluids,  insulin  ampicillin. 

Because  of  a persistent  fever,  an  intravenous  pyelogram 
was  obtained,  which  showed  failure  of  excretion  of  the  dye 
by  the  right  kidney.  A retrograde  pyelogram  demonstrated 
a radiolucent  mass  at  the  right  uretero-pelvic  junction 
causing  partial  obstruction  (Figure  1A).  Cultures  obtained 
during  the  retrograde  pyelogram  studies  grew  E coli  and 
Candida  albicans. 

Due  to  the  persistence  of  renal  obstruction  and  fever,  the 
right  renal  pelvis  was  explored  surgically.  On  exposure,  a 
large  irregularly-shaped,  greyish-white  fungus  ball  which 
occupied  the  renal  pelvis  was  found.  There  was  no  in- 
vasion of  the  surrounding  tissue,  and  the  renal  papillae  ap- 
peared normal.  Pathological  examination  of  the  specimen 
revealed  pseudohyphae  (Figure  IB)  which  on  culture  grew 
C albicans. 

Although  postoperative  studies  showed  no  evidence  of 
an  obstruction,  the  urine  cultures  continued  to  grow  C albi- 
cans. In  view  of  this  finding,  intermittent  local  irrigation  of 
the  renal  pelvis  was  carried  out  using  amphotericin  B in  sa- 
line (50  mg  in  500  cc  0.5  N saline  every  4 hours  X 3 days). 


Fig.  1A.  Right  retrograde  pyelogram  showing  a filling  de- 
fect in  renal  pelvis. 
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Fig.  IB.  Microscopic  section  of  the  pelvic  mass  showing 
pseudohyphae  and  budding  yeast. 
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The  patient  was  discharged  on  nitrofurantoin.  Six  weeks 
later  she  was  asymptomatic.  Multiple  urine  cultures  were 
negative  for  bacterial  and  fungal  growth. 

Comments 

Infection  of  the  urinary  tract  with  Candida  albi- 
cans is  not  a common  finding.  When  it  occurs  it  may 
present  in  a variety  of  forms.  Most  commonly,  a dif- 
fuse renal  infection  associated  with  a generalized  sep- 
ticemia and  fungemia  may  occur,  in  which  case  renal 
parenchyma  is  almost  always  involved2.  Multiple 
small  abscesses  may  occupy  both  cortex  and  medulla, 
from  which  the  infection  may  spread  to  the  collecting 
system.  More  rarely,  a primary  and  local  renal  can- 
didiasis may  occur,  which  is  characterized  by  the 
lack  of  an  associated  fungemia,  absence  of  renal  pa- 
renchymal infection  and  prediliction  for  the  in- 
volvement of  the  calyceal  system3.  Such  infection 
may  present  in  the  form  of  a fungus  ball  occupying 
the  collecting  system  and  causing  varying  degrees  of 
renal  obstruction.  In  the  case  under  discussion,  we 
believe  that  there  was  no  evidence  of  a generalized 
fungus  infection  and  that  the  patient  had  a primary 
renal  candidiasis. 

In  almost  every  patient  with  primary  renal  can- 
didiasis, a history  of  an  underlying  or  an  associated 
disease  can  be  obtained.  Of  the  12  cases  reviewed 
from  the  literature  in  which  patients  presented  with  a 
fungus  ball  obstruction  of  the  urinary  tract,  four  pa- 
tients had  diabetes  mellitus,  five  were  on  antibiotic 
therapy  and  two  were  taking  immunosuppressant 
drugs.  In  one  patient,  the  only  associated  condition 
was  a renal  obstruction  due  to  nephrolithiasis.  Al- 
though the  underlying  factors  in  these  patients  in- 
creased their  susceptability  to  Candida  infections,  it 
seems  that  renal  obstruction  caused  by  the  fungus 
ball  further  perpetuated  their  local  candidiasis. 

Clinical  diagnosis  is  sometimes  difficult.  Most  of- 
ten the  patient  presents  with  complaints  of  flank 
pain,  fever  and  dysuria.  However,  complete  renal  ob- 
struction with  anuria  and  spontaneous  passage  of 
fungus  balls  has  been  described3.  The  initial  urine 
cultures,  as  in  our  patient,  may  not  show  the  orga- 
nism, and,  therefore,  multiple  ureteric  cultures  may 
be  necessary.  Alternately,  persistently  positive  urine 
cultures  for  C albicans  without  other  symptoms  may 
suggest  the  diagnosis  of  primary  renal  candidiasis. 
The  most  common  finding  leading  to  the  correct  di- 
agnosis, however,  has  been  the  presence  of  a filling 
defect  in  the  collecting  system  either  on  intravenous 
pyelogram  or  on  a retrograde  pyelographic  study.  A 
radiolucent  mass,  particularly  with  intact  renal  pa- 


pillae, should  lead  to  a high  index  of  suspicion. 

In  the  patient  reported,  control  of  diabetes  and  the 
surgical  relief  of  the  obstruction  were  considered  es- 
sential to  a successful  treatment.  Local  amphotericin 
B irrigation,  first  reported  by  Blum4,  probably  con- 
tributed to  the  eradication  of  the  C albicans  infection; 
however,  its  exact  role  is  not  clear. 

Although  in  our  case  a systemic  antifungal  drug 
was  not  used,  systemic  therapy  with  both  amphoteri- 
cin B and  5-fluorocytosine  has  been  used  successfully 
in  other  cases.  In  view  of  the  serious  side  effects  of 
both  of  these  drugs,  it  is  recommended  that  these 
drugs  should  be  used  only  if  the  local  therapy  has 
been  unsuccessful3  6.  In  vitro  sensitivity  of  the  orga- 
nism to  antifungal  agents  should  be  tested.  In  our 
case,  the  organism  proved  sensitive  to  amphotericin 
B but  resistant  to  high  concentrations  of  5-fluoro- 
cytosine. 
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Pediatrics/Case  Report 


Fatal  Splenic  Sequestration  Crisis 

John  T.  Benjamin,  MD,  Charlottesville,  Virginia 
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DIANE  M.  Komp,  MD,  New  Haven,  Connecticut 


Splenic  sequestration  crises  occur  primarily  in  chil- 
dren with  hemoglobinopathies  between  the  ages  of 
18  months  and  5 years.'"3  These  crises  are  character- 
ized by  the  acute  pooling  of  blood  in  the  spleen,  lead- 
ing to  hypovalemia,  shock  and  even  death.  Although 
sequestration  crises  are  not  common,4  when  they  do 
occur  they  can  be  lethal.  Practitioners  should  be 
aware  of  this  problem.  Prompt  diagnosis  and  early 
treatment  can  prevent  a serious  outcome. 

This  case  of  fatal  sequestration  crisis  in  a child 
with  sickle-thalassemia  illustrates. 

Case  Report 

S.D.  had  an  uneventful  course  until  6 months  of  age 
when  a hemoglobin  of  9 grams  was  noted.  Red  cell  indices 
and  hemoglobin  electrophoreses  on  the  patient  and  his 
parents  are  summarized  in  Table  1.  The  conclusion  of 
these  studies  was  that  the  patient  had  sickle-thalassemia, 
his  mother  had  thalassemia  trait,  and  his  father  had  sickle 
trait.  These  diagnoses  were  confirmed  by  hemoglobin  syn- 
thesis studies  performed  in  Buffalo,  New  York.  It  should 
be  noted  that  hemoglobin  synthesis  ratios  compare  produc- 
tion of  alpha  to  non-alpha  chains.  In  SS  disease  this  ratio 
approximates  unity  while  in  sickle-thalassemia  patients  the 
ratio  is  unbalanced.5 

The  child  was  lost  to  followup  until  the  night  of  his 
death  at  18  months  of  age.  According  to  his  parents,  he 
had  been  well  until  the  previous  night,  when  fever  and 
vomiting  began.  His  sensorium  had  become  progressively 
more  depressed  during  the  day  until  he  was  brought  to  the 
office  in  an  unresponsive  state. 

On  physical  exam,  he  appeared  as  an  extremely  pale 
child  having  intermittent  left  sided  seizures.  His  temper- 
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ature  was  103°  F,  pulse  was  thready  at  180  per  minute,  and 
his  blood  pressure  was  difficult  to  obtain  but  systole  was 
palpable  at  40  mm  Hg.  His  breathing  was  hyperpneic  and 
his  spleen  was  enlarged  to  his  iliac  crest  (his  spleen  had 
been  barely  palpable  on  his  previous  visit  to  our  office). 

An  intravenous  saline  solution  was  started  with  essen- 
tially no  effect  on  the  vital  signs.  Anticonvulsants  were 
given  to  stop  the  seizure  activity.  The  only  laboratory  tests 
obtained  were  hematocrit  of  12%  (down  from  30%  when 
previously  seen)  and  blood  culture  which  proved  to  be  neg- 
ative. 

Despite  the  above  treatment,  he  never  regained  con- 
sciousness. An  hour  after  being  brought  to  the  office,  he 
suffered  a cardiac  arrest.  Resuscitative  measures  were  un- 
successful. 

Postmortem  examination  showed  marked  splenomegaly 
with  severe  pallor  of  the  viscera. 

Discussion 

If  acute  hypovolemic  shock  occurs  in  a child  with 
a known  hemoglobinopathy,  splenic  sequestration 
should  be  considered  as  a possible  cause.126  7 Sudden 
death  from  splenic  sequestration  is  more  likely  to  oc- 
cur in  children  with  sickle  thalassemia  than  in  the 
other  types  of  hemoglobinopathies.4  Thus,  if  a child 
with  sickle  thalassemia  presents  with  shock,  prompt 
recognition  of  this  condition  with  appropriate  treat- 
ment can  be  lifesaving. 

The  mechanism  of  fatal  sequestration  crises  has 
been  well  described.' 8 The  most  likely  mechanism  is 
obstruction  of  the  splenic  outflow  tract  by  sickled 
cells.  The  unsickled  cells  then  collect  in  the  spleen 
and  accumulate  to  the  point  of  massive  splenic  en- 
largement. A large  part  of  the  circulation  is  then 
trapped  within  the  spleen,  leading  to  hypovalemic 
shock,  cerebral  anoxia  and  possibly  death.  Clini- 
cally,9 a sudden  increase  in  pallor  with  abdominal 


Table  1.  Studies  of  Patient  and  Parents. 
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distension  and  polydipsia  are  noted.  Dyspnea,  weak- 
ness, abdominal  pain  due  to  the  enlarging  spleen, 
and  vomiting  can  occur.  Fever  and  convulsions,  as  in 
the  case  reported  here,  are  prominent  symptoms. 
Most  of  the  patients  with  reported  cases  of  fatal  se- 
questration crises  are  less  than  5 years  of  age;  the  in- 
terval between  hospitalization  and  death  is  often  less 
than  an  hour,  as  occurred  in  this  case. 

The  treatment  of  splenic  sequestration  crises  re- 
mains the  administration  of  oxygen,  plasma  ex- 
panders, and  the  infusion  of  red  cells  to  prevent 
anoxic  damage  of  the  vital  organs.  The  usual  sup- 
portive treatment  of  patients  in  shock  should  be  em- 
ployed. 

There  is  a tendency  for  sequestration  crises  to  re- 
cur, but  the  timing  of  this  recurrence  is  unpredict- 
able. For  this  reason,  after  the  second  crisis  splenec- 
tomy is  considered  advisable.9  In  fact,  some  authors 
recommend  splenectomy  after  one  episode  of  se- 
questration.2 However,  the  risks  of  postsplenectomy 
sepsis  must  always  be  considered  in  making  the  deci- 
sion about  splenectomy. 

The  purpose  of  this  article  is  to  emphasize  to  prac- 
titioners the  extremely  serious  nature  of  splenic  se- 
questration crises  and  the  urgent  need  for  treatment 
of  hypovolemic  shock  in  such  cases.  Since  this  com- 
plication of  sickle  cell  disorders  is  less  common  than 
vaso-occlusive  and  aplastic  crises,  its  very  existence 
may  not  be  as  fully  recognized  as  it  deserves  to  be. 
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Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell  ■ 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES.  Cincinnati, 
Ohio  45215.  2.  Hoekenga,  M.T.,  O’Dillon  | Dillon  |,  R.H.,  and  Leyland, 
H M A comprehensive  review  of  diethylpropion  hydrochloride  In, 
Central  Mechanisms  of  Anorectic  Drugs,  S.  Garattini  and  R Samanin, 
Ed..  New  York,  Raven  Press,  1978,  pp.  391-404 

Merrell 


9-4672 


( Y957A I 


Psychiatry/Case  Report 


Chlorpromazine,  Eosinophilia,  and  Hepatotoxicity 

Ellen  I.  Johnson,  MD,  Randolph  E.  Lanford,  MD,  and 
Kenneth  Solomon,  MD,  Richmond,  Virginia 


Chlorpromazine  has  been  associated  with  many 
side  effects  over  the  past  25  years.  Two  organ  systems 
that  have  received  much  attention  are  the  hepatic 
and  the  hematologic  system;  cholestatic  jaundice  and 
agranulocytosis  were  two  side  effects  reported  early 
in  the  experience  with  chlorpromazine. 

The  etiology  of  chlorpromazine-induced  choles- 
tasis has  never  been  clearly  elucidated.  One  theory  of 
its  development  is  that  it  is  an  allergic  or  hyper- 
sensitivity phenomenon.  If  so,  one  would  expect  to 
see  a concomitant  eosinophilia.  This,  however,  has 
rarely  been  reported,  and  the  etiology  of  cholestasis 
remains  an  unanswered  question. 

In  this  paper,  we  report  a case  of  eosinophilia  with 
parallel  evidence  of  hepatotoxicity  in  a patient  who 
received  chlorpromazine.  The  literature  on  eosino- 
philia and  chlorpromazine  is  reviewed  and  the  impli- 
cations for  the  hypersensitivity  theory  of  cholestatic 
jaundice  is  discussed. 

Case  Report 

Mr.  A,  a 22-year-old  man,  entered  the  hospital  with  a 1- 
month  history  of  delusions  of  grandiosity  and  auditory  hal- 
lucinations. Until  two  months  prior  to  admission,  Mr.  A. 
was  a seemingly  well-adjusted,  sociable  young  man,  al- 
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though  moderately  mentally  retarded.  Subsequent  to  wit- 
nessing a traumatic  death  in  his  family,  he  began  to  experi- 
ence narrative  and  directive  auditory  hallucinations  and  he 
claimed  that  he  was  the  Son  of  God,  Superman,  and  Spi- 
derman.  One  month  prior  to  admission,  he  was  placed  by  a 
private  psychiatrist  on  an  unknown  dosage  of  chlorproma- 
zine but  continued  to  experience  hallucinations. 

His  past  medical  history  included  prematurity,  multiple 
hospitalizations  for  corrective  surgery  for  congenital  hip 
dysplasia,  and  overall  developmental  delay.  He  had  no 
known  allergies,  was  receiving  no  medications  other  than 
chlorpromazine,  and  had  no  previous  psychiatric  history. 

On  admission,  Mr.  A was  a tall,  thin  young  man,  slop- 
pily dressed,  restless,  and  obviously  attending  elsewhere. 
He  displayed  inappropriate  affect,  spontaneous  giggling, 
and  labile  mood.  He  spoke  in  an  illogical,  incoherent  man- 
ner with  inappropriate  responses,  thought  blocking,and 
looseness  of  association.  He  admitted  to  delusions  of  gran- 
diosity and  persecution,  auditory  hallucinations,  thought 
and  behavior  control,  and  delusional  percepts.  His  proverb 
interpretations  were  bizarre.  He  was  oriented  and  his  re- 
cent and  remote  memory  were  intact. 

His  physical  examination  was  unremarkable  except  for  a 
diffuse,  macucopapular  rash  concentrated  on  the  trunk.  No 
lymphadenopathy  or  hepatosplenomegaly  were  noted.  His 
diagnoses  were  1)  schizophreniform  disorder  (DSM-III);  2) 
moderate  mental  retardation.  His  pertinent  laboratory  re- 
sults are  summarized  in  Table  I.  In  addition,  stool  and 
urine  for  ova  and  parasites  were  negative.  Chest  X ray  was 
normal. 

Because  of  his  lab  abnormalities,  Mr.  A’s  medication 
was  changed  to  haloperidol,  the  dosage  of  which  was  grad- 
ually increased  to  35  mg  qhs.  At  that  dosage,  his  auditory 
hallucinations  essentially  disappeared  and  his  psychotic 


Table  1.  Laboratory  Values  in  a Patient  with  Eosinophilia  and  Hepatotoxicity  Secondary  to  Chlorpromazine. 


Date 

WBC 

Eosinophils 

(%) 

Total 

Eosinophils 

Total 
Bilirubin 
(mg/dl) 
(Normal  - 
0.2- 1.0) 

Alkaline 
Phosphatase 
(U/L) 
(Normal  = 
30-150) 

SGOT 
(U/L) 
(Normal  - 
0-40) 

LDH 

(U/L) 
(Normal  = 
105-225) 

1/24 

— 

— 

— 

3.0 

216 

144 

245 

1/26 

21,000 

28 

— 

2.8 

201 

100 

280 

1/28 

9,800 

20 

2,624 

2.6 

205 

152 

250 

1/31 

— 

— 

— 

1.7 

167 

86 

203 

2/1 

7,600 

5 

— 

— 

— 

— 

" 

2/2 

— 

— 

512 

1.0 

88 

27 

165 
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symptoms  abated.  Three  days  after  the  discontinuation  of 
chlorpromazine,  his  rash  also  disappeared. 

Discussion 

A search  of  the  English  and  French  language  liter- 
ature disclosed  several  papers  that  discuss  the  rela- 
tionship between  chlorpromazine  therapy  and  leuko- 
cytosis; this  leukocytosis  is  principally  an  increase  in 
neutrophils  and  only  rarely  represents  a rise  in  eo- 
sinophils. However,  Lemire  and  Mitchell1  reported 
three  cases  of  chlorpromazine  jaundice  in  elderly  pa- 
tients, two  of  whom  demonstrated  a transient  eosino- 
philia  of  7%  and  17%  respectively.  Hartnett2  reported 
a case  of  transient  eosinophilia  and  Ever  damage  fol- 
lowing chlorpromazine  therapy;  he  proposed  that  the 
occurrence  of  eosinophilia  suggests  an  allergic  proc- 
ess. Bacon3  reported  a patient  on  chlorpromazine 
who  developed  a leukocytosis  with  an  eosinophilia  of 
41%;  the  eosinophil  count  promptly  subsided  with 
the  discontinuation  of  the  psychotropic  drug.  How- 
ever, this  patient  also  received  barbiturates.  Reinhart 
and  Stephens4  reported  a significant  eosinophilic  rise 
in  a patient  receiving  chlorpromazine,  tri- 
fluoperazine, and  trihexyphenidyl.  There  was,  how- 
ever, some  indication  that  the  eosinophilia  com- 
menced with  chlorpromazine  administration,  begun 
19  days  prior  to  the  use  of  trifluoperazine.  This  asso- 
ciation of  chlorpromazine  with  hepatic  damage  and 
eosinophilia  has  also  been  noted  by  Ebert  and  Sha- 
der.5 Shear6  recently  reported  a case  of  pulmonary 
infiltrates  with  eosinophilia  (PIE)  syndrome  associ- 
ated with  chlorpromazine  use  but  made  no  mention 
of  the  presence  of  or  absence  of  hepatotoxocity  in  the 
patient. 

Ebert  and  Shader5  discuss  three  theories  of  the  de- 
velopment of  chlorpromazine-induced  cholestatic 
jaundice.  One  theory  is  that  cholestasis  is  the  result 
of  a temporary  physiologic  adjustment  to  the  drug. 
As  the  abnormal  fiver  function  studies  remit  with 
time  and  may  not  recur  with  readministration  of  the 
drug,  this  may  be  a valid  explanation  of  jaundice  in 
some  patients.  Another  theory  is  that  chlorpromazine 


may  somehow  alter  the  bile-secreting  apparatus  of 
hepatocytes,  thus  leading  both  to  cholestasis  and  he- 
patocytic  inflamation. 

The  most  commonly  held  theory  is  that  chlor- 
promazine-induced cholestasis  represents  a hyper- 
sensitivity or  allergic  reaction  to  the  drug.  Ebert  and 
Shader5  state  that  eosinophils  may  appear  in  both  pe- 
ripheral blood  and  fiver  biopsies.  This  would  be  ex- 
pected if  this  theory  were  true.  In  addition,  discontin- 
uation of  the  drug  would  lead  to  a parallel  reversal  of 
the  eosinophilia  and  return  of  normal  liver  function. 
This  occurred  in  the  patient  reported  in  this  paper. 

The  patient  represents  further  clinical  evidence  in 
favor  of  the  hypersensitivity  theory  of  chlorproma- 
zine-induced cholestasis.  Unfortunately,  the  severity 
of  his  psychotic  condition  did  not  permit  further 
evaluation  of  the  hypersensitivity  phenomena  (e.g., 
skin  testing  and  passive  transfer),  so  we  can  only 
speculate  on  the  association  between  the  drug,  eo- 
sinophilia,  rash,  and  hepatoxicity.  If  the  association 
is  valid,  it  is  important  for  physicians  to  evaluate  the 
hematologic  and  hepatic  status  of  patients  receiving 
chlorpromazine  therapy  in  order  to  prevent  the  de- 
velopment of  a potentially  severe  side  effect. 
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Neurological  Surgery/Case  Report 


Pneumoencephak)graphy  Using  Country  Air 


PALMER  W.  Fant,  MD,  Galax,  Virginia 
Case  Report 

On  August  13,  1977,  a 65-year-old  white  female  store 
keeper  was  accosted  by  three  unknown  assailants  while 
tending  her  store.  Although  hit  on  the  head  and  stabbed, 
she  was  not  rendered  unconscious  and  was  able  to  make 
her  way  to  the  parking  lot  in  front  of  the  store  where  assist- 
ance was  obtained.  She  was  transported  by  the  local  rescue 
squad  to  the  emergency  room  of  the  Twin  County  Com- 
munity Hospital,  Galax,  Virginia. 

When  seen  in  the  emergency  room,  she  was  found  to  be 
complaining  of  shortness  of  breath  and  pain  in  the  right 
chest.  She  was  pale  and  sweaty  and  clinically  in  shock.  Her 
blood  pressure  was  74/64  and  her  pulse  was  120  per  min- 
ute. Her  respirations  were  28  per  minute. 

On  physical  examination  she  was  found  to  have  a large 
hematoma  involving  the  posterior  occipital  portion  of  the 
head  with  a 2 cm  laceration.  Her  neck  showed  no  masses, 
and  there  was  no  neck  vein  distention.  Examination  of  the 
chest  revealed  absent  breath  sounds  on  the  right  with  dul- 
lness to  percussion.  Her  left  lung  was  clear.  There  was  a IV2 
cm  stab  wound  about  the  level  of  the  9th  posterior  rib  just 
lateral  to  the  spine  on  the  right,  and  palpation  of  the 
wound  with  a gloved  finger  revealed  a fracture  either  of  the 
9th  or  10th  rib  and  penetration  in  the  right  pleural  space. 
Her  abdomen  was  soft.  There  was  no  neurological  deficit. 

Initial  Xrays  of  the  chest  revealed  a right  hemo- 
pneumothorax  with  the  right  leaf  of  the  diaphragm  de- 
pressed and  the  heart  shifted  to  the  left.  Skull  films  re- 
vealed no  fracture,  but  air  was  demonstrated  in  the 
ventricular  system.  Her  hemoglobin  was  9.8  grams  with  the 
laboratory  studies  otherwise  being  normal.  The  EKG  was 
normal  except  for  a tachycardia. 

The  patient  was  taken  immediately  to  the  operating 
room  where,  under  local  anesthesia,  a plastic  chest  tube 
was  inserted  in  the  right  chest  and  1200  cc  of  blood  was  re- 
moved. The  posterior  stab  wound  of  the  chest  was  cleaned 
and  sutured.  The  scalp  hematoma  was  evacuated  and  the 
laceration  closed.  A portable  gastrographin  barium  swal- 
low was  carried  out  the  2nd  hospital  day  and  revealed  the 
esophagus  to  be  intact.  The  right  lung  was  well  expanded, 
and  no  hemathorax  was  demonstrated.  On  the  3rd  hospital 
day  she  developed  a small  left  pleural  effusion;  and  on  the 
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5th  hospital  day  the  thoracotomy  tube  on  the  right  was  re- 
moved, leaving  a small  apical  and  subapical  pneumotho- 
rax. A repeat  skull  series  prior  to  discharge  showed  no  air 
in  the  ventricular  system;  and,  on  the  final  chest  film  taken 
prior  to  discharge,  there  was  only  a minimal  residual  right 
apical  and  subapical  pneumothorax.  A fracture  of  the  10th 
rib  posteriorly  was  demonstrated.  During  her  hospital 
course,  which  was  uncomplicated,  she  received  three  pints 
of  blood. 

Discussion 

The  incidental  finding  of  air  in  the  ventricular  sys- 
tem of  the  brain  following  a stab  wound  of  the  chest 
is  a rare  finding,  no  similar  cases  having  been  re- 
ported in  the  literature  to  the  author’s  knowledge. 
The  Health  Science  Library  of  the  University  of  Vir- 
ginia could  find  no  reported  cases  back  to  1975. 

The  introduction  of  air  into  the  dural  space  oc- 
curred when  the  knife  blade  nicked  to  the  dura,  al- 
lowing air  to  be  forced  into  the  spinal  canal  and  in 
the  ventricular  system  of  the  brain  by  the  tension 
pneumothorax.  As  this  case  demonstrates,  if  the  tear 
in  the  dura  seals  off  spontaneously  and  no  con- 
tamination reaches  the  cerebral  spinal  fluid,  then 
there  are  no  complications  and  recovery  is  complete. 

Another  reason  for  presenting  this  case  revolves 
around  the  assertion  that  in  the  United  States  radio- 
logic  examinations  are  overused,  especially  skull  ra- 
diography following  head  injuries.  It  is  further  sug- 
gested that,  when  skull  radiography  is  done  for 
medicolegal  reasons,  the  cost  is  over  $7,000  for  each 
traumatic  lesion  found.  In  1972,  in  order  to  investi- 
gate the  effectiveness  of  radiologic  use,  the  American 
College  of  Radiology  undertook  a study  of  how  a 
wide  variety  of  examinations  such  as  skull,  cervical 
spine,  pyelogram,  chest,  abdomen,  and  extremities 
affected  physician’s  estimates  about  the  presence  or 
absence  of  disease.  The  conclusion  was  that  the  data 
derived  did  indeed  influence  diagnostic  thinking.1 

In  this  particular  case,  although  a skull  series  was 
not  indicated  clinically,  the  incidental  finding  of  air 
in  the  ventricles  would  have  alerted  the  attending 
physician  to  possible  complications. 

1.  Mellins  HF,  McNeill  BJ,  Abrams  AL  et  ab  Selection  of 
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Surgery/Medicine/Case  Report 


Insulinoma 


Cecil  C.  Aird,  MD,  and  Rodolfo  Cejas,  MD,  Norfolk,  Virginia 


Case  Report 

A 75  year  old  female  was  admitted  to  the  hospital  com- 
plaining of  recurrent  attacks  of  faintness,  worse  when  she 
was  hungry  and  relieved  by  eating.  She  had  been  pre- 
viously admitted  with  syncopal  attacks  and  grand  mal  con- 
vulsions. There  was  no  history  of  diabetes  mellitus. 

Physical  examination  was  essentially  unremarkable.  The 
fasting  blood  sugar  on  several  occasions  was  found  to  be 
less  than  50  mg/dl.  A 5-hour  glucose  tolerance  test  also  re- 
vealed severe  hypoglycemia.  Serum  insulin  levels  were  re- 
quested to  determine  if  there  was  concomitant  hyper- 
insulinism  with  the  hypoglycemia;  the  results,  however, 
were  never  obtained.  Nc  insulin  antibodies  were  detected. 

In  view  of  the  recurrent  attacks  of  spontaneous  hypogly- 
cemia, the  diagnosis  of  an  insulinoma  was  entertained  and 
a selective  celiac  arteriogram  was  requested.  This  revealed 
a tumor  blush  between  the  head  and  body  of  the  pancreas 
(Fig.  1). 

An  exploratory  laparotomy  was  performed  and  a 9-mm 
insulinoma  was  located  between  the  head  and  body  of  the 
pancreas.  At  first  some  difficulty  was  encountered  in  pal- 
pating the  lesion,  but  with  the  help  of  the  arteriogram  the 
lesion  was  located  and  enucleated  without  difficulty  (Figs. 
2 and  3).  The  blood  sugar  immediately  prior  to  surgery  was 
77  mg/dl  and  at  the  end  of  the  procedure  was  249  mg/dl. 

Her  postoperative  course  was  unremarkable  and  fasting 
blood  sugars  eventually  levelled  off  at  100-110  mg/dl. 

Discussion 

The  diagnosis  of  an  insulinoma  is  to  a large  extent 
dependent  on  a high  index  of  suspicion.  Patients  of- 
ten complain  of  weakness  or  faintness,  precipitated 
by  hunger  and/or  exercise  and  relieved  by  ingestion 
of  food  or  a sweet  drink.  Whipple’s  triad  is  fulfilled 
when  in  addition  to  these  symptoms  the  blood  sugar 
is  found  to  be  less  than  50  mg/dl  during  an  attack. 
Further  confirmation  may  be  obtained  by  a 12-  or 
24-hour  fasting  blood  sugar;  rarely  a 72-hour  fast  is 
necessary. 

In  addition  to  the  fasting  blood  sugar  determina- 
tions, fasting  serum  insulin  levels  should  be  done;  if 

From  the  Departments  of  Surgery  and  Medicine,  Nor- 
folk, Virginia,  Community  Hospital.  Address  Dr.  Aird  at 
2017  Cunningham  Drive,  Hampton  VA  23666. 

Submitted  8- 10-78. 


Fig.  1.  Selective  celiac  arteriogram  showing  tumor  stain 
(arrow)  to  left  of  gastroduodenal  artery. 
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Fig.  2.  Resected  specimen  (9  mm  diameter). 
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Fig.  3.  High  magnification  of  insulinoma.  Note  resem- 
blance to  normal  islet  cells  and  duct  formation. 
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an  insulin  producing  tumor  is  present,  the  levels  are 
usually  elevated.  The  serum  insulin  assay  is  usually 
difficult  and  time-consuming,  being  done  by  only  a 
few  laboratories.  Recently  the  evaluation  of  the  C- 
peptide  levels  (a  segment  of  the  insulin  molecule)  has 
been  introduced  and  this  determination  is  reportedly 
simpler  and  just  as  accurate.  Serum  insulin  anti- 
bodies are  investigated  to  rule  out  factitious  hypogly- 
cemia. It  is  seldom  necessary  to  perform  a tolbuta- 
mide test  as  the  prolonged  fast  is  usually  adequate. 

If  there  is  sufficient  evidence  from  the  above  deter- 
minations, the  next  step  is  selective  angiography.  By 
catheterization  of  the  celiac  and/or  superior  mesen- 
teric arteries  and  with  good  technique,  80-90%  of  in- 
sulinomas can  be  demonstrated  radiographically. 
This  is  extremely  important  if  surgical  therapy  is 
contemplated  as  localization  of  a small  tumor  (as  in 
this  case)  may  be  totally  dependent  on  prior  arteri- 
ographic  localization. 

Surgical  removal  of  all  tumor  tissue  is  the  treat- 
ment of  choice.  At  laparotomy  adequate  exposure  of 
the  pancreas  together  with  careful  palpation  are  ex- 
tremely important.  The  majority  of  tumors  can  be 
simply  enucleated,  care  being  taken  not  to  damage 
any  major  pancreatic  duct.  Occasionally  resection  is 
required.  It  is  recommended  that  intraoperative 


blood  sugar  determinations  be  made  to  ensure  com- 
plete removal  of  all  tumor  bearing  tissue.  Operative 
complications  are  usually  minimal. 

Medical  therapy,  which  is  usually  reserved  for  pa- 
tients who  a)  refuse  surgery  b)  are  poor  candidates 
for  surgery  or  c)  have  recurrences  after  previous  re- 
section, is  available  as  diazoxide,  a benzothiadiazine 
which  unfortunately  has  significant  gastrointestinal 
side  effects.  Streptozotocin,  an  antibiotic  derived 
from  Streptomyces  acromogenes,  is  effective  in  con- 
trolling symptoms  in  patients  with  metastatic  malig- 
nant lesions.  Nephrotoxicity  is  the  main  side  effect. 
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Poisoning  with  Homatropine 


Warren  D.  Blackburn,  BS,  and  Daniel  A.  Spyker,  PhD,  MD,  Charlottesville,  Virginia 


Poisoning  with  cholinergic  blocking  agents  has  be- 
come a frequent  problem  confronting  the  emergency 
physician  or  toxicologist.  Tricyclic  antidepressants 
(amitriptyline,  imipramine,  doxepin)  and  the  pheno- 
thiazines  (chlorpromazine,  thioridazine,  fluphena- 
zine),  though  not  often  thought  of  as  cholinergic 
blocking  agents,  have  considerable  anticholinergic 
activity,  which  results  in  many  of  the  toxic  manifesta- 
tions of  these  two  classes  of  drugs. 

There  has  been  an  explosive  increase  in  the  use  of 
these  agents;  they  accounted  for  seven  of  the  80  most 
prescribed  drugs  in  1977'.  In  association  with  the  in- 
creased usage,  there  has  been  a marked  increase  in 
the  number  of  overdoses.  In  1975,  there  were  178 
deaths  associated  with  these  drugs  reported  to  the 
National  Clearinghouse  for  Poison  Control  centers, 
while  in  1968  there  were  only  992.  Jimson  weed  seeds, 
with  high  concentrations  of  anticholinergics  (stramo- 
nium), enjoy  an  annual  seasonal  abuse  as  a hallu- 
cinogenic. 

Homatropine  and  related  alkaloids  are  cholinergic 
blocking  agents.  They  are  often  used  ophthalmolo- 
gically  for  blockade  of  the  response  of  the  sphincter 
muscle  of  the  iris  and  the  ciliary  muscle  to  mus- 
carinic cholinergic  stimulation;  this  results  in  mydr- 
iasis and  cycloplegia.  The  use  of  these  agents  in  stan- 
dard ophthalmologic  doses  is  generally  free  of 
adverse  effects3.  Narrow  angle  glaucoma4  is  a notable 
exception,  where  inhibition  of  the  ciliary  muscle  may 
result  in  obstruction  of  aqueous  outflow  and  sub- 
sequent marked  rise  in  intraoccular  pressure.  A few 
instances  of  toxic  reactions  to  these  alkaloids  have 
been  recorded  in  children,  with  striking  signs  and 
symptoms5  6 which  can  be  understood  in  terms  of  se- 
vere cholinergic  blockade.  Tricyclic  antidepressant 
and  phenothiazine  overdoses  often  present  in  a simi- 
lar manner. 

From  the  Department  of  Internal  Medicine  (Mr.  Black- 
bum)  and  the  Division  of  Clinical  Pharmacology  (Dr.  Spy- 
ker), University  of  Virginia  School  of  Medicine.  Address 
correspondence  to  Dr.  Spyker  at  Box  418,  University  of 
Virginia  Hospital,  Charlottesville  VA  22908. 
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Case  Report 

A robust  48-year-old  male  farmer  first  presented  to  the 
University  of  Virginia  Emergency  Clinic  five  days  after 
being  stuck  in  the  right  eye  with  a thorn  from  a bush  which 
the  patient  identified  as  Jimson  weed.  Persistent  and  in- 
creasing eye  pain  and  photophobia  prompted  his  coming 
to  the  clinic. 

At  that  time  his  vital  signs  were  BP  108/78,  pulse  52,  res- 
piration 16.  Slit  lamp  exam  of  the  right  eye  revealed  a pin- 
sized thorn  penetrating  the  cornea  and  entering  the  ante- 
rior compartment.  Corneal  epithelial  cells  were  heaped  up 
around  the  entrance  site. 

A plain  lid  block  was  done,  using  1%  lidocaine,  and  a 
retrobulbar  block  using  4 ml  of  1%  lidocaine  was  done. 
The  thorn  was  removed  and  sent  for  culture.  This  resulted 
in  loss  of  some  aqueous  fluid  from  the  eye,  but  the  anterior 
compartment  although  shallow,  remained  formed.  Gen- 
tamicin, 20  mg,  and  methicillin,  100  mg,  were  injected  sub- 
conjunctivally  in  opposite  quadrants.  One  drop  of  5%  ho- 
matropine was  placed  in  the  eye.  The  eye  was  patched,  a 
shield  was  placed  and  the  patient  was  sent  home. 

Daily  followup  for  the  next  2 days  showed  no  aqueous 
fluid  leakage  by  Siedal  test  and  diminution  of  inflamma- 
tion. One  drop  of  1%  atropine  and  10%  neosporin  was  in- 
stilled in  the  right  eye  on  each  day.  On  the  2nd  day  he  was 
started  on  homatropine  5%,  2 drops  in  the  right  eye.  Cul- 
ture of  the  thorn  was  reported  as  no  growth. 

Followup  3 and  5 days  after  thorn  removal  revealed  con- 
tinual improvement  and  the  patient  was  feeling  well.  The 
homatropine  was  continued.  On  the  evening  of  the  5th 
night  after  thorn  removal,  eye  pain  developed.  Over  the 
next  2 hours,  he  developed  a chill  and  became  delirious. 
He  was  returned  to  the  clinic. 

Examination  revealed  a flushed,  combative,  ataxic, 
white  male  requiring  restraint.  BP  135/85,  temp  39. 7C, 
pulse  96,  respiration  40.  Skin  was  flushed,  dry,  and  clear  of 
rashes.  Examination  of  the  head,  eyes,  ears,  nose,  and 
throat  was  unremarkable.  Chest  was  clear  to  ausculation 
and  percussion.  An  S4  gallop  and  grade  I/VI  systolic  ejec- 
tion murmur  were  heard.  There  was  no  jugular  venous  dis- 
tension. Abdominal  exam  was  benign.  Extremities  were 
normal  with  no  clubbing  or  splinter  hemorrhages.  The 
right  pupil  was  4 mm  and  fixed.  The  left  pupil  was  2 mm 
and  reacted  briskly.  Remainder  of  the  cranial  nerve  exam 
was  unremarkable.  All  extremities  moved  well  without 
tremors.  Withdrawal  from  painful  stimuli  was  elicited.  Re- 
flexes were  2+  throughout  and  symmetrical.  Plantar  re- 
flexes were  downgoing  bilaterally. 
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Laboratory  exam  showed  Na  138  meq/l,K  4.2  meq/1,  Cl 
105  meq/1,  C02  24.2  meq/1,  Ca  8.9  mg/dl.  Bun  17  mg/dl, 
glucose  123  mg/dl.  Remainder  of  the  metabolic  screen  was 
within  normal  limits.  WBC  9,300  with  a normal  differen- 
tial, hct  43%.  RPR  was  nonreactive.  U/A,  EKG,  chest  x- 
ray  were  all  unremarkable.  Lumbar  puncture  was  entirely 
normal  and  cultures  were  negative.  A Tc99  brain  scan  was 
normal.  Since  brain  abscess  could  not  be  ruled  out,  the  pa- 
tient was  started  on  chloramphenicol  1 gm  IV  q6h.  All 
other  medications,  including  homatropine,  were  stopped. 

By  the  next  morning,  the  patient  was  completely  ori- 
ented and  behavior  was  appropriate.  Pulse  was  52,  respira- 
tion 18,  BP  1 10/78,  temperature  36. 7C.  Skin  was  no  longer 
flushed.  The  right  pupil  remained  2 mm  bigger  than  the 
left  and  non-reactive.  He  was  discharged  the  next  day 
when  cultures  were  reported  back  negative. 

Outpatient  followup  has  revealed  no  further  episodes  of 
disorientation  or  behavioral  changes. 

Discussion 

This  case  represents  classic  signs  and  symptoms  of 
anticholinergic  toxicity.  Homatropine  is  rapidly  ab- 
sorbed from  mucosal  surfaces.  It  is  felt  to  have  1/10 
the  potency  and  1/50  the  toxicity  of  atropine7.  Pre- 
vious reports  of  homatropine  toxicity  have  been  with 
doses  of  12.5  mg  or  more5.  This  patient  received  only 
6.2  mg  (based  on  16  drops/ml  and  complete  absorp- 
tion) twice  a day. 

Signs  and  symptoms  of  anticholinergic  poisoning 
can  be  classified  as  to  their  effects  on  the  peripheral 
(parasympathetic)  nervous  system  as  well  as  on  the 
central  nervous  system. 

The  effects  on  the  peripheral  system  are  due  to 
competitive  blockade  of  post-ganglionic  muscarinic 
receptors.  This  results  in  diminution  of  secretions 
from  salivary,  bronchial,  and  sweat  glands,  tachy- 
cardia, and,  in  larger  doses,  decreased  urinary  blad- 
der and  gastrointestinal  tone.  The  patient  described 
here  exhibited  several  of  these  symptoms.  His  dry 
skin  and  temperature  of  39.7  C are  manifestations  of 
sweat  gland  inhibition  and  disruption  of  normal  ther- 
moregulatory activity.  Skin  flushing  in  some  areas  is 
due  to  localized  vasodilation  but  is  not  of  sufficient 
magnitude  to  overcome  sweat  gland  inhibition.  Cen- 
tral mechanisms  for  hyperpyrexia  appear  unlikely, 
since  animals  that  do  not  use  sweating  as  a means  of 
thermoregulation  do  not  become  febrile  after  atro- 
pine ingestion7. 

Cardiac  symptoms  in  this  patient,  an  increased 
heart  rate  from  52  to  96  beats  per  minute,  were  less 
impressive  than  those  often  seen  in  tricyclic  antide- 
pressant (TCA)  poisoning.  With  cholinergic  block- 
ade and  sympathetic  predominance,  tachycardia  is 
often  present.  Other  cardiac  symptoms  of  tricyclic 
poisoning,  including  bundle  branch  block,  premature 


atrial  and  ventricular  contractions8,  prolongation  of 
P-R  and  QRS  intervals9,  and  congestive  heart  fail- 
ure10, have  yet  to  be  fully  explained,  but  there  are 
several  possible  explanations.  Direct  effects  upon  the 
myocardium"  may  account  for  alterations  in  con- 
tractile function  by  interference  with  NaH — K+ 
transport12  or  by  inhibition  of  ATP  phosphohydro- 
lase13.  Depletion  of  myocardial  catecholamines10  or 
central  nervous  system  effects  may  contribute  to  car- 
diotoxicity.  Finally,  cholinergic  blockade,  tach- 
ycardia, lengthened  refractory  period,  and  con- 
duction through  partially  depolarized  tissue  could 
play  a role  in  cardiac  abnormalities. 

Cardiac  complications  with  TCA  and  phenothia- 
zines,  in  contrast  to  the  pure  cholinergic  blockers,  are 
probably  not  of  unique  etiology  but  instead  are  due 
to  a combination  of  the  above  mechanisms.  Treat- 
ment with  physostigmine  has  been  successful  in  TCA 
overdoses  with  bundle  branch  block,  tachycardia, 
and  a widened  QRS  complex'4 15  Prognosis  has  been 
associated  with  duration  of  the  QRS  complex9.  This 
may  indicate  that  anticholinergic  effects  are  of  pri- 
mary importance,  but  further  studies  are  needed  to 
clarify  this  matter.  Although  extreme  caution  should 
be  exercised  in  pharmacologic  treatment  of  cardiac 
complications  of  TCA  and  phenothiazine  overdoses, 
physostigmine  should  be  considered  when  normal 
rhythm  is  disrupted,  QRS  complex  widens,  or  car- 
diac function  becomes  impaired. 

The  central  nervous  system  effects  are  less  well  un- 
derstood. Muscarinic  inhibitory  and  excitatory  path- 
ways have  been  demonstrated  along  the  neural  axis 
from  the  medulla  to  the  neocortex,  including  the 
cerebellum16.  These  pathways  can  be  blocked  with 
anticholinergics.  Ataxia,  dysarthria,  motor  restless- 
ness, delirium  manifested  by  muttering,  fear,  and  es- 
pecially visual  hallucinations  are  common5.  Aggres- 
sive behavior  often  occurs  in  association  with 
environmental  stimuli.  Coma,  respiratory  depression 
and  convulsions  can  complicate  the  course.  This  pa- 
tient’s most  striking  symptoms  were  due  to  central 
anticholinergic  effects,  which  can  be  rapidly  reversed 
with  physostigmine. 

Once  anticholinergic  poisoning  is  suspected,  treat- 
ment should  include  the  following:17 

1.  Support  vital  functions.  Establishment  of  an 
airway  and  ventilation  as  required.  Tidal  volume 
should  be  10-15  ml/kg.  Cardiopulmonary  resuscita- 
tion should  be  instituted  as  required. 

2.  Absorption  should  be  limited,  especially  after 
oral  ingestion  of  these  agents.  Emesis  should  be  in- 
duced unless  the  patient  has  lost  the  gag  reflex  or  is 
comatose.  Syrup  of  ipecac  (30  ml  in  an  adult  and  1 5 
ml  in  patients  weighing  less  than  30  pounds)  should 


690 


VIRGINIA  MEDICAL/SEPTEMBER,  1979 


VOLUME  106 


be  followed  by  water  or  other  fluids.  If  emesis  is  con- 
traindicated, lavage  using  a large  bore  tube  should  be 
instituted  after  a cuffed  endotracheal  tube  is  protecting 
the  airway.  The  patient  should  be  kept  in  a left  side, 
head  down  position.  Initial  aspirate  should  be  sent 
for  toxicological  screen.  Continue  lavage  with  300  ml 
of  warm  saline  per  wash  until  the  aspirate  is  clear 
and  then  for  2 liters  more. 

Emesis  or  lavage  must  be  considered  in  any  anti- 
cholinergic overdose  regardless  of  the  time  since  in- 
gestion, for  bowel  motility  and  delay  absorption  may 
be  significantly  diminished.  Activated  charcoal  (1  g/ 
kg  or  5 to  10  times  ingested  dose)  mixed  with  water 
to  a slurry  should  follow  emesis  or  lavage.  A saline 
cathartic  (sodium  sulfate  or  magnesium  sulfate  250 
mg/kg  in  a 10%  solution)  is  then  given  PO  or  via 
nasogastric  tube. 

3.  A therapeutic  or  diagnostic  trial  with  physostig- 
mine  should  be  considered.  Rapid  reversal  of  central 
nervous  system  and  peripheral  symptoms,  as  well  as 
arrythmias,  have  been  reported.  In  children,  a diag- 
nostic trial  of  physostigmine  is  .5  mg  given  slowly  IV. 
This  can  be  repeated  at  5-minute  intervals  until  2 mg 
have  been  given.  In  adults  a dose  of  2 mg  is  recom- 
mended. A second  dose  may  be  administered  20  min- 
utes later.  The  therapeutic  dose  is  in  children  the 
lowest  effective  diagnostic  dose  and  in  adults  1 to  4 


mg  slowly  IV.  Physostigmine  is  metabolized  in  30  to 
60  minutes.  Patients  should  be  closely  observed  for 
return  of  anticholinergic  symptomatology  and  physo- 
stigmine should  be  repeated  as  necessary.  A continu- 
ous IV  infusion  should  not  be  used  due  to  possi- 
bilities of  cholinergic  overactivity.  Extreme  caution 
should  be  used  when  using  physostigmine  in  the  face 
of  cardiovascular  disease,  gangrene,  asthma,  or  me- 
chanical obstruction  of  the  gastrointestinal  or  uroge- 
nital tracts.  In  any  event,  signs  of  toxicity  should  be 
watched  for  and  dosage  tapered  accordingly. 

Use  of  this  treatment  protocol  will  usually  result  in 
prompt  recovery  from  anticholinergic  poisoning  with 
rare  sequelae.  Untreated,  the  consequences  can  be 
severe.  When  abrupt,  unexplained  behavioral 
changes  occur,  adverse  drug  reactions  should  be  con- 
sidered in  the  differential  diagnosis.  If  a history  of 
anticholinergic  use  can  be  elicited  or  signs  of  periph- 
eral parasympathetic  blockade  can  be  appreciated, 
adverse  reaction  to  anticholinergics  should  be  sus- 
pected and  treatment  should  be  considered.  This  can 
result  in  prompt  reversal  of  symptomatology  and 
save  the  patient  unnecessary  expense  and  risk,  which 
in  this  case  included  a lumbar  puncture,  brain  scan, 
and  treatment  with  chloramphenicol. 

References  on  request. 


Make  your  Williamsburg 
meeting  the  best  in  history. 

We  can  revolutionize  your  meeting  plans  for  up  to  500  with  everything  from  personalized  service 
to  video  tape  equipment,  lighted  tennis,  saunas,  live  entertainment,  and  nearby  golf— all  just  two  min- 
utes from  Colonial  Williamsburg  and  The  Old  Country/Busch  Gardens.  For  free  planning  booklet, 
write  John  I.  Corbin,  Box  KE,  Williamsburg,  Va.  23185.  Or  call  collect:  804-220-2250. 
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“We’ve  got  the 

remedy” 


If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service 
The  benefits  include: 

® An  excellent  salary 
® 30  days  of  paid  vacation  each  year 
® The  rank  and  prestige  of  an  Air  Force  Officer 
• Full  Air  Force  benefits  for  yourself  and  your  family 
You'll  have  none  of  the  overhead  expenses  because  we  take 
over  the  management  and  administrative  tasks  you  must  now  per- 
form. 

We  have  more  information  regarding  physician  appointments  in 
the  Air  Force  Medical  Service.  We’ll  be  happy  to  share  the  information 
with  you. 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  V A 23225 
Call  collect: 

(804)  782-2127/29 


Air  Force.  A great  way  of  life. 


Mc( 

auiRE  Clinic, 

Inc. 

7702  Parham  Road  Richmond,  Va. 

(804)  270-0240 

23229 

ANESTHESIOLOGY 

ALLERGY 

G.  A.  Weimer,  M.D. 

John  B.  Catlett,  M.D. 

NUCLEAR  MEDICINE  & 

Boyd  H.  May,  M.D. 

David  D.  Vaughan,  M.D. 

ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

FAMILY  PRACTICE 

CARDIOLOGY 

Terry  G.  Arnold,  M.D. 

Randolph  M.  Halloran,  M.D. 

PULMONARY 

Charles  F.  Irwin,  M.D. 

Stanley  C.  Tucker,  M.D. 

Richardson  Grinnan,  M.D. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY 

RHEUMATOLOGY 

John  P.  Lynch,  M.D. 

Hilton  R.  Almond,  M.D. 

Michael  J.  Miller,  M.D. 

John  B.  Catlett,  M.D. 

Joseph  Longacher,  M.D. 

Robert  W.  Bedinger,  M.D. 

GERIATRICS 

PATHOLOGY 

David  L.  Litchfield,  M.D. 

Hubert  R.  White,  Jr.,  M.D. 

Burness  F.  Ansell,  M.D. 

John  P.  Lynch,  M.D. 

W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 

HEMATOLOGY  & ONCOLOGY 

RADIOLOGY 

Henry  S.  Spencer,  M.D. 

Hilton  R.  Almond,  M.D. 

Burness  F.  Ansell,  M.D. 

Donald  P.  King,  M.D. 

James  A.  Repass,  M.D. 

Richard  L.  Glazier,  M.D. 

William  F.  Proctor,  M.D. 

Michael  J.  Miller,  M.D. 

NEPHROLOGY 

J.  Gregory  South,  M.D. 

Stanley  C.  Tucker,  M.D. 

Marigail  Wynne  David,  M.D. 

Ronald  IN.  Kroll,  M.D. 

SURGERY  & GYNECOLOGY 

Richardson  Grinnan,  M.D. 

James  A.  Repass,  M.D. 

Joseph  W.  Coxe,  III,  M.D. 

Joseph  Longacher,  M.D. 

Gilbert  H.  Bryson,  M.D. 

Richard  L.  Glazier,  M.D. 

NEUROLOGY 

Charles  S.  Drummond,  Jr.,  M.D. 

David  D.  Vaughan,  M.D. 

Stephen  L.  Jaffe,  M.D. 

G.  Dennis  Vaughan,  III,  M.D. 
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Ophthalmology  ■■■■■■■■ 

Retinal  Artery 
Trifurcation 

Kenneth  R.  Fox,  MD, 

Falls  Church,  Virginia 

Retinal  arteries  and  veins  normally  divide  dichoto- 
mously,  and  trichotomous  branching  of  these  vessels 
is  unusual.1  In  the  largest  and  most  recent  series  of 
patients  studied  prospectively  for  this  anomaly, 
Awan2  found  14  eyes  with  trifurcate  branching  of  a 
retinal  artery  out  of  2100  consecutive  patients  exam- 
ined. Another  case  is  here  reported. 

Case  Report 

A 28-year-old  white  male  was  seen  in  the  author’s  office 
on  August  23,  1978,  giving  a 2-  to  3-month  history  of  un- 
equal vision  in  his  eyes,  with  blurring  in  the  right  eye.  The 
medical  history  of  the  patient  was  entirely  normal.  On  ex- 
amination, visual  acuity  (unaided)  was  6/12  (20/40)  on  the 
right  and  6/6  (20/20)  in  the  left  eye.  Subjective  refraction 
failed  to  improve  the  vision  in  the  right  eye,  while  reti- 
noscopy  revealed  a -0.75  sphere  on  the  right  and  piano  for 
the  left  eye.  Intraocular  tension  was  14  and  15  respectively. 
Examination  of  extraocular  motility  was  unremarkable, 
and  of  the  anterior  segments  by  slit-lamp  bio-microscope 
was  normal.  Pupillary  reactions  were  normal;  there  was  no 
afferent  pupillary  defect  on  the  right.  Examination  of  the 
fundi  with  indirect  ophthalmoscopy  revealed  tortuosity  of 
central  arterial  branches  in  both  eyes,  but  more  so  on  the 
right.  Also,  the  superonasal  branch  of  the  right  retinal  ar- 
tery trifurcated  near  the  margin  of  the  optic  disk,  one 
branch  coming  off  almost  at  a right  angle  toward  the  infe- 
rior direction,  and  a smaller,  third  branch  at  almost  a right 
angle  superiorly.  No  other  abnormal  branching  of  vessels 
was  noted  in  either  eye.  Color  vision  was  normal. 

The  optic  disks  appeared  normal,  as  did  the  macular  re- 
gions, and  the  caliber  and  integrity  of  the  retinal  vessels 
were  intact,  with  unremarkable  periphery.  The  media  were 
clear  bilaterally.  Macular  photostress  test  was  performed  in 
each  eye,  with  a recovery  of  best  vision  in  less  than  1 5 sec- 
onds. Amsler  grid  testing  was  integrated  as  normal  in  each 
eye,  as  was  perimetry. 

Florescein  angiography  of  the  right  eye  revealed  normal 
filling  of  the  tortuous  arteries  during  the  arterial  phase,  in- 
cluding the  superonasal  trichotomous  branch  artery,  and 
normal  flow  through  the  veins.  No  abnormalities  were 
noted  in  the  macula  with  regard  to  leakage  of  dye,  trans- 

From  the  Metropolitan  Retina-Vitreous  Foundation, 
Falls  Church.  Address  Dr.  Fox  at  6060  Arlington  Boule- 
vard, Falls  Church  VA  22044.  Submitted  9-14-78. 


mission  defects,  pooling  or  staining;  the  capillary  pattern 
appeared  normal,  and  no  abnormalities  were  noted  in  the 
posterior  pole. 

The  patient  was  asked  to  return  in  a month  for  evalua- 
tion of  a possible  amblyopia  of  the  right  eye,  but  on  that 
visit  the  patient’s  vision  was  20/20  in  each  eye,  best  cor- 
rected, and  no  treatment  was  indicated. 

Discussion 

Development  of  retinal  vessels,  including  determi- 
nation of  their  bifurcations,  is  individual.3  Usually 
both  the  retinal  arteries  and  veins  divide  into  four 
branches  near  the  nerve  head,  and  then,  as  they  ap- 
proach the  periphery  of  the  retina,  divide  repeatedly, 
by  dichotomous  or  side-arm  branching,  into  two 
smaller  branches. 

Trichotomous  branching  of  superior  branch  retinal 
arteries  is  more  common  than  of  inferior  branch  ar- 
teries3, and  it  occurs  more  frequently  near  the  optic 
disk.2  Acute  angular  branching  of  retinal  arteries  is 
reported  to  be  common  with  trifucation.2  The  author 
finds  no  literature  that  specifically  relates  trifurcation 
of  retinal  artery  with  loss  of  vision  in  that  eye;  this  as- 
sociation in  this  case  is  probably  coincidental. 

Although  related  vascular  abnormalities  are  re- 
ported in  patients  with  retinal  arterial  triple-branch- 
ing, no  particular  attention  has  been  called  to  retinal 
arterial  tortuosity.  The  author  examined  another 
young  patient  with  bilateral  trichotomous  branching 
of  both  retinal  arteries  and  retinal  veins,  who  also 
manifested  some  generalized  vascular  tortuosity;  pre- 
sumably this  tortuosity  represents  another  congenital 
variant  of  normal,  as  no  systemic,  vascular  or  hema- 
tological disease  was  apparent. 
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Fig.  1.  Right  eye.  Tortuous  retinal  arteries  and  tri- 
chotomous supero-nasal  branch  retinal  artery  (arrow). 
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Salute  to  a Classic  Teaching  Took 
The  Case  Report 


THE  adage,  “Practice  makes  perfect”,  may  be  ex- 
aggerated when  we  consider  the  phrase,  “the 
practice  of  medicine”.  However,  all  of  us  who  are  in- 
volved in  active  clinical  work  are  continuously  trying 
to  expand  our  knowledge  regarding  the  diseases  we 
see,  as  well  as  the  optimal  treatment  alternatives,  by 
daily  exposure  to  our  patients  and  their  problems. 
There  is  often  some  unusual  aspect  of  the  course  of  a 
patient  that  is  noted  by  the  observant  physician. 
Also,  a new  perception  may  result  from  some  varia- 
tion in  treatment  for  a patient  who  fares  better  (or 
worse)  than  previously  treated  patients  with  the  same 
clinical  problem.  In  such  ways  each  patient  we  see 
and  treat  has  the  potential  of  being  our  instructor, 
thereby  improving  our  skills  for  future  patients  who 
have  similar  conditions.  We  are  eager  to  share  this 
new  knowledge  with  our  colleagues,  and  this  eager- 
ness is  the  origin  of  the  published  “case  report”,  a 
form  of  communication  between  colleagues  that  is 
the  theme  of  this  issue  of  Virginia  Medical. 

A careful  analysis  of  observations  of  the  individual 
patient  is  the  background  of  our  medical  education 
from  the  undergraduate  years  to  the  time  of  retire- 
ment. In  recent  years  the  undergraduate  medical  ed- 
ucational process  has  undergone  frequent  revisions 
of  both  curriculum  design  and  content  in  most  medi- 
cal schools;  the  focus  on  learning  from  patients,  how- 
ever, has  remained  a constant  feature  of  the  clinical 
rotations  during  the  later  years  of  all  medical  curri- 
cula. As  the  medical  graduate  continues  formal  resi- 


dency training,  or  continuation  education  during 
years  of  active  practice,  he/she  continues  to  learn 
from  case  presentations  at  conferences  of  all  types 
and  from  discussions  with  colleagues  eager  to  share 
their  experiences. 

In  addition,  the  overall  body  of  medical  knowl- 
edge has  been  continuously  expanded  through  the 
years  by  case  reports  identifying  previously  unrecog- 
nized disorders  or  unusual  complications  or  course, 
or  describing  unique  responses  to  treatment.  Jenner, 
Hodgkins,  Graves,  Cushing,  Stewart  and  Treves, 
Zollinger  and  Ellison,  and  many  others  have  all 
made  pertinent  and  careful  observations,  on  either 
individual  or  small  groups  of  patients,  that  clearly  es- 
tablished “new”  diseases  or  syndromes.  Following 
the  initial  observation,  there  has  often  been  the  later 
recognition  of  a large  number  of  patients  with  a simi- 
lar condition  or  situation  previously  unrecognized. 
Billroth  (gastric  resection),  Eck  (portacaval-shunt), 
Torek  (esophageal  resection),  Graham  (pneumonec- 
tomy), Whipple  (pancreatic  resection),  Wangensteen 
(liver  resection),  Barnard  (heart  transplantation),  and 
many  other  surgeons  described  their  initial,  single, 
successful  experience  with  an  operative  procedure 
that  has  now  become  a standard  part  of  the  surgeon’s 
armamentarium.  Thus  our  current  body  of  medical 
information  owes  much  to  the  past  publication  of 
case  reports. 

In  this  issue  there  is  a fascinating  array  of  excellent 
case  reports  by  Virginia  physicians  representing 
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many  aspects  of  medical  practice.  We  are  grateful 
that  our  colleagues  have  sent  us  these  manuscripts  to 
“celebrate”  the  case  report  in  this  issue.  We  begin 
with  kidney  transplantation,  a field  that  has  been 
transformed  from  a breathtaking  research  project  15 
years  ago  to  a relatively  standard  therapy  today.  De- 
spite this  progress  there  are  still  gaps  in  our  knowl- 
edge of  the  mechanism  of  rejection  of  the  kidney 
graft,  and  Dr.  Lobo  presents  an  instructive  case  from 
the  standpoint  of  both  the  diagnosis  and  treatment  of 
this  problem.  A case  described  by  Boylan  and 
Quershi  deals  with  another  renal  problem,  that  of 
urinary  obstruction  due  to  a Candida  fungus  ball; 
these  authors  outline  the  key  features  of  diagnosis 
and  management  of  this  unusual  urologic  problem. 
Another  infectious  problem  that  is  seen  in  Virginia, 
albeit  infrequently,  is  amebiasis.  There  are  two  fasci- 
nating and  instructive  reports  in  this  issue  on  unusual 
complications  of  this  infestation  that  are  new  to  most 
of  us.  One,  by  Boggs  and  Chakravorty,  describes 
necrotizing  colitis  with  colon  perforation  successfully 
treated  by  appropriate  operation.  The  other,  by  Ri- 
naldi and  his  co-authors,  draws  our  attention  to  the 
fact  that  primary  amebic  infection  of  the  central  ner- 
vous system  can  and  does  occur  in  Virginia,  and  can 
be  diagnosed  if  the  physician  is  aware  of  this  poten- 
tial. 

New  imaging  techniques  have  clearly  extended  our 
diagnostic  capabilities  and  this  is  illustrated  by  two 
interesting  reports  in  this  issue.  Fitzer  and  Stephens 
describe  a case  illustrating  the  utility  of  sonography 
in  the  diagnosis  of  choledochal  cyst,  and  Williamson 
and  co-workers  demonstrate  the  use  of  bone  scan  to 
outline  the  soft  tissue  extensions  of  a bone  metastasis 
from  renal  carcinoma.  These  reports  draw  attention 
to  the  broadening  diagnostic  capability  of  radiology 
and  the  help  these  new  techniques  can  give  the  clini- 
cian. 

A number  of  other  reports  in  this  issue  are  in- 
tended to  make  the  practicing  physician  aware  of  un- 
common but  potential  complications  of  disease  or 
treatment.  These  include  fatal  splenic  sequestration 
crisis  in  a child  with  sickle-thalassemia,  a rare  form 
of  pneumonia,  an  unusual  retinal  anomaly,  choles- 
tatic jaundice  due  to  hypersensitivity  to  chlorproma- 
zine,  anticholinergic  poisoning  due  to  homatropine. 


hyperinsulinism  from  islet  cell  tumor,  an  uncommon 
but  successfully  treated  complication  of  central 
venous  catherization,  and  an  amusingly  titled  report 
of  air  in  the  cerebral  ventricular  system  following  a 
stab  wound  to  the  chest. 

An  innovative  one-stage  reconstruction  of  the 
breast  after  mastectomy  by  use  of  the  latissimus  dorsi 
myocutaneous  flap  is  described  by  Acharya  and  Co- 
hen. This  is  one  more  effective  use  of  this  rediscov- 
ered approach  to  reconstruction,  and  one  which 
should  be  brought  to  the  attention  of  all  physicians 
treating  or  counselling  mastectomy  patients. 

As  can  be  seen  by  this  summary,  the  engrossing 
collection  of  patient  presentations  in  this  issue  covers 
a wide  range  of  topics  and  involves  many  categories 
of  physician.  Each  of  us  will  find  a number  of  reports 
that  are  both  interesting  and  useful  in  our  practices. 

There  is  obviously  much  to  be  learned  also  from 
detailed  observations  on  large  series  of  patients 
rather  than  relying  on  the  study  of  individual  pa- 
tients in  case  reports.  The  argument  for  randomized 
allocation  of  patients  in  carefully  controlled  clinical 
trials  is  also  a compelling  one,  particularly  when  we 
have  inadequate  data  to  determine  the  appropriate 
choice  of  therapy  for  a specific  disease.  All  of  us  real- 
ize, too,  that  a case  report  demonstrating  success  or 
failure  of  clinical  management  in  a single  patient 
never  proves  a point  regarding  the  general  efficacy  of 
a therapeutic  approach;  however,  careful  observa- 
tions on  individual  patients  certainly  give  us  valuable 
clues  for  future,  more  thorough,  studies  and  analyses. 
Published  cases,  as  well  as  our  own  cases,  do  make  us 
more  alert  to  new  diagnostic  approaches,  possible 
treatment  methods,  and  the  potential  for  unexpected 
complications  during  the  course  of  a specific  disease. 
The  case  reports  in  this  issue  of  Virginia  Medical 
cover  a wide  range  of  such  observations  and  will  pro- 
vide, it  is  hoped,  valuable  information  for  each  of  us 
(and  our  future  patients).  They  also  demonstrate  the 
basis  for  the  fascination  that  we  all  feel  for  clinical 
practice,  that  of  the  interesting  patient  who  gives  us 
new  insights  and,  thereby,  makes  us  better  practition- 
ers. 

Walter  Lawrence,  Jr.,  MD 

Box  1 1,  Medical  College  of  Virginia 
Richmond  VA  23298 
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Thomas  Walker,  MD 

Dr.  Thomas  Walker,  founder  and  first  president  of 
the  Virginia  Society  of  Anesthesiologists,  died  of  can- 
cer July  6 at  his  Richmond  home.  He  was  69. 

Bom  in  Andover,  Massachusetts,  Dr.  Walker  grad- 
uated from  Phillips-Andover  Preparatory  School, 
Yale  University,  and  Tufts  Medical  Schools.  He 
served  his  residency  at  Hartford  General  Hospital 
and  came  to  Richmond  in  1948  as  an  associate  pro- 
fessor at  the  Medical  College  of  Virginia.  Later  he 
was  chief  anesthesiologist  at  Richmond  Memorial 
Hospital  and  then  head  of  the  anesthesiology  depart- 
ment at  Henrico  Doctors’  Hospital,  Richmond.  He 
had  belonged  to  The  Medical  Society  of  Virginia  for 
30  years  and  belonged  also  to  the  American  Society 
and  the  American  College  of  Anesthesiologists  and 
the  International  Anesthesia  Research  Society. 

Memoir  of  Edward  T.  Ames 
1895-1979 

By  J.  Motley  Booker,  MD 

Virginia’s  Eastern  Shore  County  of  Accomac  gave 
to  Westmoreland  County  and  the  Northern  Neck 
one  of  its  distinguished  sons,  Dr.  Edward  Turner 
Ames.  He  was  a past  president  of  the  Northern  Neck 
Medical  Association  and  its  senior  member.  When  he 
died  April  19  at  age  84  years,  he  had  been  a prac- 
ticing physician  for  50  years. 

He  was  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1917.  After  internship  at  Richmond’s  Stuart 
Circle  Hospital  and  service  with  the  United  States 
Army  Medical  Corps  during  World  War  I,  he  estab- 
lished his  practice  at  Montross  in  Westmoreland 
County.  He  practiced  there  for  47  years  before  retir- 
ing in  1967.  During  that  period  he  established  a most 
enviable  reputation  for  community  service.  He  was 
much  more  than  the  good  physician — he  was  a 
Christian  gentleman  who  loved  people.  His  patients 
and  his  community  were  blessed  by  his  presence 
amongst  them  for  so  many  years,  and  they  responded 
in  numerous  ways  to  do  him  honor. 

Aside  from  the  many  personal  attributes  of  pa- 
tients and  friends,  he  received  from  The  Medical  So- 
ciety of  Virginia  the  Physician  Award  for  Commu- 
nity Service.  The  Montross  Post  of  the  American 


Legion  and  the  Colonial  Beach  Lodge  AF  & AM 
similarly  honored  him. 

Dr.  Ames  was  a thoroughly  good  and  respected 
man.  The  image  of  our  profession  has  been  enhanced 
by  his  presence  with  us  and  his  life  serves  as  a model 
that  we  should  strive  to  emulate.  We  shall  greatly 
miss  him. 

Prepared  and  published  at  the  request  of  the  Northern 
Neck  Medical  Association. 


Memoir  of  Frank  S.  Bacon 
1906-1979 

By  J.  Motley  Booker,  MD 

The  Northern  Neck  Medical  Association  lost  on 
April  18  Dr.  Frank  S.  Bacon,  aged  73  years.  He  was 
with  us  only  a few  years,  having  retired  to  the  lower 
end  of  Northumberland  County  in  1971. 

Unlike  the  usual  retiree,  he  chose  to  be  an  active 
participant  in  professional  and  community  affairs.  As 
a member  of  the  Association  he  served  on  a number 
of  committees,  volunteering  his  services  for  those  in- 
volving more  time  and  work  than  most  of  us  were 
able  to  give.  He  became  the  Association’s  president 
in  1977  and  continued  to  serve  until  struck  down  by 
the  malignancy  that  caused  his  death. 

Northumberland  County  received  his  valuable 
service  as  volunteer  physician  working  with  the  Red 
Cross  Blood  Mobile  program.  He  also  served  as  the 
County’s  representative  on  the  Middle  Peninsula- 
Northern  Neck  Mental  Health  and  Mental  Retarda- 
tion Services  Board. 

Prior  to  his  retirement  to  this  area  he  had  served  as 
president  of  the  District  of  Columbia  Medical  So- 
ciety and  president  of  the  District  of  Columbia  So- 
ciety of  Internal  Medicine.  He  had  been  an  associate 
clinical  professor  of  medicine  at  George  Washington 
University.  He  had  served  with  the  Army  during 
World  War  II. 

Truly  Frank  Bacon’s  life  was  in  service  to  his  pro- 
fession and  to  the  communities  in  which  he  lived. 

The  Northern  Neck  Medical  Association  has  been 
enriched  by  his  presence.  He  was  a good  and  valu- 
able man  and  we  shall  miss  him. 

Prepared  and  published  at  the  request  of  the  Northern 
Neck  Medical  Association. 
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VIRGINIA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  10c  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road.  Richmond  V A 23221. 


GENERAL  MEDICAL  internists  for  full-time  faculty  posi- 
tions in  an  innovative  developing  program  at  the  East  Car- 
olina University  School  of  Medicine.  Address  inquiries  and 
C.V.  to  Department  of  Medicine,  East  Carolina  School  of 
Medicine,  Greenville,  North  Carolina  27834.  Affirmative 
Action/Equal  Opportunity  Employer. 

MEDICAL  DIRECTOR — Board  certified  primary  care 
physician  to  direct  medical  staff  of  innovative  rural  health 
center  and  to  practice  part-time.  Strong  skills  in  healthV 
services  management  required.  Good  CME  opportunities, 
competitive  salary,  liberal  fringes.  Located  one  hour  from 
Charlottesville,  Virginia.  Admitting  and  consulting  linkages 
with  the  University  of  Virginia  Hospital.  Send  CV  with  ref- 
erences to  Don  Bray,  CVCHC,  Box  20,  New  Canton  VA 
23123,  or  phone  (804)  581-3271. 

WHO  NEEDS  a crack  anesthesiologist?  Available  end  of 
1979.  Board  eligible,  presently  in  ob-gyn  anesthesia,  back- 
ground includes  three  years  pediatric  anesthesia.  Prefer 
Virginia  setting.  Home  phone:  (215)  388-1122. 

LOCUM  TENENS  wanted  in  Radiology.  Licensed  in  Vir- 
ginia, West  Virginia,  North  Carolina,  South  Carolina, 
Washington  DC.  Reply  to  Box  28,  Virginia  Medical, 
4205  Dover  Road,  Richmond  VA  23221. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  cov- 
erage. For  full  details  and  rates  contact  Daniel  R. 
Hoffman,  Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


TO  RENT — Three  new  beach  cottages.  Long  fall  and  win- 
ter and  spring  weekends  (or  weeks).  Oceanfront,  magnifi- 
cent view  sea  to  sound.  Open  beach  for  miles.  Isolated.  Su- 
perb surf  fishing.  Heat  and  air  conditioning.  Four  to  five 
bedrooms,  sleeping  ten  to  twelve.  Superbly  furnished,  ex- 
cept linens.  Located  Avon,  North  Carolina,  3Vi  miles  north 
of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD,  5326  Edge- 
water  Drive,  Norfolk  VA  23508. 


NORTH  CAROLINA — Family  Practice/Emergency  Med- 
icine. Unique  opportunity,  immediate  partnership  available. 
Rapidly  growing  practice.  Small  hospital,  rural  area,  two 
hours  to  Atlantic  beaches.  Start  at  $55,000  guarantee.  Un- 
limited growth.  Excellent  benefit  package.  Call  or  write 
about  this  excellent  opportunity:  Community  Physicians, 
Inc.,  113  Landmark  Square,  Virginia  Beach  VA  23452, 
(804)  486-0844. 


ATTENTION  PSYCHIATRISTS 

Established  modern  35-bed  Center  for  Care  and 
Treatment  of  mentaUy  ill  and  retarded.  Building  over 
8,000  sq.  ft.  Seven  plus  acres.  97%  plus  annual  occu- 
pancy rate.  Financing  available.  Selling  over  $40,000 
below  building,  land  and  contents  cost  due  to  other 
business  interests.  Fine  opportunity  for  doctor  want- 
ing guaranteed  income  plus  time  and  facilities  for 
outpatient  practice.  For  appointment  phone  (703) 
942-0505,  Waynesboro  VA. 


FAMILY  PRACTITIONER  needed  to  work  full  time  with 
other  health  care  professionals  in  a rapidly  growing,  in- 
novative primary  care  center  located  in  rural  Virginia 
Beach.  Salaried  position  with  excellent  benefits.  Contact: 
Administrator,  Pungo  Medical  Center,  1776-D  Princess 
Anne  Road,  Virginia  Beach  VA  23456,  (804)  426-6123. 

VIRGINIA — Unique  opportunity.  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 

PRIMARY  CARE  PHYSICIANS — Innovative  rural 
health  center  needs  physicians  for  an  established  primary 
care  practice.  One  hour  from  Charlottesville,  Virginia.  Ad- 
mitting and  consultation  linkages  with  the  University  of 
Virginia  Hospital.  Limited  call,  excellent  CME  opportuni- 
ties, liberal  fringes.  Salary  plus  incentive  from  $36,000  to 
$50,000.  Phone  (804)  581-3271  or  send  resume  to  Don 
Bray,  CVCHC,  Box  20,  New  Canton  VA  23123. 

MEDICAL  CLINIC  building,  Williamsburg,  Virginia,  ideal 
two-doctor  office,  approximately  1800  sq.  ft.  including  an  X 
ray  room,  adequate  parking,  available  December  1979.  Call 
H.  G.  Stokes,  MD,  (804)  253-5261  (office). 
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Coming  in  October 

Special  big  issue  featuring  biographies  of  two 
Virginia  physicians  by  Byrd  Leavell  and  Harry 
Warthen,  plus  this  array  of  medical  authors: 
Robert  Barnes  on  carotid  artery  operability; 
Robert  Carey  on  renovascular  hypertension; 
Mark  Bellinger,  Warren  Koontz,  and  M.  J.  V. 
Smith  on  renal  cell  carcinoma  and  Shelton 
Horsley  on  colorectal  cancer;  James  M.  May  et 
al  on  S.  aureus  endocarditis;  Diane  Komp  on 
beating  the  pediatric  cancer  odds;  Van  Ness 
and  Wheby  on  high  fiber  diet  and  diabetes;  At- 
tinger,  Edlich  et  al  on  pre-hospital  emergency 
medicine;  Barry  Katzen  on  biliary  calculi  ex- 
traction; Henry  Campbell  on  ophthalmologic 
referral;  David  Roycroft  et  al  on  alio  anti-D. 
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CELEBRATING  PEOPLES  DIAMOND  JUBILEE 


NUMBER 
ONE  IS  j 


aeam 

AfStu  ijj 


AND  THE  BEST 
IS  YET  TO  COME ! 


It  was  the  summer  of 
1905.  Theodore 
Roosevelt  was  in  the 
White  House.  America 
was  growing  up  and  Peoples  had 
just  begun. 

On  July  5th  in  Washington,  D.C., 
Peoples  opened  a small  drug  store  at 
the  corner  of  7th  and  Massachusetts 
Avenue,  N.W.  The  first  link  in  what 
was  to  become  four  major  chains  of 
400  drug  stores  stretching  from  Ohio 
to  Georgia. 


Since  1905,  Peoples  family  of 
fine  stores  has  filled  over  a quarter 
of  a billion  prescriptions  and  become 
the  “family"  pharmacist  for  thousands 
of  people. 

This  year  we  commemorate  the 
unprecedented  growth  of  Peoples 
Drug  Stores  with  the  biggest  event 
in  our  75  year  history.  A year-long 
celebration  filled  with  once-in-a- 
lifetime  values  and  events  for  our 
customers  and  employees  during 
our  75th  Diamond  Jubilee. 


5 n 1 
PEOPLES  DRUG 

J 


the  prescription  stores 


LETTERS 

TOTHE 

EDITOR 


Disagrees  with  Dr.  Brown’s 
Defense  of  Blue  Shield 

Dr.  Brown’s  editorial  reflection  on  the  Blues'  could 
not  have  been  written  any  better  by  Mr.  Alden  Flory. 
I agree  with  the  first  paragraph  of  the  article  that  ap- 
peared in  the  July  issue  of  Virginia  Medical,  but 
that  is  where  our  agreement  ends. 

Specifically,  I would  like  to  disagree  with  Dr. 
Brown  on  three  main  and  important  points. 

1.  Even  though  Blue  Shield  was  started  by  physi- 
cians and  has  been  managed  by  a majority  physician 
dominated  board  in  the  past,  the  power  has  been  re- 
cently taken  over  by  the  local  president  as  well  as  the 
president  of  the  national  association  of  the  Blues  in 
Chicago.  They  dictate  the  policies,  which  are  obvi- 
ously geared  to  eventually  control  the  physician  and 
his  fees  completely.  Here,  I would  like  to  refer  Dr. 
Brown  to  Medical  Economics,  November  27,  1978, 
“Doctors  vs.  Blue  Shield”,  which  discusses  the  plight 
of  the  Massachusetts  physicians  who,  like  Dr.  Brown, 
put  their  trust  in  the  Blues  and  openly  advocated  full 
participation.  The  article  refers  to  their  plight  as  the 
“locked-in  position”,  and  so  far  they  have  spent  one 
million  dollars  to  unlock  themselves  to  no  avail  be- 
cause Blue  Shield  threw  away  the  key  for  good. 

2.  Dr.  Brown  well  knows  inflation  has  been  aver- 
aging from  7-8%  per  year  for  the  past  5-6  years,  yet 
Blue  Shield  fees  have  been  adjusted  on  an  average  of 
2-3%  per  year  for  the  same  period.  I certainly  do  not 
call  this  a reasonable  adjustment.  Incidentally,  they 
have  not  allowed  a raise  in  Massachusetts  since  1975. 

3.  As  to  his  call  for  participation  in  Blue  Shield  be- 
cause he  does  not  see  anything  better  on  the  horizon, 
it  is  clear  that  this  would  be  asking  for  a full  takeover 
by  the  Blues  instead  of  the  federal  government.  To 


me  there  is  no  difference  between  the  two  options. 

Why  should  we  look  to  the  horizon  when  we  can 
look  at  our  present  state  of  private  medicine  that  is 
the  best  in  the  world  as  well  as  the  cheapest  in  most 
instances.  Why  should  we  waste  our  efforts  to  find  an 
alternative  to  something  good  when  we  should  be 
proud  to  defend  it  and  preserve  it  as  is  and  try  to 
keep  the  federal  government  as  well  as  the  Blues 
from  controlling  the  profession. 

W.  A.  Atiyeh,  MD 

3500  Kensington  Avenue 
Richmond  VA  23221 

1.  Brown  RS:  Dr.  Brown  reflects  on  the  Blues.  Va  Med 
106:490-491,  1979 

Dr.  Brown  replies: 

I share  some  of  Dr.  Atiyeh’s  concerns  about  the 
present  course  of  Blue  Cross  and  Blue  Shield. 

Certainly  no  program  conceived  by  man  and  run 
by  a committee  is  perfect.  The  point  of  my  editorial 
was  that  the  policies  of  the  Blues  create  a climate  that 
has  been  and  is  extremely  beneficial  to  the  public 
and  very  helpful  to  physicians,  and  the  present  level 
of  care  and  of  physicians’  fees  in  this  country  are  to  a 
large  extent  a result  of  these  policies. 

I am  in  favor,  as  it  appears  Dr.  Atiyeh  is,  of  contin- 
uing our  present  fee-for-service/private-enterprise 
type  of  care,  and  I am  looking  for  no  alternative  to 
this,  as  I feel  none  would  be  superior.  My  contention 
is  that  at  this  time,  with  medicine  and  the  federal 
government  on  a collision  course,  we  should  at  least 
appreciate  what  the  Blues  have  done  and  continue  to 
do  for  us,  within  the  constraints  imposed  by  the  Fed- 
eral Trade  Commission  and  the  government. 

Raymond  S.  Brown,  MD 
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MEETINGS 

ABOUT 

MEDICINE 


October  19-20 

51st  Annual  McGuire  Lecture  Series:  Outpatient  Obstet- 
rics and  Gynecology  (Medical  College  of  Virginia),  Rich- 
mond. 12  hrs.  Cat.  I.  Dr.  W.  Glenn  Hurt,  (804)  786-9636. 

October  31 

John  Hoover  Moon  Memorial  Lectureship:  Symposium  on 
Myeloproliferative  Disorders  (Medical  College  of  Vir- 
ginia), Richmond.  6 hrs.  Cat.  I.  Dr.  G.  Watson  James  III, 
(804) 786-9723. 

November  4-7 

73rd  Annual  Scientific  Assembly  of  the  Southern  Medical 
Association,  Las  Vegas.  SMA,  2601  Highland  Ave.,  Bir- 
mingham AL  35205,  (205)  323-4000. 

November  4-8 

45th  Annual  Assembly  of  the  American  College  of  Chest 
Physicians,  Houston,  Texas.  30  hrs.  Category  I.  Dale  E. 
Braddy,  911  Busse  Hiway,  Park  Ridge  IL  60068,  (312)  698- 
2200. 

November  5-7 

Medical  Practice  for  the  1980s  (Hahnemann  Medical  Col- 
lege and  Hospital),  Fairmont  Hotel,  Philadelphia.  21  pre- 
scribed hrs.  AAFP.  Wilbur  W.  Oaks,  MD  230  N.  Broad 
St.,  Philadelphia  PA  19102. 

November  5-8 

64th  Annual  International  Scientific  Assembly,  Interstate 
Postgraduate  Medical  Association,  New  Orleans.  24  hrs 
prescribed  AAFP.  Alton  Ochsner,  MD,  PO  Box  1109, 
Madison  WI  53701. 

November  7 

Whitman  Lecture:  “Current  Status  of  Cardiac  Trans- 
plantation Surgery’’,  by  Richard  R.  Lower,  MD  (Lewis- 
Gale  Clinic),  Hidden  Valley  Country  Club,  Salem,  Vir- 
ginia. Robert  F.  Roth,  MD,  1802  Braeburn  Drive,  Salem 
VA  24153,  (703)774-9241. 

November  7-9 

Angus  M.  McBryde  Perinatal  Symposium  (Duke  Univer- 
sity/North Carolina  Department  of  Human  Resources), 
Duke  University  Medical  Center,  Durham,  North  Carolina. 
Fee,  two  days,  $50;  one  day,  $30.  Symposium,  Box  3957, 
Duke  University  Medical  Center,  Durham  NC  27710. 


November  9 

Mental  Health  and  Mental  Retardation  (Department  of 
Pediatrics,  Medical  College  of  Virginia)  Hyatt  House, 
Richmond.  Dr.  Peter  Mamunes,  Box  187,  MCV  Station, 
Richmond  VA  23298,  (804)  786-9616. 

November  9-10 

Early  Diagnosis,  Assessment,  and  Treatment  of  Cerebral 
Palsy  (American  Academy  for  Cerebral  Palsy  and  Devel- 
opmental Medicine),  Richmond.  16  hrs.  Category  I.  Fee, 
$100.  Institute  for  Continuing  Education,  PO  Box  11083, 
Richmond  VA  23230,  (804)  353-9529. 

November  11-16 

First  Annual  Family  Medicine  Update  (University  of 
Louisville  School  of  Medicine),  Louisville,  Kentucky.  30 
hrs.  Category  I.  Fee,  $200.  Office  of  Continuing  Education, 
PO  Box  35260,  Louisville  KY  40232,  (502)  588-6185. 

November  14 

Rapidly  Changing  Areas  in  Cancer  and  Blood  Diseases:  an 
Update  (MCV  Departments  of  Medicine  and  CME;  MCV 
Cancer  Center;  American  Cancer  Society),  at  the  Rich- 
mond Academy  of  Medicine.  5 3/4  hrs.  Category  I.  Kathy 
E.  Johnson,  Box  38,  MCV  Station,  Richmond  VA  23298. 

November  14-15 

Virginia  State  Department  of  Health  Semi-Annual  CME 
Program:  International  Year  of  the  Child,  Best  Western 
Mount  Vernon,  Charlottesville.  No  tuition.  Mr.  George 
Stone,  (804)786-3165/3166. 

November  16-17 

Progress  in  Pediatrics  1979  (Johns  Hopkins  School  of 
Medicine),  Baltimore.  1 1 hrs.  Category  I.  Fee,  $70.  Janet  B. 
Hardy,  MD,  720  Rutland  Ave.,  Baltimore  MD  21205. 

November  17 

District  of  Columbia  Regional  Meeting,  American  College 
of  Physicians,  Washington  Hospital  Center,  Washington 
DC.  Frank  C.  MacMurray,  3301  New  Mexico  Ave.  NW, 
Washington  DC  20016. 

November  17 

Congestive  Heart  Failure  (School  of  Pharmacy,  Medical 
College  of  Virginia),  Williamsburg  Conference  Center.  Dr. 
Werner  Lowenthal,  Box  581,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0334. 
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November  18 

The  preceding  program  on  congestive  heart  failure  will  be 
given  at  the  Hotel  Roanoke  in  Roanoke. 

November  29-December  1 

North  Carolina  Academy  of  Family  Physicians  Annual  Sci- 
entific Assembly,  Sheraton  Center,  Charlotte , North  Caro- 
lina. 20  hrs.  Fee,  $150  to  non-members.  North  Carolina 
Academy  of  Family  Physicians,  PO  Drawer  1 1268,  Raleigh 
NC  27604. 

December  1 

North  Carolina  Regional  Meeting,  American  College  of 
Physicians,  East  Carolina  University  Medical  School, 
Greenville,  North  Carolina.  Norman  H.  Garrett,  Jr.,  1038 
Professional  Village,  Greensboro  NC  27401. 

December  1 

7th  Annual  Geriatrics  Symposium  (Johns  Hopkins  School 
of  Medicine),  Baltimore  City  Hospital.  5 ‘A  hrs.  Cat.  I.  Fee, 
$40.  Program  Coordinator,  720  Rutland  Ave.,  Baltimore 
MD  21205,  (301)955-5880. 

December  5-7 

Critical  Care  Gastroenterology  (American  College  of  Phy- 
sicians and  University  of  South  Florida),  Lake  Buena 
Vista,  Florida.  Registrar,  ACP,  4200  Pine  St.,  Philadelphia 
PA  19104. 


December  5-9 

4th  Southeastern  Conference  on  Alcohol  and  Drug  Abuse 

(Peachford  Hospital  and  American  Medical  Society  on  Al- 
coholism), Downtown  Marriott  Hotel,  Atlanta.  27  hrs.  Cat. 
I.  Dr.  Conway  Hunter,  2151  Peachford  Road  NE,  Atlanta 
GA  30338,  (404)  455-3200. 

December  6-7 

Medical  Knowledge  Self-Assessment  Program  (Medical 
College  of  Virginia),  Hyatt  House,  Richmond.  Dr.  Albert  J. 
Wasserman,  Box  284,  MCV  Station,  Richmond  VA  23298, 
(804)  786-9709. 

December  7 

R.  Carl  Bunts  Memorial  Lectureship  in  Urology  (Division 
of  Urology,  Medical  College  of  Virginia),  George  B.  John- 
ston Auditorium,  Richmond.  6 hrs.  Dr.  Warren  W.  Koontz, 
Jr.,  Box  176,  MCV  Station,  Richmond  VA  23298,  (804) 
786-9331. 

December  7-9 

Neurological  Problems  of  Infancy  and  Childhood  (Divi- 
sions of  Child  Neurology  of  the  University  of  Virginia, 
Medical  College  of  Virginia,  and  Eastern  Virginia  Medical 
School),  Williamsburg.  12  hrs.  Cat.  I.  Dr.  James  E.  Ether- 
idge, 855  W.  Brambleton  Ave.,  Norfolk  VA  23510,  (804) 
446-5271. 


McGuire  Clinic,  Inc. 

7702  Parham  Road,  Richmond,  Virginia  23229  (804)  270-0240 


ANESTHESIOLOGY 
G.A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 
Anthony  Fierro,  M.D. 

D.  Downs  Little,  M.D. 

INTERNAL  MEDICINE 
John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 
Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
David  D.  Vaughan,  M.D. 
Joseph  S.  Galeski,  III,  M.D. 
Phillip  C.  Liverman,  M.D. 


ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Phillip  C.  Liverman,  M.D. 

W.  Wayne  Key,  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 
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HE’S  ONE  IN  A MILLION. 

SO  IS  HIS  COMPANY. 


WHO  IS  HE? 

His  name  is  Reza  M Valad,  President  of  Heritage 
Associates,  Inc.  The  company  is  a full  service  real  estate 
firm,  specializing  in  the  formation  and  marketing  of  real 
estate  investments.  Heritage  owns  and  operates  millions  of 
dollars  worth  of  real  estate  located  throughout  the  Sunbelt. 

WHAT’S  HIS  SECRET? 

It  is  a conservative  long-term  approach  to  investments.  The 
primary  function  of  Heritage  is  to  serve  a limited  number  of 
private  clients  and  to  advise  and  counsel  them  as  they  set 
financial  goals  and  develop  programs  for  the  attainment  of 
these  goals.  Heritage  has  been  built  upon  a solid  foundation 
of  clients. 

WHAT’S  HIS  APPROACH? 

Taxes  and  inflation  plague  every  investment  — the  real  test 
of  an  investment  is  the  rate  of  return  after  the  impact  of 
taxes  and  inflation.  At  Heritage,  we  advise  our  clients  con- 
cerning investments  in  general,  taxation,  and  real  estate  in- 
vestments. We  insist  upon  a proper  balance  between  ade- 
quate savings,  sufficient  insurance  protection  and  prudent 
investment  of  excess  capital. 


HOW  CAN  WE  HELP? 

We  specialize  in  apartment  complexes  of  100  units  or  more. 
If  you  plan  to  market  your  investment  property  this  year,  talk 
to  us.  We  offer  a more  flexible  approach  as  well  as  im- 
mediate cash. 


Koger  Executive  Center 
1610  Forest  Avenue 
Richmond.  Va.  23288 
(804)  285-7811 


NEW 

MEMBERS 

Albemarle  County  Medical  Society 

Anthony  Joseph  Buschi,  MD,  Diagnostic  Radiology,  Box 
170,  University  of  Virginia  Hospital,  Charlottesville  VA 
22908 

Wayne  Stephen  Cail,  MD,  Diagnostic  Radiology,  150 
Georgetown  Road,  #1,  Charlottesville  VA  22901 

Justiniano  Fernandez  Campa,  MD,  Neurology,  University 
of  Virginia  Hospital,  Box  394,  Charlottesville  VA  22908 

Alexandria  Medical  Society 

Everett  Darryl  Barnes,  MD,  Obstetrics/Gynecology,  1707 
Osage  Street,  Suite  302,  Alexandria  VA  22301 

Andrew  B.  Molchon,  MD,  Psychiatry,  5001  Seminary 
Road,  Suite  106,  Alexandria  VA  2231 1 

Arlington  County  Medical  Society 

Ellsworth  J.  Stay,  MD,  Pathology,  Arlington  Hospital, 
1701  North  George  Mason  Drive,  Arlington  VA  22205 

Fauquier  County  Medical  Society 

F.  Carl  Schneider,  MD,  Pediatrics,  550  Broadview  Avenue, 
Warrenton  V A 22186 

Fredericksburg  Medical  Society 

Henry  Gerard  Sacks,  MD,  Dermatology,  2301  Fall  Hill 
Avenue,  Fredericksburg  VA  22401 

Halifax  County  Medical  Society 

Martha  Kay  Bradley,  MD,  Pediatrics,  PO  Box  10,  South 
Boston  VA  24592 

Sun  Geun  Lee,  MD,  Emergency  Medicine,  606  Forest 
Drive,  South  Boston  VA  24592 

William  Carpenter  MacCarty,  III,  MD,  Orthopedic  & 
Hand  Surgery,  2202-A  Beechmont  Road,  South  Boston 
VA  24592 

Paul  Cornwell  Sparks,  MD,  Orthopedic  Surgery,  2202-A 
Beechmont  Road,  South  Boston  VA  24592 

Hampton  Medical  Society 

Myron  E.  Page,  MD,  Urology,  2013  Cunningham  Drive, 
Suite  321,  Hampton  VA  23666 

Lynchburg  Academy  of  Medicine 

Richard  A.  Bendall,  Jr.,  MD,  Family  Practice,  Box  710, 
Madison  Heights  VA  24572 

James  M.  Rodman,  MD,  Family  Practice,  Box  710,  Madi- 
son Heights,  VA  24572 

Timothy  James  Silvester,  MD,  Plastic  Surgery,  1900  Tate 
Springs  Road,  Suite  1,  Lynchburg  VA  24501 

Charlie  M.  Suttenfield,  MD,  Ophthalmology,  2121  Wards 
Road,  Lynchburg  VA  24502 


Medical  Society  of  Northern  Virginia 
Fares  Shamse  Eddine,  MD,  General  Practice,  424  South 
Third  Street,  Shenandoah  VA  22849 
Kenneth  Mark  Mondal,  MD,  Ophthalmology,  302  South 
Cameron  Street,  Winchester  VA  22601 

Mid-  Tidewater  Medical  Society 

Warren  Douglas  Gentry,  Jr.,  MD,  Family  Practice,  Box 
430,  Gloucester  VA  23061 

Norfolk  Academy  of  Medicine 

Patrick  Donnally  Thrasher,  MD,  Psychiatry,  844  Kemps- 
ville  Road,  Suite  212,  Norfolk  VA  23502 

Richmond  Academy  of  Medicine 

William  Henry  Brewer,  MD,  Diagnostic  Radiology,  Box 
615,  MCV  Station,  Richmond  VA  23298 
Kenneth  Phillip  Brooks,  MD,  Psychiatry,  7149  Jahnke 
Road,  Richmond  VA  23225 

Louis  Randolph  Chisholm,  MD,  Family  Practice,  2500 
Pocoshock  Place,  Richmond  VA  23235 
John  Ashby  Harler,  Sr„  MD,  Internal  Medicine,  1205  Din- 
widdie  Avenue,  Richmond  VA  23229 
Margaret  Mackie  Sanders,  MD,  Radiology,  Route  4,  Box 
152,  Powhatan  VA  23139 

Roanoke  Academy  of  Medicine 

Preston  H.  Edwards,  MD,  Family  Practice,  West  Salem 
Plaza,  Salem  VA  24153 

Daniel  Pflum  Hoback,  MD,  General  Practice,  7533  Wil- 
liamson Road,  NW,  Roanoke  VA  24019 

Rockbridge  County  Medical  Society 

Robert  Price  Irons,  Jr.,  MD,  General  Surgery,  Rockbridge 
Professional  Building,  Lexington  VA  24450 

Southside  Virginia  Medical  Society 

Anastacia  E.  Fabie,  MD,  Internal  Medicine,  Kenner  Army 
Hospital,  Fort  Lee  VA  23801 

Anthony  Wen-Shih  Hu,  MD,  Pathology,  John  Randolph 
Hospital,  Hopewell  VA  23860 

Tri-County  Medical  Society 

Leonard  M.  Dileo,  MD,  Psychiatry,  210  North  Main 
Street,  Suite  D,  Suffolk  VA  23434 
Reginold  L.  Simmons,  MD,  Emergency  Medicine,  5561 
MacGuffie  Street,  Virginia  Beach  VA  23462 

Virginia  Beach  Medical  Society 

David  Walker  Best,  MD,  Internal  Medicine/Nephrology, 
1 127  First  Colonial  Road,  Virginia  Beach  VA  23454 
George  Joseph  Nassef,  MD,  Emergency  Medicine,  113 
Landmark  Square,  Virginia  Beach  VA  23452 

Williamsburg/ James  City  County  Medical  Society 

Arthur  Jackson  Speer  Eberdt,  MD,  Ophthalmology,  1306 
Mount  Vernon  Avenue,  Williamsburg  VA  23185 
Thomas  Joseph  Hoffmier,  MD,  Cardiology/Internal  Medi- 
cine, 1006  Richmond  Road,  Williamsburg  VA  23185 


VOLUME  106 


VIRGINIA  MEDICAL/OCTOBER,  1979 


713 


Charlotte  T reatment  Center 


“OPERATED  BY  PEOPLE  WHO  CARE”  — IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment  Center  we  be- 
lieve that  those  who  suffer  from  the  treat- 
able disease  of  alcoholism,  and  their  fami- 
lies, are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering  from 
any  other  disease. 

We  offer  a full  range  of  alcoholism  medi- 
cal and  counseling  services,  including  a 
full  time  Physician,  a Psychiatrist  Consul- 
tant, a professional  staff  of  Registered 
Nurses,  a Pharmacist  and  a professional 
counseling  staff,  most  of  whom  have  es- 
tablished excellent  track  records  in  recov- 
ery themselves.  We  also  provide  diagnos- 
tic facilities  within  the  hospital  to  provide 
for  on  the  spot  testing,  guick  results,  and 
a prompt  diagnosis.  We  provide  individual 
and  group  counseling  for  the  alcoholic 
and  the  family,  and  a structured  program 
of  aftercare  which  seeks  to  insure  long- 
term, stable  recovery  through  intensive  in- 


volvement in  Alcoholics  Anonymous  and 
Al-Anon  Family  Groups. 

The  Center  is  a private,  non-profit  corpo- 
ration dedicated  to  providing  effective 
treatment  at  a reasonable  cost — treat- 
ment which  will  restore  the  sick  alcoholic, 
and  the  family  of  the  alcoholic,  to  sober, 
happy  and  rewarding  lives. 


Jamie  Carraway  Rex  R Taggart,  M.D. 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.  O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  28224 

FOR  INFORMATION  CALL  (704)  554-0285 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl® 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl. 


" The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 


8-4420  (Y736AI 


MNR-804 


Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  In  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia, nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage.  Bentyl  10  mg.  capsule  and  syrup:  Adults : 1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children: 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  'h 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water  ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adu/fs  2 ml.  (20  mg.)  every  lour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S. A. 


BOOKS 

Current  Therapy  of  Allergy,  2nd  Edition,  edited  by 
Claude  Albee  Frazier,  MD.  428  pages.  Garden  City, 
New  York,  Medical  Examination  Publishing  Com- 
pany, 1979. 

Dr.  Frazier  opened  the  preface  to  this  edition  with 
the  question,  “What  do  I do  now?”,  and  he  set  about 
trying  to  provide  a book  that  would  answer  that 
question.  He  did  indeed,  in  this  second  edition  of 
Current  Therapy  of  Allergy , accomplish  that  task.  This 
second  edition  provides  a complete,  up-to-date, 
ready  reference,  blending  a cross-section  of  contrib- 
utors of  both  academic  and  practicing  allergists  to 
provide  a most  modem  approach  to  the  care  of  the 
allergic  patient.  Throughout  this  volume  is  contained 
solid  advice.  It  has  the  practical  advantage  of  allow- 
ing one  to  find  quickly  the  answer  to  a specific  ques- 
tion in  ready  reference  form,  it  is  small  and  easily 
handled,  and  it  is  a straightforward  treatise  carefully 
organized  to  compress  the  facts.  It  is  recommended 
not  only  for  the  allergist  but  for  the  student,  resident, 
family  physician  and  all  others  who  need  help  in  the 
care  of  the  ever  increasing  number  of  allergy  pa- 
tients. 

Alexander  McCausland,  MD 
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“It  didn’t  hurt  business  a bit  when  United  States  Presidents  began  checking  in 
at  the  main  desk,  plus  assorted  ambassadors,  senators  and  other  notables.  The 
Homestead  had  arrived,  and  its  prestige  hasn’t  faltered  since.” 


FOR  the  first  time  in  its  132-year 
history,  the  Annual  Meeting  of 
The  Medical  Society  of  Virginia  will 
be  convened  next  month  at  the 
Homestead,  in  Hot  Springs,  Vir- 
ginia. Today  one  of  the  world’s  most 
distinguished  hostelries,  the  Home- 
stead had  tentative  beginnings  as  a 
spa  in  the  early  1800s,  flourished 
under  the  aegis  of  a physician  in  the 
middle  1800s,  and  then  was  nur- 
tured to  its  present  renown  by  suc- 
ceeding generations  of  a family  orig- 
inally from  Ohio,  the  Ingalls  family. 


In  a book  titled  The  Valley  Road , 
one  of  that  family,  the  late  Fay  In- 
galls, set  down  an  engaging  history1 
of  Virginia’s  hot  springs  in  a valley 
of  the  beautiful  Allegheny  Moun- 
tains and  of  the  resort  hotels  that 
have  been  built  around  them,  nota- 
bly, of  course,  the  Homestead. 

Ingalls’  account  begins,  appropri- 
ately, with  the  hot  springs  them- 
selves. These  ancient  geological 
manifestations  occur,  he  theorizes, 
when  surface  water  drains  deep  into 
the  earth,  through  fractures  in  the 


crust,  and  there  meets  great  dykes  of 
igneous  material  that  have  been  ex- 
truded through  the  strata  of  sedi- 
mentary rock;  the  dykes,  with  their 
roots  in  the  hot  interior  of  the  earth 
and  a high  capacity  for  heat  con- 
ductivity, warm  and  mineralize  the 
water,  which  returns  to  the  surface 
along  the  dykes  as  hot  springs. 
There  are  three  of  these  springs  in 
the  valley:  Warm  Springs,  Hot 
Springs,  and  Healing  Springs. 

The  road  through  the  valley  be- 
gan as  a path  to  these  springs,  made 
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Opposite,  the  Homestead  in  1894. 
This  building  was  destroyed  by  fire  in 
1901. 

first  by  Indians,  later  by  early  set- 
tlers. In  the  great  migration  west- 
ward, the  path  became  the  “valley 
road”  of  the  book’s  title.  Today  it  is 
Route  220,  winding  through  a lovely 
pastoral  region  that  is  essentially 
unchanged  since  Thomas  Jefferson 
came  to  “take  the  waters”.  Jefferson 
stayed  at  Warm  Springs,  for  it  was 
the  place  of  early  popularity. 

The  rise  of  Hot  Springs  as  the 
preferred  spa  may  be  attributed  to 
Dr.  Thomas  Goode,  the  physician 
who  in  1832  acquired  the  Hot 
Springs  property  and  a primitive  fa- 
cility on  the  site.  Dr.  Goode  formu- 
lated and  prescribed  the  “spout 
bath”,  which  is  still  the  foundation 
of  spa  treatments  at  the  Homestead, 
and  built  a “modern  hotel”,  as  he 
advertised  it,  as  well  as  bathhouses 
and  cabins.  With  a strong  promo- 
tional sense,  Goode  insisted  that  the 
baths  at  Hot  Springs  were  truly  a 
panacea  and  laid  down  a therapeu- 
tic regime  for  his  clients.  The  Home- 
stead boomed  in  response.  But  then 
Goode  died,  in  1858,  and  develop- 
ment came  to  a halt,  not  to  resume 
until  Fay  Ingalls’  father,  M.  E.  In- 
galls, became  associated  with  it  in 
1891. 

TEN  years  earlier,  on  becoming 
president  of  the  Chesapeake 
and  Ohio  Railroad,  with  headquar- 
ters in  Cincinnati,  M.  E.  Ingalls  had 
begun  taking  his  family  for  the  sum- 
mers to  the  hot  springs  region  and 
had  fallen  in  love  with  the  valley. 
He  persuaded  the  syndicate  that 
owned  the  C&O  to  buy  the  Home- 
stead. The  original  property  con- 
sisted of  about  4,700  acres;  today 
the  Hot  Springs  Corporation  owns 
17,250  acres. 

M.  E.  Ingalls  never  held  office  in 
the  Hot  Springs  Company,  but  from 
1891  to  1914  nothing  was  ever  done 
without  his  approval.  His  guidance 


was  brilliant,  and  the  Homestead 
quickly  took  on  the  distinction  it  has 
today.  First  he  built  the  Virginia 
Hotel,  to  supplement  Dr.  Goode’s 
old  Homestead  structure.  This  new 
building  had  plumbing  and  steam 
heat,  so  spring  and  fall  could  be 
added  as  visiting  seasons.  A new 
bathhouse  was  built,  and  ten  “mod- 
ern” cottages. 

In  1901  fire  destroyed  the  old 
Homestead  building.  When  it  was 
rebuilt,  the  architects,  Elzner  and 
Anderson,  designed  the  great  pil- 
lared lobby,  whose  many  fireplaces 
welcome  the  Homestead’s  guests 
today.  The  rest  of  the  new  building 
matched  this  baronial  space  in  ele- 
gance and  comfort,  and  in  the  1890s 
fashionable  New  York  and  Phila- 
delphia began  to  vacation  at  the 
Homestead  in  increasing  numbers. 
Many  affluent  Americans  began 
building  homes  of  their  own  in  the 
area,  and  it  didn’t  hurt  business  a bit 
when  United  States  Presidents  be- 
gan checking  in  at  the  Homestead’s 
main  desk,  plus  assorted  ambassa- 
dors, senators,  and  other  notables. 
The  Homestead  had  arrived,  and  its 
prestige  hasn’t  faltered  since. 

That  it  has  so  consistently  flour- 
ished may  be  credited  to  the  Ingalls 
men  who  nurtured  it.  When  M.  E. 
Ingalls’  health  failed,  in  1914,  his 
four  sons  bought  control  of  the  Hot 
Springs  Company;  one  of  them  M. 
E.  Ingalls,  Jr.,  took  over  the  lead- 
ership and  during  his  tenure  initi- 
ated construction  of  the  East  Wing, 
a small  theatre  and  the  beautiful 
Empire  Room  next  to  it,  and  the 
charming  Garden  Room  off  the 
lobby  lounge.  When  he  died  in 
1922,  his  brother.  Fay  Ingalls,  au- 
thor of  The  Valley  Road , assumed 
the  presidency;  under  his  leadership 
the  soaring  tower  was  built,  a stun- 
ning solution  to  the  need  for  still 
more  guest  rooms.  On  Fay  Ingalls’ 
death,  in  1957,  his  son,  Daniel  H.  H. 
Ingalls,  took  the  helm;  it  was  under 
his  direction  that  the  Homestead’s 
ski  area  was  opened  in  1959,  said  to 


be  the  first  ski  facility  in  the  South. 
He  is  now  chairman  of  the  board 
(and  also  chairman  of  the  Depart- 
ment of  Oriental  Languages  at  Har- 
vard University),  and  the  presidency 
of  the  Homestead  Corporation  is 
held  by  an  “outsider”,  Thomas  J. 
Lennon.  The  Conference  Center,  in 
which  Medical  Society  of  Virginia 
members  will  deliberate  at  the  An- 
nual Meeting  in  November,  was 
built  under  Lennon’s  leadership, 
opening  in  1973. 

Throughout  succeeding 

tenures,  there  has  been  pas- 
sionate attention  to  service;  even  in 
the  summer,  when  the  rooms  are  at 
capacity  occupancy,  service  person- 
nel outnumber  the  guests. 

Similarly,  there  has  been  a con- 
tinuing insistence  on  fine  food,  no 
matter  the  effort  involved.  The 
Homestead  has  long  had  its  own 
dairy,  which  is  the  foundation  of  its 
catering  service,  and  its  kitchens 
have  grown  steadily  in  sophisti- 
cation, to  achieve  today  a cuisine  of 
a succulence  rarely  found  in  Ameri- 
can hotels.  The  breads  are  home- 
made, so  is  the  ice  cream.  Main 
dishes  of  meat  or  fish  may  be  had  in 
the  sauced  French  manner,  or,  if 
preferred,  there’s  charred  beefsteak 
at  the  top  of  the  American  mark. 
From  the  French  pastry  chef  come 
great  trays  of  bite-size  cakes  of  the 
petit  four  genre,  an  irresistible  pro- 
fusion of  shapes,  flavors,  and  flow- 
ery frostings.  For  the  dieter,  the 
Homestead  dining  room  is  a real 
challenge  course. 

But  close  at  hand  are  plenty  of 
playful  opportunities  for  metabo- 
lizing the  calories.  The  first  tennis 
court  was  installed  in  1897;  today 
there  are  19  courts.  “The  little  white 
pill”,  as  Ingalls  calls  it  in  his  book, 
came  to  the  Homestead  in  the  1890s 
in  the  form  of  a 6-hole  golf  course; 
now  there  are  three  18-hole  courses. 
When  the  Healing  Springs  property 
was  bought  in  1923  and  transformed 
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into  the  sibling  Cascades  Inn,  the 
jewel  of  this  golfing  triad  was  laid 
out;  known  popularly  as  the  Upper 
Cascades  course,  it  is  a layout  of 
championship  caliber  in  a magnifi- 
cent pastoral  setting.  Or  perhaps 
you  prefer  lawn  bowling,  or  bil- 
liards, or  swimming  (pools  indoors 
and  out),  or  riding  or  hiking  (100 
miles  of  trails),  or  the  therapeutic 
baths  in  the  hot  springs,  with  sauna 
and  massage. 

IF  the  Homestead  has  been  fortu- 
nate in  the  leadership  of  the  In- 
galls men,  it  is  especially  lucky  in 
Fay  Ingalls  as  its  biographer.  All  the 
historical  information  is  here,  re- 


lated in  an  easy,  conversational 
manner;  but  it  is  the  people,  crowd- 
ing the  book  with  anecdote,  that 
make  the  narrative  vivid.  Ingalls 
was  a sociable  and  humane  man, 
traits  shared  by  other  members  of 
his  family.  For  instance,  his  sister 
Gladys,  later  Lady  Robertson, 
founded  the  Hot  Springs  Valley 
Nursing  Association,  and,  with 
funds  solicited  from  wealthy  Home- 
stead guests,  sponsored  the  building 
of  a Community  House  for  the  val- 
ley; with  changing  times,  these  two 
projects  became  the  Bath  County 
Community  Hospital,  the  county’s 
only  hospital  and  of  premier  signifi- 
cance to  the  area’s  physicians. 

Not  the  least  good  fortune  for  the 


reader  of  The  Valley  Road  is  the 
writing  itself.  When  the  Bath 
County  Enterprise,  the  local  news- 
paper, was  about  to  perish  because 
of  overwhelming  debts,  Albert  In- 
galls, the  author’s  brother,  bought  it 
and  kept  it  alive,  and  for  20  years 
thereafter  Fay  Ingalls  wrote  a 
weekly  column  for  it.  His  history  of 
the  valley,  the  road,  and  the  Home- 
stead has  the  readability  of  experi- 
enced authorship,  plus  the  zest  of  a 
labor  of  love.  A.G. 

I.  The  Valley  Road,  by  Fay  Ingalls, 
with  illustrations  by  Margaret  Low- 
engrund.  293  pages.  Cleveland/New 
York,  World  Publishing  Company, 
1949.  $9  at  the  newsstand  of  the 
Homestead,  Hot  Springs  VA  24445. 
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Map  from  The  Valley  Road , by  Fay  Ingalls. 


Annual  Report  of  the  Executive  Vice  President 


We  all  have  our  favorite  quota- 
tions and  expressions — I know  that  I 
do.  Somehow  they  become  a part  of 
ourselves — reflecting  our  individual 
philosophies  and  personalities.  They 
really  serve  a very  useful  purpose — 
prodding  us  when  we  become  too  le- 
thargic, providing  an  extra  measure 
of  strength  when  we  are  on  the 
verge  of  calling  it  quits,  and  giving 
us  a little  extra  something  to  cling  to 
when  the  problems  seem  to  mount 
with  each  passing  day. 

There  are  three  such  quotations 
which  have,  for  many  years,  been  a 
part  of  my  life  and  which  are  dis- 
played on  the  bookshelf  just  behind 
my  desk.  The  first  states  quite  firmly 
that  “when  the  going  gets  tough,  the 
tough  get  going”.  I like  that. 

The  second  is  attributed  to  the 
late  Grantland  Rice — the  one  which 
says  that  the  one  great  Scorer  “will 
write  not  that  you  won  or  lost  but 
how  you  played  the  game”.  There  is 
a real  lesson  there  if  we  will  only 
take  the  time  to  think  about  it. 

And  then  there  is  the  third — this 
one  a favorite  expression  of  Notre 
Dame’s  legendary  and  immortal 
Knute  Rockne.  Back  in  the  late 
twenties  when  his  Irish  suffered  a 
particularly  heartbreaking  loss, 
Rockne  told  them  that  “a  team  is 
never  really  great  until  it  has  been 
defeated”.  Think  about  that  one! 


All  three  of  these  quotations  have 
something  in  common.  They  remind 
us  that  while  winning  is  great,  victo- 
ries don’t  just  happen.  When  the  tu- 
mult and  the  shouting  have  dimmed 
and  darkness  settles  over  the  sta- 
dium, the  winning  team,  in  almost 
every  instance — will  be  the  one 
which  had  prepared  itself  mentally 
and  physically  for  the  contest  and 
was  ready  and  willing  to  accept  the 
many  sacrifices  which  add  up  to  the 
cost  of  victory. 

What  all  this  is  leading  up  to  is 
the  fact  that  this  is  no  time  for  medi- 
cine to  quail  before  the  federal 
behemoth — which  seems  to  become 
larger  and  more  sinister  with  each 
passing  year.  Sure — we  have  HSAs 
and  PSROs.  We  also  have  reams  of 
regulations  and  miles  of  govern- 
mental red  tape.  And  we  read  daily 
about  the  various  pieces  of  national 
health  insurance  legislation  already 
introduced  or  being  readied  on  the 
congressional  drawing  boards. 

There  is  no  question  that  the 
forces  across  the  Potomac  have  pre- 
pared themselves  well  and  are  ready 
for  the  fray.  There  is  also  no  ques- 
tion about  the  fact  that  physicians 
and  their  medical  societies  must  be 
even  better  prepared  if  they  are  to 
meet  thrust  with  counter-thrust  and 
raw  power  with  dedicated  resis- 
tance. 


Never  has  it  been  more  important 
for  physicians  to  use  their  medical 
society  as  the  rallying  point  of  their 
struggle  against  further  federal  en- 
croachment. It  is  more  than  mere 
coincidence  that  Virginia  was  first  in 
the  nation  with  “Vanguard”.  Now — 
let  all  Virginia  physicians  line  up 
with  the  Vanguard  Committee  and 
show  the  nation,  and  the  Congress, 
how  effective  they  can  be  when  truly 
aroused  and  committed  to  the  sur- 
vival of  the  world’s  finest  medical 
care  delivery  system. 

And  now,  let  us  take  a quick  look 
at  The  Medical  Society  of  Virginia 
as  it  approaches  the  end  of  its  fiscal 
year  and  prepares  to  move  into  the 
crucial  “Eighties”. 

President  and  Council 

The  Presidents  of  The  Medical 
Society  of  Virginia  are  at  long  last 
beginning  to  receive  the  apprecia- 
tion and  recognition  they  have  truly 
deserved  for  so  long.  Theirs  is  not 
an  easy  task.  Only  those  who  are  in 
daily  contact  are  really  aware  of  the 
long,  hard,  and  often  lonely  hours  of 
prolonged  effort — complete  with  the 
built-in  vexations  and  frustrations 
of  the  office — that  these  chosen  few 
must  experience  and  endure.  They 
are  the  true  and  ordained  leaders  of 
medicine  in  our  state.  And  every- 
thing they  do — every  decision  they 
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make — has  a tremendous  influence 
on  the  delivery  of  medical  care  in 
Virginia.  They  work  under  extreme 
pressure,  knowing  all  the  while  that 
their  accomplishments  will  be  re- 
corded on  the  indelible  pages  of  his- 
tory. 

Perhaps  no  President  of  recent 
years  has  been  subjected  to  more 
pressure  than  Dr.  Charles  Davis.  He 
inherited,  among  other  things,  an 
active  and  fast  growing  Vanguard 
program,  a developing  continuing 
medical  education  program  which 
will  affect  in  varying  degrees  every 
licensed  physician  in  the  Common- 
wealth, a cost  conscious  General  As- 
sembly which  has  made  the  cost  of 
medical  care  a primary  target,  and  a 
hundred  other  matters  requiring  an 
unprecedented  outpouring  of  time, 
effort  and  money.  Dr.  Davis  discov- 
ered early  that  there  is  nothing  rou- 
tine about  being  President.  Almost 
every  decision  must  be  weighed 
with  the  Federal  Trade  Commission 
in  mind,  and  few  actions  can  be 
taken  without  first  being  subjected 
to  the  closest  legal  scrutiny.  Such 
are  the  times  in  which  we  live! 

The  fact  that  the  Society  has  con- 
tinued to  grow  and  move  ahead  dur- 
ing these  incredibly  complex  days 
speaks  well  indeed  for  Dr.  Davis’ 
leadership.  He  is,  without  any 
doubt,  one  of  the  most  courageous 
and  fearless  Presidents  in  the  So- 
ciety’s history  and  has  won  a host  of 
admirers  by  the  manner  in  which  he 
takes  the  direct  approach  in  han- 
dling problem  situations.  He  never 
sidesteps  an  issue  and  never  asks 
someone  else  to  relieve  him  of  a dis- 
tasteful task.  In  addition  to  all  of 
this,  he  is  a kind,  considerate  and 
compassionate  person.  It  has  been  a 
privilege  indeed  to  work  with  him. 

Council  will  have  met  on  five  oc- 
casions by  the  time  of  the  Annual 
Meeting.  Councilors,  like  Presi- 
dents, are  very  special  people — 
ready  and  willing  to  contribute 
countless  hours  in  the  service  of 
their  Society  and  profession. 


Membership 

It  wasn’t  too  many  years  ago  that 
we  called  attention  to  the  fact  that 
our  membership  had  exceeded  3,000 
and  we  were  considered  a large  state 
society  by  national  standards.  Now 
we  have  topped  the  6,000  level  and 
the  march  continues.  The  success  we 
have  enjoyed  in  recent  years  is  cer- 
tainly a tribute  to  the  efforts  of  Dr. 
Alexander  and  his  Committee  on 
Membership  Recruitment. 

Even  so,  it  would  not  have  been 
possible  without  the  assistance  of 
staff  members  Jim  Moore  and  Mrs. 
Renalds. 

It  is  also  encouraging  to  report 
that  our  AMA  membership  likewise 
continues  to  increase.  Although  our 
record  in  this  particular  category  is 
not  as  good  as  we  would  like,  we 
can  nevertheless  point  with  some 
satisfaction  to  a net  increase  of  more 
than  100  over  the  past  12  months. 
Some  day  in  the  not  too  distant  fu- 
ture that  fifth  AMA  delegate  will  be 
ours. 

We  believe  the  following  statisti- 
cal breakdown  will  be  of  interest: 

Annual  Report,  Membership 

August  1,  1978— July  31,  1979 

August  1,  1978  5,954 


New  Members 

427 

Reinstated 

20 

447 

Deaths 

38 

Resigned 

112 

Dropped 

218 

368 

Net  Increase 

July  31,  1979 

Finances 

There  are  times  when  we  really 
believe  that  The  Medical  Society  of 
Virginia  is  the  last  remaining  organ- 
ization in  the  country  which  clings 
to  some  semblance  of  fiscal  sanity. 
The  fact  that  we  are  a bit  old-fash- 
ioned, and  still  believe  in  thrift  and 
economy  as  the  cornerstones  of 


sound  administration,  is  the  reason 
your  Society  remains  financially 
stable.  Even  though  we  are  often 
chided  for  being  too  conservative  fi- 
nancially, we  simply  know  of  no 
other  way  to  operate  and  can  assure 
you  that  your  Society  funds  will 
continue  to  be  handled  judiciously 
and  in  accordance  with  sound  busi- 
ness practices. 

Please  study  the  Annual  Auditor’s 
Report  and  Financial  Statement 
which  will  likely  be  published  in  the 
January  issue  of  VIRGINIA  MEDI- 
CAL. We  believe  you  will  find  them 
interesting — and  certainly  reassur- 
ing. 

Personnel 

The  big  news  this  year  where  staff 
is  concerned  has  to  do  with  our 
good  fortune  in  obtaining  Dr.  Kin- 
loch  Nelson  as  Coordinator  of  Con- 
tinuing Medical  Education.  Dr.  Nel- 
son replaces  Jim  Summers,  who  left 
Virginia  last  Fall  to  accept  a similar 
position  in  Georgia.  Dr.  Nelson 
joined  the  staff  just  as  the  Society 
membership  related  CME  program 
became  effective.  Needless  to  say,  it 
is  comforting  to  have  this  capable 
and  widely  respected  physician  with 
us. 

The  number  of  staff  members  re- 
mains unchanged — 12.  We  are  able 
to  hold  the  line  in  this  regard  be- 
cause we  believe  firmly  in  the 
“team”  concept.  Although  each  staff 
member  has  a specific  area  of  re- 
sponsibility, a certain  degree  of  flex- 
ibility is  maintained  in  order  that 
there  can  always  be  a concentration 
of  effort  when  and  where  needed. 
From  time  to  time  we  receive  in- 
quiries from  interested  parties  about 
our  staff  functions  and  responsibili- 
ties, and  Dr.  Davis  has  requested 
that  our  current  table  of  organiza- 
tion be  made  a part  of  this  report. 

Your  Executive  Vice  President 
would  once  again  like  to  thank  and 
compliment  all  members  of  the  staff 
for  their  part  in  making  the  Society 
one  of  the  nation’s  most  active  and 
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respected.  If  you  haven’t  had  the 
pleasure  of  meeting  them,  please 
look  them  up  at  the  Annual  Meeting 
or  the  next  time  you  visit  the  head- 
quarters building.  They  make  up 
the  most  loyal  and  efficient  staff  any 
organization  ever  had,  and  a special 
“well  done”  goes  to  Mrs.  Brown, 
Mrs.  Candler,  Mrs.  Ambrose,  Mrs. 
Gray,  Mrs.  Strawderman,  Mrs.  Re- 
nalds,  Mrs.  Stockmar,  Dr.  Nelson, 
Mr.  Moore,  Mr.  Osburn  and  Mr. 
Varmette. 

Since  last  year’s  report,  Mrs. 
Strawderman  has  added  to  her 
duties  those  of  executive  secretary  to 
two  specialty  societies. 

Meetings 

Even  though  we  are  experiencing 
a serious  shortage  of  gasoline,  we 


seem  to  be  having  as  many  meetings 
as  ever — perhaps  even  more!  Meet- 
ings might  well  be  compared  to 
taxes — they  continue  to  grow  in  size 
and  number.  This  means,  of  course, 
that  we  must  be  more  selective  than 
ever  as  to  which  meetings  should  be 
attended.  Dr.  Davis  has  been  very 
careful  in  making  certain  that  So- 
ciety representation  at  various  meet- 
ings over  the  state  and  nation  is 
worthwhile  and  financially  justified. 

Over  the  last  12  months,  your  So- 
ciety was  well  represented  at  both 
sessions  of  the  AMA  House  of  Dele- 
gates, AMA  National  Leadership 
Conference,  meetings  of  the  State 
Board  of  Medicine,  4-H  Club 
Health  Awards  ceremony,  Confer- 
ence of  Southeastern  Medical  So- 
cieties, Annual  Congressional  Lun- 


cheon, Conference  of  State  Society 
Presidents,  numerous  health  service 
agency  meetings,  annual  meetings 
of  five  neighboring  state  medical  so- 
cieties, a number  of  component  so- 
ciety meetings,  and  many  others. 

Annual  Meeting 

The  Annual  Meeting  will  be  held 
this  year  at  The  Homestead — for  the 
first  time  ever.  The  facilities  are  ex- 
ceptional and  just  about  perfect  for 
a meeting  such  as  ours.  This  will  be 
the  first  time  we  have  met  at  an 
American  Plan  Hotel  and  it  will  be 
interesting  to  see  how  it  all  works 
out.  There  will  undoubtedly  be 
some  minor  problems  where  the 
various  luncheons  and  banquets  are 
concerned,  but  hopefully  they  can 
be  resolved  easily  and  quickly.  Our 
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experience  this  year  will  undoubt- 
edly determine  annual  meeting  pol- 
icy for  some  years  to  come.  We  are 
particularly  pleased  to  report  that 
the  meeting  will  feature  the  largest 
number  of  technical  and  scientific 
exhibits  in  the  history  of  the  So- 
ciety— a total  of  62.  This  is  quite  an 
achievement. 

Virginia  Medical 

We  now  have  proof-positive  that 
Virginia  Medical  is  truly  fulfill- 
ing its  purpose  as  the  official  pub- 
lication of  The  Medical  Society  of 
Virginia.  There  are  two  classic  jour- 
nalistic indexes  of  reader  interest — 
classified  ads  and  letters  to  the  edi- 
tor— and  Virginia  Medical  is 
scoring  very  high  in  both.  For  ex- 
ample, the  August  issue  contained 
two  full  pages  of  classified  ads — an- 
other first!  In  these  days  when  effec- 
tive communication  is  so  important, 
it  is  encouraging  to  see  the  member- 
ship using  their  publication  for  this 
purpose. 

Dr.  Thompson  and  Mrs.  Gray  are 
to  be  commended  on  their  contin- 
uing effort  to  contain  and  control 
publication  costs  as  much  as  pos- 
sible. The  printing  industry  is  par- 
ticularly sensitive  to  the  inflationary 
forces  running  rampant  in  our  coun- 
try. And,  as  a result,  editors  must 
constantly  look  and  plan  far  ahead. 


It  is  good  to  report,  however,  that 
advertising  is  up — a real  plus  these 
days. 

The  Future 

If  things  were  not  bad  enough  al- 
ready, we  must  now  gird  ourselves 
for  the  untold  miseries  of  an  elec- 
tion year.  We  somehow  seem  to 
weather  the  bureaucratic  onslaught 
during  off  election  years — but  elec- 
tion years  are  something  else!  These 
are  the  times  when  those  who  aspire 
to  political  office  will  seemingly 
promise  anything — and  give  away 
everything — if  it  means  an  extra 
vote  or  two.  Those  who  are  suppose 
to  know  about  such  things  tell  us 
that  we  are  closer  to  some  form  of 
national  health  insurance  than  at 
any  time  in  our  history.  Should  their 
warnings  and  predictions  become 
reality,  we  will  very  probably  see  it 
start  out  as  some  type  of  cata- 
strophic coverage.  Such  coverage 
would  very  likely  prove  to  be  the 
proverbial  “foot  in  the  door”  and 
pave  the  way  for  an  all  inclusive 
program  of  monstrous  proportions. 
Such  an  occurrence  could  well 
prove  to  be  the  final  blow  to  a na- 
tion already  tottering  on  the  brink 
of  economic  disaster. 

There  are  very  definite  signs  that 
government  is  stepping  up  its  cam- 
paign to  tighten  the  noose  of  regula- 


tory control  about  the  necks  of  med- 
icine and  other  professions.  Just 
about  everything  one  does  these 
days  seems  to  carry  with  it  the 
threat  and  risk  of  antitrust  violation. 
Even  the  right  of  a profession  to  es- 
tablish and  police  its  own  code  of 
ethics  is  being  challenged  by  the 
self-proclaimed  wizards  of  Wash- 
ington. It  is  ironic  that  just  a few 
short  years  ago  medicine  was  being 
criticized  for  an  alleged  failure  to 
discipline  its  ranks  as  thoroughly  as 
it  should.  Now  medicine  is  told  that 
its  disciplinary  powers  are  extremely 
limited  and  that  trouble  awaits  those 
who  dare  stray  one  step  too  far  from 
the  path  of  federal  edict. 

There  are  some  bright  spots,  how- 
ever. Medicine  is  becoming  more 
politically  minded  and  active — 
largely  through  the  efforts  of  politi- 
cal action  committees.  These  bi- 
partisan committees,  separate  and 
distinct  from  medical  societies,  are 
growing  in  size  and  effectiveness 
each  year  and  could  well  provide 
the  leadership  and  incentives  to  lit- 
erally turn  the  tide  of  federal  domi- 
nation in  the  years  immediately 
ahead.  Such  are  the  hopes  which 
keep  us  marching  ever  forward — to- 
gether. 

Robert  I.  Howard 
Executive  Vice  President 
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Auxiliary  Advisory 

Mrs.  Richard  F.  Clark  took  office 
as  President  of  the  Auxiliary  to  The 
Medical  Society  of  Virginia  at  the 
Annual  Meeting  1978  in  Williams- 
burg. Since  then  she  has  visited  each 
of  the  2 1 organized  auxiliaries  in  the 
state.  One  of  her  first  projects  was  a 
workshop  on  medical  legislation, 
held  at  the  1978  Annual  Meeting;  is- 
sues were  presented  and  discussed 
by  a representative  of  the  Vanguard 
Committee  and  Mr.  Willard  C.  Os- 
burn  of  the  MSV  staff.  At  the  Aux- 
iliary’s mid-year  board  meeting,  the 
Hon.  Richard  Bagley  of  Hampton 
spoke,  in  continuation  of  the  em- 
phasis on  legislation.  The  county 
auxiliaries  respond  to  the  Society’s 
Medical  Legislative  Alerts,  and  aux- 
iliary members  monitor  HSA  meet- 
ings and  in  some  cases  have  HSA 
representatives  as  speakers.  The  leg- 
islative chairmen  of  the  auxiliaries 
work  closely  with  VaMPAC. 

The  Virginia  Auxiliary  again  dis- 
tinguished itself  by  donating 
$29,793.25  to  AMA-ERF.  Physi- 
cians contributed  an  additional 
$10,470.,  bringing  the  total  to  the 
fourth  highest  in  the  Eastern  Region 
of  the  American  Medical  Associa- 
tion Auxiliary. 

At  the  AMAA  meeting  in  Chi- 
cago, the  Virginia  Auxiliary  re- 
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ceived  an  award  for  increasing  its 
membership  to  1,907,  an  increase  of 
almost  100  members  over  the  pre- 
ceding year. 

In  the  area  of  Auxiliary  health 
projects,  an  amazing  variety  of  com- 
munity, state  and  international  ac- 
complishments were  reported  dur- 
ing the  past  year.  At  the  state  level, 
the  Auxiliary  contributed  to  the  Vir- 
ginia Council  on  Health  and  Medi- 
cal Care,  the  Crippled  Children’s 
Hospital,  Sheltering  Arms  Hospital, 
and  the  Memorial  Fund.  (From  the 
Memorial  Fund,  16  students  have 
received  a total  of  $9,850  in  aid.) 

The  Danville-Pittsylvania  Medi- 
cal Society  and  Auxiliary  sponsored 
a Public  Forum  in  March  with  Drs. 
H.  C.  Alexander  III,  Louis  Des 
Shaffner  and  William  Hagood  as 
panelists.  The  program  was  such  a 
success  that  the  local  radio  station 
invited  physicians  to  participate  on 
a quarterly  basis  in  discussing 
health  issues. 

The  Fairfax  County  Auxiliary 
Med-Community  Action  Program 
received  an  award  for  providing 
medical  assistance  to  the  commu- 
nity. This  was  depicted  by  a slide 
presentation  of  the  program  at  the 
AMA  National  Conference  on  Ru- 
ral Health  in  St.  Paul,  Minnesota,  in 
April. 

The  Norfolk  Auxiliary  is  estab- 
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lishing  a medical  museum  in  the 
Taylor-Whittle  House  to  demon- 
strate the  contribution  medicine  has 
made  to  the  area;  it  will  be  open  to 
the  public. 

Community  services  in  which 
Auxiliaries  have  played  a leading 
role  include  coronary/pulmonary 
resuscitation  training,  aid  for  the  el- 
derly, cancer  control,  child  abuse, 
aid  for  the  retarded,  scoliosis  screen- 
ing, health  record  screening  of  stu- 
dents to  evaluate  immunization 
status,  Meals-on-Wheels,  investiga- 
tion of  nursing  home  facilities,  a 
shoe  center  for  needy  children, 
bloodmobile  volunteers,  and  the  op- 
eration of  a speaker’s  bureau. 
School  programs  have  been  aided 
with  programs  on  drug  and  alcohol 
abuse  and  health  career  consulta- 
tion. Auxiliaries  have  donated  funds 
for  mobile  cardiac  units,  a mobile 
dialysis  unit,  automatic  rotating 
tourniquets,  a fire  department  neo- 
natal bassinet  and  specialized  hospi- 
tal equipment,  to  mention  a few. 

On  the  international  scene,  the 
Medical  Society  of  Virginia  Aux- 
iliary has  sent  medical  books,  jour- 
nals and  drug  samples  overseas. 

And  Doctor’s  Day  has  been  cele- 
brated— not  only  with  red  carna- 
tions, but  with  social  events,  blood 
banks  and  significant  dedications, 
not  to  mention  the  ladies’  dedication 
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on  the  other  364  days  each  year. 

Perhaps  MSV  members  should 
take  note  of  their  spouses’  accom- 
plishments with  an  orchid-punc- 
tuated Doctors’  Wives  Day! 

Charles  G.  Smith,  MD 
Chairman 


Advisory,  Hospital 
Association 

The  Advisory  Committee  to  the 
Virginia  Hospital  Association  met  in 
Richmond  on  June  5,  1979,  with 
counterparts  of  the  Association.  Drs. 
Edward  S.  Bear  and  T.  Winston 
Gouldin  and  the  Chairman  repre- 
sented The  Medical  Society  of  Vir- 
ginia, along  with  Willard  Osburn  of 
the  MSV  staff  and  Allen  S.  Goolsby, 
Society  counsel. 

A legislative  update  was  first  pre- 
sented. Bills  dealing  with  certificates 
of  need,  medical  staff  membership, 
standard  of  care  and  sterilization  re- 
ceived specific  interest.  Reports  on 
President  Carter’s  proposed  cost 
containment  for  hospitals  and  Sena- 
tor Kennedy’s  proposed  bill  for  na- 
tional health  insurance  were  also  re- 
viewed by  the  Committee. 

A communication  from  Dr.  J.  La- 
tane  Ware  was  discussed.  This  dealt 
with  the  subject  of  “standing  or- 
ders” for  routine  hospital  admis- 
sions and  the  voluntary  effort  pro- 
gram of  hospital  cost  containment. 
The  recommendation  that  individ- 
ual hospitals  review  admission  or- 
ders with  their  staffs  and  governing 
boards  has  been  approved  and  is 
supported  by  recommendation  of 
The  Medical  Society  of  Virginia. 

Activity  of  Virginia  state  commis- 
sions concerned  with  cost  review 
and  containment  was  presented  with 
special  attention  given  to  a report  on 
the  Willey  Commission.  We  noted 
with  interest  the  recommendations 
of  the  Bureau  of  Insurance  to  the 
Willey  Commission  that  HMO  de- 
velopment be  encouraged  in  Vir- 
ginia and  that  mandated  limits  of 


health  care  insurance  be  imposed. 
The  Committee  felt  these  objectives 
were  more  self-serving  to  the  inter- 
ests of  the  Bureau  and  the  Health 
Department  than  constructive  to  the 
problems  at  hand. 

A report  on  activities  of  the  Joint 
Legislative  Audit  and  Review  Com- 
mission (JLARC)  was  presented. 
This  “watchdog”  arm  of  the  Gen- 
eral Assembly  has  been  charged 
with  developing  a series  of  health 
care  reports  on  long-term  care,  in- 
patient and  outpatient  services,  cer- 
tificates of  public  need,  and  others. 
Some  of  the  work  is  incomplete  and 
some  contains  erroneous  material, 
but  inasmuch  as  these  reports  may 
influence  proposed  legislation,  it 
was  felt  that  the  Society  and  the  As- 
sociation should  monitor  carefully 
the  activities  of  the  JLARC. 

A resolution  referred  to  the  Com- 
mittee by  the  Society  concerning  the 
status  of  operating  room  personnel 
was  referred  for  review  to  the  Asso- 
ciation’s Committee  on  Professional 
Relations. 

A letter  from  Dr.  Charles  E. 
Davis,  President  of  The  Medical  So- 
ciety of  Virginia,  concerning  the 
reimbursement  of  emergency  room 
physicians  was  referred  to  the  board 
of  directors  of  the  State  Chapter  of 
the  American  College  of  Emergency 
Physicians. 

A pamphlet  prepared  by  the  East- 
ern States  Renal  Disease  Coordinat- 
ing Council  was  presented  with  the 
request  we  endorse  the  policy  that 
donation  of  organs  for  trans- 
plantation be  geared  to  the  commu- 
nity hospital  at  medical  staff  level. 
The  Committee  recommended  that 
endorsement. 

The  Chairman  and  members  of 
the  Advisory  Committee  to  the  Vir- 
ginia Hospital  Association  remain 
convinced  of  the  importance  of  this 
Committee  and  recommend  contin- 
uing support  of  its  activities  by  the 
Society. 

Gerald  J.  Fisher,  MD 

Chairman 


Aging 

A meeting  of  the  Committee  on 
Aging  was  held  at  Society  head- 
quarters on  May  24,  1979.  Attend- 
ing were  Dr.  Joseph  L.  Crosier;  Dr. 
John  P.  Lynch;  Mr.  Robert  I.  How- 
ard; Mr.  Edward  Wood,  Director  of 
the  Virginia  State  Office  on  Aging; 
and  the  Chairman. 

Many  items  pertaining  to  the  el- 
derly in  Virginia  were  discussed,  in- 
cluding visitations  by  physicians  to 
nursing  homes  as  required  by  Medi- 
care and  Medicaid. 

The  most  important  part  of  the 
meeting  consisted  of  a report  by  Mr. 
Wood  in  regard  to  the  organization 
of  the  State  Office  on  Aging  and  an 
explanation  of  the  development  of 
programs  for  the  elderly  in  the  areas 
of  nutrition,  construction  and  reno- 
vation of  multi-purpose  centers, 
transportation,  recreation,  home- 
maker services,  day  care,  etc.  Mr. 
Woods  also  reported  that  the  Gov- 
ernor’s Conference  on  Aging  has 
been  set  for  October  16,  1979,  in 
Richmond. 

Dr.  Lynch  pointed  out  that  many 
patients  need  to  know  the  proce- 
dures for  paying  medical  and  hospi- 
tal bills,  particularly  where  Medi- 
care and  Medicaid  is  involved.  Dr. 
Crosier  reported  that  some  state 
hospitals  are  said  to  be  seeking  ways 
of  cutting  back  on  some  services, 
and  it  was  felt  that  this  Committee 
should  give  consideration  to  becom- 
ing involved  in  a battle  to  obtain 
adequate  funding  for  the  various 
state  hospital  programs. 

Donald  T.  Faulkner,  MD 
Chairman 

AMA  Delegates 

The  Medical  Society  of  Virginia 
was  represented  at  the  1978  Interim 
Meeting  and  the  1979  Annual  Meet- 
ing of  the  AMA  House  of  Delegates 
by  all  of  its  delegates  and  alternates. 
We  were  especially  pleased  that 
both  our  President  and  President 
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Elect  were  on  hand  for  the  Annual 
Meeting  in  Chicago.  They  contrib- 
uted a great  deal  to  the  various  cau- 
cus sessions  and  represented  the  So- 
ciety in  a number  of  reference 
committee  meetings. 

The  Annual  Meeting  in  Chicago 
was  generally  considered  to  be  the 
most  important  in  AMA  history. 
Medicine  stands  at  the  crossroads 
on  so  many  key  issues  that  the 
House  was  faced  with  an  almost  im- 
possible task.  The  magnitude  of  its 
job  is  reflected  in  the  262  resolutions 
and  reports  covered  over  an  all  too 
short  five-day  period. 

Of  particular  interest  is  the  vote 
of  confidence  given  AMA  lead- 
ership on  national  health  insurance. 
Seven  resolutions  which  would  have 
restricted  AMA  action  were  re- 
jected. This  means,  of  course,  that 
the  Board  of  Trustees  continues  to 
have  the  flexibility  of  movement 
which  it  has  considered  so  vital  in 
dealing  with  this  all  important  issue. 

A revision  in  the  Principles  of 
Medical  Ethics  is  making  progress — 
although  many  believe  it  is  taking 
too  long.  A report,  containing  a pro- 
posed revision  of  the  Principles,  will 
soon  be  distributed  to  all  state,  com- 
ponent and  specialty  societies  for  re- 
view. The  Ad  Hoc  Committee  work- 
ing on  the  revision  will  present  a 
progress  report  at  the  1979  Interim 
Meeting  and  a final  report  at  the 
1980  Annual  Meeting. 

Perhaps  the  most  startling  devel- 
opment at  Chicago  was  the  decision 
by  the  House  to  withdraw  from  the 
Liaison  Committee  on  Continuing 
Medical  Education.  AMA  will  now 
resume  its  role  as  primary  accreditor 
of  CME-sponsoring  organizations 
through  the  establishment  of  a spe- 
cial committee  of  the  Council  on 
Medical  Education.  This  action  rec- 
ognizes state  medical  societies  as  the 
accrediting  bodies  for  institutions 
and  organizations  providing  local 
and  intrastate  CME  programs. 

A resolution  introduced  by  your 
Virginia  delegation  supporting  the 


multiple  approach  to  blood  collec- 
tion was  adopted.  Also  adopted — 
this  one  unanimously — was  a Me- 
morial Resolution  on  Dr.  W.  Lin- 
wood  Ball,  who  served  the  AMA  for 
so  many  years  as  a Vice  President, 
Trustee  and  member  of  the  House. 

It  is  good  to  report  that  Dr.  Wil- 
liam D.  Dolan,  Arlington,  was  re- 
elected to  the  Council  on  Scientific 
Affairs. 

Michael  A.  Puzak,  MD 

Chairman,  Virginia  Delegation 

Bylaws 

A revision  of  the  bylaws  was  pre- 
sented to  the  House  of  Delegates  in 
1978.  The  House  referred  this  pro- 
posal to  the  Bylaws  Committee  for 
further  study.  Also  at  the  1978  An- 
nual Meeting,  the  House  approved  a 
restatement  and  amendment  of  the 
Articles  of  Incorporation. 


Provisions  of  membership  and  de- 
scriptions of  Council  and  the  House 
previously  in  the  bylaws  are  in  the 
restated  and  amended  Articles.  This 
document  is  subject  to  a vote  of  the 
membership  at  the  1979  Annual 
Meeting.  Accordingly,  it  is  included 
as  Appendix  I and  can  be  found 
elsewhere  in  this  issue.  The  revision 
of  the  bylaws  proposed  by  your 
Committee  is  designated  Appendix 
II  and  has  been  distributed  to  all 
component  societies.  It  will  also  be 
sent  to  all  members  of  the  House  of 
Delegates  prior  to  the  Annual  Meet- 
ing and  will  be  available  in  quantity 
at  the  Homestead. 

In  their  deliberation  the  Com- 
mittee members  were  guided  by  the 
comments  of  officers,  councilors,  at- 
tendees at  the  1978  Annual  Meeting 
and  others.  We  were  the  ben- 
eficiaries of  the  legal  counsel  of  Al- 
len C.  Goolsby,  the  Society’s  at- 
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At  a meeting  of  the  Committee  on  Aging:  Left  to  right,  Drs.  Joseph  Leo  Crosier,  Pe- 
tersburg; Donald  T.  Faulkner,  Norfolk,  Chairman;  and  John  P.  Lynch,  Richmond. 
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At  a meeting  of  the  Cancer  Committee;  Standing,  left  to  right,  Drs.  William  W.  Old 
III,  Lexington,  Chairman;  Marvin  N.  Lougheed,  Roanoke;  Walter  Lawrence,  Jr., 
Richmond;  and  Fred  T.  Given,  Jr.,  Norfolk.  Sitting,  left  to  right,  Drs.  Saul  Kay, 
Richmond;  Robert  J.  Faulconer,  Norfolk;  and  J.  Shelton  Horsley  III,  Richmond. 
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torney.  We  are  grateful,  as  always, 
for  the  knowledgeable  and  practical 
assistance  of  Robert  I.  Howard,  Ex- 
ecutive Vice  President. 

The  proposed  revision  has  been 
presented  to  Council  and  has  been 
distributed  to  the  component  so- 
cieties for  comment  and  suggestions. 
As  a result,  several  portions  includ- 
ing Committee  on  Scientific  Pro- 
grams and  Exhibits,  agenda  of 
special  meetings,  delegate  represen- 
tation of  student  component  so- 
cieties, voting  in  Council,  succession 
status  of  President-Elect,  refinement 
of  the  section  on  Vanguard  Com- 
mittee, exemption  from  program  of 
continuing  medical  education,  and 
councilor  districts  are  to  be  subject 
to  further  study.  A supplemental  re- 
port will  be  submitted. 

K.  K.  Wallace,  Jr.,  MD 
Chairman 


All  committee  photographs  on  these 
pages  by  Joe  Colognori. 


A meeting  of  the  Cancer  Com- 
mittee of  The  Medical  Society  of 
Virginia  was  held  in  Richmond  at 
Society  headquarters  on  May  9, 
1979.  Members  present  were  Dr. 
William  W.  Old  III,  Chairman;  Dr. 
Robert  J.  Faulconer;  Dr.  J.  Shelton 
Horsley  III;  Dr.  Walter  Lawrence, 
Jr.;  Dr.  Saul  Kay;  Dr.  Fred  T. 
Given;  Dr.  Marvin  N.  Lougheed; 
and  Dr.  Harold  Wanebo.  Others 
present:  Mr.  Bernard  Woodahl,  Ex- 
ecutive Vice  President,  American 
Cancer  Society,  Virginia  Division; 
Mrs.  Barbara  Peace,  Virginia  Tu- 
mor Registry;  Mrs.  Beverly  Derr, 
State  Bureau  of  Vital  Records  and 
Health  Statistics;  Dr.  Grayson 
Miller,  Epidemiologist,  State  De- 
partment of  Health;  and  Dr.  Wil- 
liam B.  Looney,  Division  of  Radio- 
biology  and  Biophysics,  University 
of  Virginia  Medical  Center. 

After  long  and  careful  consid- 


eration, with  suggestions  being  of- 
fered by  members,  the  following 
definition  of  the  purpose  of  the  Can- 
cer Committee  was  adopted; 

The  Cancer  Committee  of  The 
Medical  Society  of  Virginia  shall 
concern  itself  with  all  phases  of  can- 
cer control.  It  shall  be  responsible 
for  coordination  and  dissemination 
of  information  on  cancer  to  all 
members  of  The  Medical  Society  of 
Virginia.  The  Committee  shall  also 
provide  a coordinating  function  for 
the  cancer  centers  and  cancer  pro- 
grams at  the  major  medical  centers 
in  Virginia. 

Areas  of  concern  include  1) 
coordinating  services  to  cancer  pa- 
tients; 2)  coordinating  efforts  of  the 
American  Cancer  Society  of  Vir- 
ginia, the  Virginia  State  Department 
of  Health  and  The  Medical  Society 
of  Virginia;  3)  the  continued  devel- 
opment and  improvement  of  tumor 
registries;  4)  various  continuing 
medical  education  programs  about 
cancer;  5)  providing  advice  and 
guidance  to  the  American  Cancer 
Society  concerning  program  empha- 
sis; 6)  assisting  with  cancer  pro- 
grams in  community  hospitals,  espe- 
cially in  the  establishment  of  tumor 
clinics;  7)  consolidation  and  dissem- 
ination of  information  on  the  vari- 
ous cancer  programs  throughout  the 
state;  and  8)  dissemination  of  infor- 
mation on  cancer  to  other  physi- 
cians and  to  allied  health  profes- 
sions and  organizations  in  the  state. 

Dr.  Miller  stated  that  the  State 
Department  of  Health  was  indeed 
interested  in  every  aspect  of  the 
problem  of  cancer.  He  reported  that 
there  would  be  an  attempt  to  trans- 
fer the  Tumor  Registry  to  the  De- 
partment of  Epidemiology,  where  it 
would  have  more  impact. 

Mrs.  Peace  summarized  the  oper- 
ation of  the  Tumor  Registry.  The 
need  for  making  cancer  a reportable 
disease  by  physicians  was  brought 
up  in  a discussion  concerning  the 
completeness  of  information  re- 
ceived by  the  Registry.  Hospital 
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qualifications  for  participation  were 
discussed  and  the  committee  recom- 
mends that  more  hospitals  in  the 
state  participate  in  the  Registry. 

Mrs.  Derr  brought  out  that  there 
was  a need  for  better  reporting  of 
the  cause  of  death  on  death  certifi- 
cates. The  committee  strongly  urges 
physicians  to  fill  out  the  certificates 
more  carefully,  utilizing  the  written 
instructions.  The  Chairman  ap- 
pointed a Committee  member  to 
write  an  editorial  for  Virginia 
Medical  stressing  the  need  for 
more  exactness  of  this  information 
since  the  incorrect  death  informa- 
tion in  the  certificate  affects  statisti- 
cal analysis. 

A review  of  cancer  center  activi- 
ties and  programs  in  Roanoke,  Nor- 
folk, Richmond  and  Charlottesville 
was  presented.  The  need  for  coordi- 
nation of  these  programs  with  com- 
mittee endorsement  and  public  edu- 
cation through  the  American 
Cancer  Society  was  stressed.  Sum- 
maries of  the  programs  are  to  be  dis- 
seminated to  committee  members. 

The  many  activities  and  programs 
of  the  American  Cancer  Society 
were  reviewed  by  Mr.  Woodahl.  It 
was  suggested  that  he  provide  the 
committee  with  a summary  of  these. 
A brochure  about  the  “Cancer  An- 
swer Service”  was  distributed.  This 
service  provides  toll-free,  statewide 
telephone  information,  thereby 
making  the  services  of  the  ACS 
more  readily  accessible  to  all  Vir- 
ginia residents. 

Dr.  Looney  presented  the  various 
aspects  of  the  formation  of  a state 
Cancer  Commission.  Such  legisla- 
tion has  been  passed  in  Kentucky. 
No  action  was  taken  by  the  Com- 
mittee at  this  time,  but  it  would  be 
considered  as  a future  project  after 
referral  to  the  Virginia  Oncology 
Group  for  interaction. 

The  following  recommendations 
are  made:  1)  The  Cancer  Committee 
should  include  members  of  The 
Medical  Society  of  Virginia  who  are 
associated  with  the  cancer  program 


of  each  major  medical  center.  2) 
The  State  Board  of  Health  shall  be 
represented  on  the  committee;  this 
person  shall  be  listed  as  a consultant 
and  non-voting  member. 

William  W.  Old  III,  MD 
Chairman 

Child  Health 

The  Child  Health  Committee 
held  one  meeting  during  the  year, 
and  although  it  discussed  a number 
of  matters,  there  are  only  two  rec- 
ommendations for  the  House  of 
Delegates. 

The  Committee  recommends  that 
Section  22-22.1  of  the  Code  of  Vir- 
ginia be  amended  to  include  mumps 
vaccine  along  with  the  other  six 
childhood  immunizations.  The  Vir- 
ginia Chapter  of  the  American 
Academy  of  Pediatrics  also  supports 
this  concept,  and  it  is  hoped  that  the 
amendment  can  be  approved  during 
the  next  session  of  the  state  legisla- 
ture. 

It  is  also  recommended  that  the 
House  support  legislation  which 
would  mandate  seatbelt  restraints 


for  children.  A resolution  submitted 
by  the  American  Academy  of  Pedi- 
atrics which  urges  the  mandatory 
aspect  was  adopted  by  the  American 
Medical  Association,  December 
1978. 

Jefferson  D.  Beale,  Jr.,  MD 
Chairman 

Continuing  Medical 
Education 

The  Commission  suffered  a great 
loss  when  Dr.  James  Summers, 
Coordinator,  left  in  October  1978  to 
assume  a new  position  in  Atlanta. 
Dr.  Summers  had  been  with  the 
Commission  since  its  beginning  and 
was  instrumental  in  developing  the 
program  and  bringing  it  to  its  pres- 
ent successful  status.  We  wish  him 
every  happiness  in  his  new  location. 

The  Commission  met  in  Wil- 
liamsburg at  the  Annual  Meeting  in 
1978  and  in  Richmond  on  February 
10,  May  5,  and  September  15,  1979. 
It  will  meet  again  in  Hot  Springs  at 
the  time  of  the  Annual  Meeting  in 
November  1979. 

The  following  listing  contains  the 


At  a meeting  of  the  Child  Health  Committee:  Front  row,  left  to  right,  Drs.  Thomas 
S.  Chalkley,  Richmond,  and  Jefferson  D.  Beale,  Jr.,  Danville,  Chairman.  Back  row, 
left  to  right,  Drs.  William  D.  Liddle,  Fredericksburg;  William  H.  Fink,  Norfolk, 
Kathryn  D.  Hill,  Virginia  Beach;  and  James  H.  Stallings,  Jr.,  Falls  Church. 
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three  medical  schools  whose  CME 
programs  are  directly  accredited  by 
the  Liaison  Committee  on  Contin- 
uing Medical  Education  (LCCME) 
in  Chicago;  and  those  organizations 
that  have  been  surveyed,  approved 
by  the  Accreditation  Committee,  ac- 
credited for  the  requirements  of  The 
Medical  Society  of  Virginia  by  the 
Commission,  and  accredited  by  the 
AMA:  Eastern  Virginia  Inter-Hos- 
pital Education  Committee  (EVI- 
MEC),  Eastern  Virginia  Medical 
School,  the  Fairfax  Hospital,  Medi- 
cal College  of  Virginia/Virginia 
Commonwealth  University,  North- 
ern Virginia  Consortium  for  Contin- 
uing Medical  Education,  Riverside 
Hospital  Medical  Staff,  Roanoke 
Memorial  Hospitals,  St.  Luke’s  Hos- 
pital/McGuire Clinic  Consortium, 
University  of  Virginia  Medical 
School,  Virginia  State  Health  De- 
partment, Winchester  Memorial 
Hospital,  The  Medical  Society  of 
Virginia  Program  Committee. 

'At  the  meeting  on  February  10, 
1979,  it  was  decided  that  accredita- 
tion of  an  organization  by  the  Com- 
mission would  make  that  organiza- 
tion’s programs  acceptable  for  the 
credits  needed  to  maintain  member- 
ship in  The  Medical  Society  of  Vir- 
ginia, and  for  the  VA-PRA. 

In  order  for  such  programs  to  be 
accredited  for  the  AMA-PRA  and 
for  other  requirements  outside  Vir- 
ginia, accreditation,  or  not,  was 
formerly  decided  by  the  LCCME,  to 
whom  the  Commission  made  rec- 
ommendations. On  July  25,  1979,  at 
the  direction  of  the  House  of  Dele- 
gates, the  AMA  withdrew  from  the 
LCCME  and  resumed  its  previous 
responsibility  for  accreditation  of 
CME.  The  AMA  will  continue  to 
accredit  the  organizations  pre- 
viously accredited  by  the  LCCME. 

As  of  July  1,  1979,  502  physicians 
have  the  Virginia  Physician’s  Rec- 
ognition Award  and  between  June 
1977  and  April  1979,  1006  Virginia 
physicians  obtained  the  AMA-PRA. 

Numerous  hospitals,  organiza- 


tions and  groups  have  sought  infor- 
mation about  CME  and  the  process 
of  accreditation.  In  general,  we  have 
suggested  that  institutions  in  the 
same  community,  or  closely  associ- 
ated geographically,  get  together 
and  form  a consortium  for  CME,  as 
illustrated  by  the  Eastern  Virginia 
Inter-Hospital  Medical  Education 
Committee  (EVIMEC). 

We  have  cooperated  with  Vir- 
ginia Medical  in  the  monthly 
publication  of  “Meetings  About 
Medicine”. 

We  have  been  working  with  the 
Virginia  sections  of  the  various  spe- 
cialty societies  to  get  for  publication 
in  Virginia  Medical  abstracts  of 
papers  to  be  presented  at  their  an- 
nual meetings.  These  should  be 
published  ahead  of  the  meeting.  To 
do  so  they  must  be  received  at  the 
Medical  Society  by  the  10th  of  the 
month,  two  months  before  the 
month  of  the  meeting;  i.e.,  if  the 
meeting  is  in  September  the  ab- 
stracts should  be  in  by  July  10th. 
Reprints  of  such  abstracts  could  be 
used  as  programs  for  the  meetings. 
This  has  worked  very  successfully 
with  the  Virginia  Section  of  the 
American  College  of  Physicians. 
Virginia  Medical  will  publish  the 
abstracts  after  the  meeting  if  they 
are  not  available  beforehand. 

The  Commission  is  attempting  to 
maintain  a registry  of  future  CME 
activities  in  the  state  and  urges  that 
all  organizations  notify  us  of  the 
events  and  dates  of  planned  meet- 
ings as  early  as  possible. 

Richard  M.  Mansfield,  EdD,  As- 
sociate Director,  Continuing  Medi- 
cal Education  at  MCV-VCU,  has 
agreed  to  serve  as  Consultant  to  the 
Coordinator. 

Dr.  Kinloch  Nelson  became  Co- 
ordinator on  December  1,  1978,  and 
has  been  of  invaluable  assistance. 

The  Coordinator  has  attended 
these  meetings:  the  AMA’s  75th 
Congress  on  Medical  Education  in 
Washington,  DC,  May  9-13,  1979; 
Fairfax  Hospital  staff  meeting,  May 


22,  1979,  where  he  spoke  on  “The 
Present  Status  of  CME”;  Three 
meetings  in  Charlottesville  of  the 
Committee  on  the  Role  of  Educa- 
tional Planners  in  Health  Profes- 
sions of  the  Virginia  Association  for 
Continuing  Education  in  the  Health 
Professions,  and  the  annual  meeting 
of  this  organization  in  Fredericks- 
burg, May  30  - June  1,  1979;  meet- 
ings of  Council. 

Continuity  of  direction  is  an  im- 
perative necessity  for  any  effort  in 
education.  Therefore,  we  recom- 
mend that  the  Chairman  be  ap- 
pointed for  at  least  two  consecutive 
years,  and  that  the  membership 
(aside  from  the  medical  school  rep- 
resentatives) be  appointed  in  a stag- 
gered fashion  for  a number  of  years 
so  that  it  always  contains  people 
with  experience. 

Charles  L.  Crockett,  Jr.,  MD 
Chairman 
Charles  H.  Crowder,  Jr.,  MD 
Co-Chairman 

Ethics 

The  past  twelve  months  have 
been  relatively  quiet  as  far  as  medi- 
cal ethics  are  concerned  and,  con- 
sequently, no  formal  meetings  of  the 
Committee  were  required.  Such 
matters  as  were  brought  to  the  Com- 
mittee’s attention  were  of  a routine 
nature  and  handled  without  diffi- 
culty. 

Your  Committee  has  been  ad- 
vised, however,  that  some  com- 
ponent society  committees  are  cur- 
rently in  the  process  of  taking  action 
on  matters  involving  member  physi- 
cians, and  we  sincerely  hope  that 
each  case  can  be  resolved  satisfac- 
torily at  the  component  society 
level. 

Your  Committee  has  observed, 
with  some  concern,  what  appears  to 
be  a determined  effort  on  the  part  of 
government  to  turn  professional 
codes  of  ethics  into  weak  and  virtu- 
ally meaningless  documents.  The 
threatening  shadow  of  the  Federal 
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Trade  Commission  creeps  ever 
closer  and  means  that  almost  any 
action  taken  for  reasons  involving 
ethics  should  be  studied  carefully 
for  possible  legal  implications. 

The  Bylaws  of  The  Medical  So- 
ciety of  Virginia  specifically  state 
that  “the  ethical  principles  govern- 
ing the  members  of  the  American 
Medical  Association  shall  govern 
the  Society”.  Consequently,  your 
Committee  has  been  following  with 
great  interest  the  progress  of  an 
AMA  Ad  Hoc  Committee  charged 
with  the  responsibility  of  preparing 
an  acceptable  revision  of  the  prin- 
ciples. We  have  been  advised  that 
copies  of  the  Committee’s  report, 
containing  the  proposed  revision, 
will  soon  be  distributed  to  all  state, 
county  and  specialty  societies  for  re- 
view. The  AMA  House  of  Dele- 
gates, during  its  recent  annual  ses- 
sions in  Chicago,  requested  the 
Committee  to  consider  further  revi- 
sion of  its  report  after  the  review  by 
other  members  of  the  federation  has 
been  completed.  A progress  report 
will  be  presented  at  the  Interim 
Meeting  of  the  House  in  December 
and  a final  report  submitted  for  ac- 
tion at  the  1980  Annual  Meeting. 

We  suspect  that  one  of  the  rea- 
sons the  proposed  revision  is  taking 
so  long  is  that  professional  codes  of 
ethics  have  come  under  increasing 
fire  in  recent  years  from  certain  gov- 
ernmental agencies  and  such  basic 
issues  as  advertising  have  received 
adverse  treatment  in  the  courts.  It  is 
vitally  important,  therefore,  that  the 
revised  Principles  of  Ethics,  when  fi- 
nally adopted  in  1980,  be  reason- 
able, sound  and  fully  able  to  with- 
stand any  future  legal  challenge. 
Your  Committee  will  keep  the 
membership  advised  on  all  develop- 
ments in  this  regard. 

Anthony  J.  Munoz,  MD 
Chairman 


Grievance 

No  matters  were  referred  to  this 
Committee  during  the  year — always 
a good  sign  and  indicative  of  the  ex- 
cellent work  being  carried  on  by 
component  grievance  committees. 
We  take  this  opportunity  to  com- 
mend them  on  a job  well  done. 

John  A.  Martin,  MD 
Chairman 


Highway  Safety 

Since  1979  has  been  designated  as 
the  International  Year  of  the  Child 
by  the  World  Health  Organization, 
highway  safety  efforts  are  being  fo- 
cused on  the  health  and  welfare  of 
children  from  all  quadrants.  One  of 
these  quadrants  is  preventive  medi- 
cine as  it  pertains  to  highway  safety 
and  the  unrestrained  child.  Current 
estimates  are  that  only  5%  of  chil- 
dren age  4 and  under  are  properly 
restrained.  There  can  be  little  doubt 
that  adequate  restraint  systems 
would  substantially  lower  the  death 
and  injury  rate  in  these  children. 
After  considerable  deliberation,  the 
Highway  Safety  Committee  again, 
as  it  did  last  year,  joins  the  Inter- 
national Association  of  Accident 
and  Traffic  Medicine  and  the  Amer- 
ican Association  of  Automotive 
Medicine  in  recommending  that 
The  Medical  Society  of  Virginia 
endorse  legislation  requiring  re- 
straint system  usage  for  child  pas- 
sengers. 

The  Committee  felt  that  the 
North  Carolina  law  requiring  that 
motorcycle  headlights  be  burned  at 
all  times  during  cycle  operation  was 
an  effective  means  of  enabling  mo- 
torists to  visualize  the  motorcyclist 
long  before  he  would  ordinarily  be 
seen.  Those  of  us  who  have  had  the 
occasion  to  travel  in  North  Carolina 
can  attest  to  this  fact.  Many  cycle 
riders  voluntarily  use  their  head- 
lights during  the  day  as  an  added 
safety  precaution.  It  would  be  a rea- 
sonably simple  operation  to  connect 


the  headlight  circuitry  to  the  igni- 
tion switch  so  that  the  vehicle  could 
not  be  operated  without  the  head- 
lights being  on.  The  Committee 
points  out  that  the  motorcycle  death 
rate  has  more  than  tripled  in  the 
past  eight  years  and  that  everything 
should  be  done  in  order  to  reduce 
this  alarming  increase  in  mortalities. 

This  Committee  discussed  at 
length  the  increasing  numbers  of  in- 
juries and  deaths  being  seen  from 
the  use  of  mopeds,  the  motor-as- 
sisted bicycles  which  are  classified 
as  bicycles  and  governed  as  bicycles 
except  that  the  riders  must  be  16 
years  of  age.  Moped  operators  are 
not  required  to  wear  helmets,  nor 
are  they  required  to  have  driver’s  li- 
censes. The  vehicle  is  not  licensed  in 
the  state  of  Virginia. 

This  Committee  feels  that,  since 
the  moped  is  neither  a motorcycle 
nor  a bicycle,  it  should  be  treated  as 
a separate  entity,  so  that  adequate 
safety  regulations  can  be  applied. 
The  Highway  Transportation  Re- 
search Council  at  the  University  of 
Virginia  has  also  made  this  recom- 
mendation. Therefore,  this  Com- 
mittee requests  that  The  Medical 
Society  of  Virginia  endorse  legisla- 
tion to  categorize  the  moped  as  a 
separate  entity. 

The  Committee  continues  to  feel 
strongly  that  the  impaired  driver  sit- 
uation in  the  state  of  Virginia  merits 
more  attention  and  continues  to  rec- 
ommend that  The  Medical  Society 
of  Virginia  endorse  enabling  legisla- 
tion allowing  the  physician  to  report 
an  impaired  driver,  should  he 
choose  to  do  so.  Apparently  there 
has  been  a question  regarding  the 
immunity  of  the  physician  report- 
ing, but  there  seems  to  be  little  in 
the  way  of  concrete  evidence  that 
the  physician  would  be  liable.  Cer- 
tainly, the  legislation  would  have  to 
protect  the  physician  from  civil  lia- 
bility. 

Robert  W.  Waddell,  MD 

Chairman 
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Insurance 

The  Insurance  Committee  contin- 
ues to  be  most  active  and  has  met  on 
two  occasions  during  the  year.  It 
considered  such  matters  as  Medi- 
care policies  relating  to  psychiatric 
hospitals.  Blue  Cross-Blue  Shield, 
and  a new  plan  of  dental  coverage 
for  the  membership.  The  Committee 
also  discussed  a feasibility  study  for 
professional  liability  insurance 
which  would  determine  whether  or 
not  the  Society  should  be  involved 
in  forming  a doctor-owned  com- 
pany. 

The  Committee  continues  to  meet 
with  representatives  of  the  St.  Paul 
Insurance  Companies  in  order  that 
it  may  be  well  informed  on  our  pro- 
fessional liability  program.  One  im- 
portant revision  to  the  policy  in- 
cludes the  addition  of  the  reporting 
endorsement  in  the  annual  pre- 
mium. This  means  the  tail-end  pre- 
mium will  be  covered  when  a physi- 
cian becomes  disabled  or  should 
death  occur. 

St.  Paul  continues  to  provide  cov- 
erage up  to  5 million  dollars  for  Vir- 
ginia physicians,  and  any  amount 
can  be  purchased  over  the  basic  pol- 
icy of  $100,000/$300,000.  The  ma- 
jority of  our  members  are  now  in 
their  fifth  year  under  the  claims- 
made  policy,  and  there  is  no  appre- 
ciable difference  in  the  old  occur- 
rence rate  paid  in  1974  in  most  cate- 
gories. 

The  Committee  reviewed  the  nine 
programs  administered  by  David  A. 
Dyer  & Associates  and  realized  the 
great  advantage  in  having  one  ad- 
ministrator for  these  plans.  They  are 
as  follows:  Life  Insurance,  Dis- 
ability Income,  Major  Medical  In- 
surance, Professional  Overhead  Ex- 
pense, Accidental  Death  and 
Dismemberment  Insurance,  Excess 
Major  Medical  Plan,  In-Hospital 
Expense  Plan,  Cancer  Expense  In- 
surance, and  Employee  Disability. 

Since  no  final  action  will  be  taken 
on  any  of  the  items  mentioned  until 


the  Committee’s  next  meeting,  prior 
to  the  Annual  Meeting,  there  are  no 
recommendations  for  the  House  of 
Delegates.  Should  there  by  any  spe- 
cific recommendations,  it  is  likely 
that  a supplemental  report  will  be 
presented  to  the  House. 

Warren  C.  Hagood,  MD 
Chairman 

Legislative 

A summary  of  “Medicine  at  the 
General  Assembly  1979”  was  pub- 
lished in  the  May  issue  of  VIRGINIA 
Medical1;  members  are  referred 
there  for  information  regarding  the 
fate  of  specific  bills  in  which  they 
may  be  interested. 

Your  Legislative  Committee  met 
prior  to  the  1979  session  of  the  Gen- 
eral Assembly  and  reviewed  all  pro- 
posed legislation  considered  to  be 
health  related  and  of  interest  to  The 
Medical  Society  of  Virginia.  Rec- 
ommendations were  made  which 
were  considered  by  reference  com- 
mittees and  placed  before  the  House 
of  Delegates  at  the  annual  meeting. 
Official  positions  of  the  Society  were 
then  taken  on  certain  of  the  bills.  It 
must  be  emphasized  that  only  the 
House  of  Delegates  and  Council  de- 
termine official  policy  of  the  So- 
ciety. However,  some  flexibility  in 
altering  the  position  of  the  Society  is 
necessary,  as  bills  often  become 
changed  from  their  original  intent  as 
they  pass  through  the  legislative 
process. 

Representatives  of  the  Society  tes- 
tified concerning  pending  bills  be- 
fore various  committees  of  the  legis- 
lature. It  is  also  important  that  only 
those  persons  officially  authorized  to 
speak  for  the  Society  be  construed 
as  official  spokesmen. 

I would  like  to  call  the  attention 
of  members  of  the  Society  to  HB 
1262,  a bill  which  would  have  per- 
mitted optometrists  to  use  diagnos- 
tic drugs  under  certain  conditions. 
The  Governor  vetoed  this  bill,  as  he 
had  after  the  preceding  session  of 


the  General  Assembly,  when  it  also 
passed.  The  House  voted  to  over- 
ride. The  Society  opposed  this  bill 
and  its  predecessors  for  years  on 
sound  medical  grounds.  The  fact 
that  this  bill  passed  both  houses  of 
the  General  Assembly  indicates  that 
we  have  been  remiss  in  our  respon- 
sibility towards  health  care  in  Vir- 
ginia and  in  informing  our  delegates 
and  senators  of  the  dangers  inherent 
in  extending  this  practice  to  optom- 
etrists. As  physicians  we  have  a re- 
sponsibility to  see  that  the  practice 
of  medicine  is  carried  out  in  the 
hands  of  those  who  are  properly 
qualified.  Authorizing  optometrists 
to  use  drugs  in  the  eye  is  another 
step  toward  replacing  eye  physicians 
in  their  responsibility  for  delivery  of 
primary  eye  care. 

Therefore,  please  be  advised  of 
the  likelihood  that  this  bill  will  be 
reintroduced  in  the  1980  General 
Assembly  and  be  prepared  to  con- 
tact your  legislators  when  called 
upon  by  your  Legislative  Com- 
mittee. This  is  clearly  a health  bill, 
and  we  should  not  have  to  look  to 
the  Governor  to  correct  a health  sit- 
uation by  veto  when  we  should  have 
done  our  “homework”  in  educating 
our  representatives. 

The  Society  is  very  ably  repre- 
sented on  the  legislative  scene  by 
the  Society’s  counsel,  Allen 
Goolsby,  and  legislative  assistant, 
Will  Osburn.  Through  them  and  the 
Legislative  Committee  we  will  keep 
you  informed  as  to  pertinent  legisla- 
tion in  the  General  Assembly.  We 
need  your  support  at  the  grass  roots 
level  in  influencing  legislation  af- 
fecting health  and  medicine  in  the 
Commonwealth. 

Glen  B.  Updike,  Jr.,  MD 
Chairman 

1.  Medicine  at  the  General  Assembly 
1979.  Va  Med  106:402-403,  1979 
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Long  Range  Planning 

A meeting  of  the  Long  Range 
Planning  Committee  of  The  Medi- 
cal Society  of  Virginia  was  held  in 
Richmond  at  the  Hyatt  House  on 
Friday,  July  13,  1979.  Members 
present  were  Dr.  John  A.  Martin, 
Chairman;  Dr.  William  J.  Hagood, 
Jr.;  Dr.  W.  Leonard  Weyl;  and  Dr. 
Raymond  S.  Brown. 

Dr.  Martin  reported  that  Council 
has  referred  the  question  of  supple- 
menting the  income  of  the  Society’s 
President  during  his  term  of  office. 
He  provided  examples  of  cases 
where  he  believed  several  excellent 
candidates  for  leadership  in  the  So- 
ciety were  not  getting  involved  due 
to  financial  loss  to  both  the  physi- 
cian and  his  group  practice.  It  was 
estimated  that  a President  of  the  So- 
ciety would  be  absent  from  his  of- 
fice a total  of  65  to  100  days  during 
his  term  of  office  and  that  the  loss  of 
income  could  amount  to  a full  three 
months.  It  was  also  brought  out  that 
secretarial  needs  of  the  President 
should  also  be  considered  in  such  a 
figure. 

He  then  provided  figures  obtained 
from  several  other  state  medical  so- 
cieties concerning  supplementation 
of  a president’s  income.  These  var- 
ied from  a low  of  providing  only  ex- 
penses to  a high  of  $20,000  plus  ex- 
penses of  $15,000. 

After  long  and  careful  consid- 
eration, the  following  was  recom- 
mended: 1)  starting  with  the  in- 
coming President  (1979-1980),  a per 
diem  of  $100  per  day  be  paid  with 
no  restrictions;  and  2)  yearly  ex- 
penses for  these  future  Presidents  be 
increased  from  $3,000  to  $4,000  per 
year.  These  expenses  would  be  used 
by  the  President  in  any  manner  he 
sees  fit,  such  as  travel,  secretarial  as- 
sistance, etc. 

Specialty  society  representation  in 
the  House  of  Delegates  had  been  re- 
ferred to  the  Committee  by  Council. 
A questionnaire  regarding  represen- 
tation in  the  House  had  been  sent  to 


all  state  specialty  societies,  with  in- 
terest being  shown  in  this  represen- 
tation by  15  of  the  27;  another  ques- 
tionnaire asking  for  the  membership 
of  each  society  was  sent,  with  15  re- 
sponding. A listing  of  the  AMA  spe- 
cialty sections  was  made  available 
to  Committee  members. 

Considerable  discussion  then  fol- 
lowed regarding  the  method  which 
could  be  used  to  grant  delegates  to 
each  specialty  society.  The  con- 
sensus seemed  to  be  that  one  dele- 
gate per  specialty  society  with  mem- 
bership of  100  or  more  would  seem 
advisable,  since  any  other  formula 
would  increase  the  size  of  the  House 
tremendously.  It  was  brought  out 
that  each  specialty  group  certainly 
had  representation  in  the  House  at 
this  time,  and  there  was  some  ques- 
tion as  to  whether  or  not  these  spe- 
cialty sections  were  necessary.  Other 
pros  and  cons  were  discussed,  in- 
cluding the  question  of  urban  versus 
rural  societies. 

The  recommendation  made  was 
that  at  this  time  specialty  society 
representation  in  the  House  of  Dele- 
gates should  not  be  considered 
(passed  by  indefinitely). 

Concern  was  voiced  over  the  ap- 
parent belief  of  equating  the  First 
Vice  President  position  of  the  So- 
ciety with  the  position  of  President 
Elect.  The  feeling  was  expressed 
that  even  though  the  First  Vice 
President  might  be  a candidate  for 
President  Elect,  he  should  not  be 
considered  the  prime  candidate. 

The  Committee  recognized  that 
such  a problem  could  be  considered 
by  the  Nominating  Committee  and 
handled  in  any  manner  it  sees  fit.  It 
was  also  stated  that  there  was  no 
such  recognition  offered  in  the  by- 
laws. 

It  was  agreed  that  even  if  some 
members  of  the  Society  were  consid- 
ering the  above  to  be  true,  it  really 
posed  no  problem  and  the  Com- 
mittee should  take  no  further  action. 

John  A.  Martin,  MD, 
Chairman 


Maternal  Health 

A meeting  of  the  Maternal  Health 
Committee  was  called  to  order  on 
June  29,  1979,  by  the  Chairman,  Dr. 
Leo  J.  Dunn.  Those  members  pres- 
ent were  Rufus  Ellett,  MD;  Francis 
Gentile,  MD;  John  Hatten,  MD; 
Herbert  Hopwood,  MD;  William 
Neikirk,  MD;  Lucien  Roberts,  MD, 
and  John  Talbert,  MD. 

The  maternal  mortality  statistics 
for  1978  were  reviewed  by  Dr.  Wil- 
liam Neikirk.  The  statistics  continue 
to  show  the  majority  of  maternal 
deaths  unrelated  to  obstetric  causes. 
There  is  still  a disproportionate 
number  of  maternal  deaths  among 
black  women  as  compared  with 
whites.  Seven  maternal  deaths  were 
reviewed,  and  none  were  attributed 
to  physician  causes.  There  were  no 
repetitive  deaths  in  any  particular 
institution  nor  under  the  hands  of 
any  particular  physicians.  No  action 
was  taken  after  the  review  of  these 
statistics. 

The  fetal  alcohol  syndrome  was 
reviewed  by  the  Committee.  It  was 
believed  that  there  is  still  an  issue  of 
lack  of  public  awareness  of  the  haz- 
ards. The  Committee  recognizes  the 
incomplete  information  that  cur- 
rently exists  regarding  the  various 
risks  of  maternal  ingestion  of  alco- 
hol. The  Committee  made  the  fol- 
lowing recommendations:  1)  that 
the  Medical  Society  support  legisla- 
tion that  all  places  of  business  sell- 
ing alcohol  display  warnings  regard- 
ing the  risks  of  pregnancy;  2)  that 
the  Health  Department  prepare  ma- 
terials for  distribution  in  clinics, 
doctors’  offices,  state  liquor  stores, 
and  marriage  license  offices  regard- 
ing these  risks;  3)  that  all  pharma- 
cies selling  home  use  pregnancy 
tests  provide  information  regarding 
the  fetal  alcohol  syndrome  with 
each  testing  kit. 

A letter  received  from  Dr.  Hop- 
wood  regarding  the  admissibility  of 
the  records  from  this  Committee 
into  court  was  reviewed.  Advice  was 
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obtained  from  the  Attorney  Gen- 
eral’s office,  through  Mr.  Willard 
Osburn.  The  status  of  the  records  of 
the  State  Health  Department  are 
apparently  clear  in  the  current  legis- 
lation but  the  records  of  this  Com- 
mittee are  less  certain.  The  Com- 
mittee recommended  that  The 
Virginia  Medical  Society  of  Virginia 
obtain  clarification  of  the  legal 
status  of  the  records  of  this  Com- 
mittee. If  the  deliberations  of  the 
Committee  are  found  to  be  admis- 
sible to  court,  the  Society  should 
consider  insurance  coverage  for  the 
members  of  the  Committee  regard- 
ing liability. 

The  establishment  of  the  Peri- 
natal Advisory  Committee,  con- 
sisting of  representatives  from  vari- 
ous nursing,  family  practice, 
pediatric,  and  obstetric  and  gyneco- 
logic societies  within  the  state,  was 
reviewed.  The  Committee  discussed 
its  role  as  a member  of  this  organi- 
zation and  the  method  by  which  it 
may  designate  representatives.  The 
Committee  will  act  in  conjunction 
with  the  Virginia  Section  of  the 
American  College  of  Obstetrics  and 
Gynecology  and  the  Virginia  Ob- 
Gyn  Society  in  order  that  the  repre- 
sentation from  these  several  groups 
might  reflect  an  appropriate  geo- 
graphic distribution. 

The  Committee  discussed  the  is- 
sue of  the  lack  of  a perinatal  organi- 
zation in  the  Virginia  Section  of  the 
American  College  of  Obstetrics  and 
Gynecology.  Since  further  reduction 
in  perinatal  mortality  and  morbidity 
in  this  state  will  require  a concerted 
effort  on  the  part  of  all  of  the  con- 
cerned health  professionals,  it  was 
agreed  that  it  was  important  that  the 
Virginia  Section  take  steps  to  de- 
velop such  a committee.  Recom- 
mendation was  made  to  the  Chair- 
man of  the  Virginia  Section  of 
ACOG  that  such  a committee  be  es- 
tablished. Dr.  Hatten  indicated  that 
he  was  making  progress  in  this  area, 
but  a committee  had  not  yet  been 
formed. 


The  Committee  discussed  the  var- 
ious reports  regarding  the  validity 
and  usefulness  of  fetal  monitoring. 
It  was  recommended  by  the  Com- 
mittee that  a letter  be  sent  to  Blue 
Cross/Blue  Shield  supporting  the 
continued  use  of  fetal  monitoring 
both  prior  to  and  during  labor.  It 
was  further  recommended  that  the 
Virginia  Ob-Gyn  Society  and  the 
Virginia  Section  of  ACOG  be  in- 
formed of  this  action.  The  Com- 
mittee was  advised  of  the  activities 
of  the  Virginia  Department  of 
Health  working  in  concert  with  the 
Virginia  Ob-Gyn  Society  to  seek 
ways  in  which  areas  of  the  state  that 
are  devoid  of  adequate  obstetric 
care  for  indigent  patients  might  be 
better  served.  Dr.  Talbert  reported 
on  the  contractual  arrangement  be- 
tween the  Virginia  State  Health  De- 
partment and  physicians  in  Waynes- 
boro. The  Committee  commended 
Dr.  Talbert  for  his  activities. 

The  Committee  received  reports 
in  regard  to  activity  of  the  HSAs  in 
regionalizing  obstetric  care.  The 
problems  that  have  grown  out  of  the 
rigid  guidelines  previously  estab- 
lished by  the  federal  government 
were  reviewed.  Hope  was  expressed 
that  the  activities  of  the  Perinatal 
Advisory  Committee  might  provide 
a better  system  and  more  reasonable 
guidelines. 

The  Committee  reviewed  several 
concerns  regarding  the  quality  of 
maternity  care  throughout  the  state. 
A consistent  feature  in  these  prob- 
lems appears  to  be  the  lack  of  an 
adequate  method  of  transportation 
of  patients  to  centers  where  medical 
care  might  be  better  provided.  The 
Committee  recommended  that  The 
Medical  Society  of  Virginia  consider 
legislation  that  would  require  the 
State  Health  Department  to  provide 
transportation  to  an  appropriate 
medical  center  for  any  patient  that 
was  physician  designated  as  being  a 
high  risk  in  her  pregnancy.  Further- 
more, it  was  recommended  that  a 
system  be  established  that  would  al- 


low for  the  registration  of  these  indi- 
viduals to  allow  them  to  be  entered 
into  the  state  computer  in  a registry 
that  would  be  analogous  to  that 
used  now  for  data  collection  on  pa- 
tients with  malignancy. 

A report  was  received  by  Mr. 
Willard  Osburn  on  those  matters  of 
legislation  that  affected  the  practice 
of  obstetricians  and  gynecologists. 
These  items  of  legislation  were  ac- 
cepted for  information  by  the  Com- 
mittee. Included  in  his  report  was 
the  legislation  regarding  exemption 
from  malpractice  suits  for  physi- 
cians providing  free  service  in  clin- 
ics for  medically  indigent  persons. 
The  Committee  discussed  this  as  an 
issue  that  relates  directly  to  the  re- 
luctance of  physicians  to  provide 
similar  services  to  these  individuals 
as  inpatients  especially  for  obstetric 
care. 

The  Committee  recommends  that 
the  Legislative  Committee  of  The 
Medical  Society  of  Virginia  seek 
further  legislation  that  would  ex- 
empt from  malpractice  exposure 
those  physicians  providing  free  in- 
patient care  to  medically  indigent 
persons. 

Leo  J.  Dunn,  MD 

Chairman 

Membership 

Your  Committee  is  very  pleased 
to  report  that,  where  membership  is 
concerned,  your  Society  is  in  ex- 
cellent condition  and  its  future  looks 
bright  indeed.  There  have  been  no 
problems  during  the  year  which  re- 
quired any  special  action  by  the 
Committee  and  none  are  anticipated 
prior  to  the  Annual  Meeting. 

We  would  call  attention  to  the 
fact  that  your  Society  now  has  a 
membership  in  excess  of  6,000,  rep- 
resenting a gain  of  more  than  2,000 
members  since  1972!  At  that  time 
your  Committee  announced  that  the 
Society  had  reached  the  4,000  mem- 
ber level  and  stated  that  “This 
seems  particularly  significant  since 


742 


VIRGINIA  MEDICAL/OCTOBER,  1979 


VOLUME  106 


the  need  and  importance  of  a united 
profession  has  never  been  more  evi- 
dent”. These  words  are  equally  ap- 
propriate today. 

These  unprecedented  gains  did 
not  just  happen  of  their  own  accord 
and  we  take  this  opportunity  to 
commend  all  those — especially  Dr. 
Alexander  and  his  special  com- 
mittee on  recruitment — who  con- 
tributed so  much  time  and  effort  to- 
ward this  goal.  We  also  welcome 
this  year’s  427  new  members  and 
urge  all  of  them  to  become  active  in 
the  affairs  of  their  component  so- 
cieties— and  most  certainly  The 
Medical  Society  of  Virginia. 

It  is  both  a pleasure  and  a privi- 
lege for  your  Committee  at  this  time 
to  nominate  our  President,  Dr. 
Charles  E.  Davis,  Jr.,  for  Honorary 
Active  membership  in  The  Medical 
Society  of  Virginia.  Dr.  Davis  has 
brought  the  Society  safely  through 
one  of  the  most  active  and  crucial 
years  of  its  long  history  and  the 
manner  in  which  he  has  conducted 
the  affairs  of  his  office  has  won  the 
admiration  of  his  colleagues. 

Carolyn  M.  McCue,  MD 
Chairman 


Membership 

Recruitment 

During  1978  and  1979,  the  Mem- 
bership Recruitment  Committee  has 
functioned  primarily  through  mail- 
ing letters  of  invitation  to  physicians 
who  do  not  hold  membership  in  The 
Medical  Society  of  Virginia,  urging 
them  to  join.  The  Society’s  new 
computer  system  for  maintaining 
membership  records  has  been  a tre- 
mendous asset  to  the  Committee.  In 
utilizing  the  computer  we  are  able  to 
identify  physicians  throughout  the 
state  who  belong  to  their  local  medi- 
cal societies  but  have  not  yet  joined 
The  Medical  Society  of  Virginia  or 
the  AMA.  Approximately  400  phy- 
sicians have  been  contacted,  and  the 
response  has  made  a record  year  for 
membership  in  the  Society. 


At  a meeting  of  the  Maternal  Health  Committee:  Front  row,  left  to  right,  Drs.  Leo 
J.  Dunn,  Richmond,  Chairman;  John  R.  Talbert,  Waynesboro;  John  Q.  Hatten, 
Newport  News;  William  I.  Neikirk,  Richmond;  and  Francis  G.  Gentile,  Annandale. 
Standing  at  rear,  left  to  right,  Drs.  Rufus  P.  Ellett,  Jr.,  Roanoke;  Lucien  W.  Rob- 
erts, Jr.,  South  Boston;  and  Herbert  G.  Hopwood,  Arlington. 


Letters  of  invitation  were  also 
sent  to  1 800  members  of  the  Society 
who  were  not  members  of  the  AMA, 
and  although  the  response  was  small 
in  number  (approximately  60  new 
members),  the  replies  were  very 
helpful  in  constructive  suggestions. 
One  physician  was  concerned  about 
older  physicians  having  to  pay  a 
higher  rate  of  dues  in  order  to  main- 
tain membership.  Another  physi- 
cian felt  that  the  AMA  was  too  in- 
volved in  politics,  and  a third 
thought  that  the  AMA  did  not  rep- 
resent the  overall  physician  popu- 
lation. It  would  appear  that  better 


communication  of  AMA  actions 
would  go  a long  way  in  increasing 
the  awareness  of  physicians  to  join 
its  ranks. 

The  entire  Committee  has  not  as 
yet  had  an  occasion  to  meet,  but  it  is 
planned  that  the  vice  councilors  will 
meet  with  the  Chairman  prior  to  the 
Annual  Meeting.  It  is  also  planned 
that  further  activities  to  promote 
AMA  membership  will  be  discussed 
and  implemented. 

Although  there  are  no  recommen- 
dations for  the  House  of  Delegates, 
the  Chairman  feels  that  the  Com- 
mittee should  be  continued.  The 
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Committee  will  increase  its  efforts  to 
promote  membership  in  the  AMA, 
and  by  doing  so  hopes  eventually  to 
gain  an  additional  delegate  to  repre- 
sent The  Medical  Society  of  Vir- 
ginia. 

H.  C.  Alexander  III,  MD 
Chairman 

Mental  Health 

A meeting  of  the  Mental  Health 
Committee  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at 
Westbrook  Psychiatric  Hospital  on 
Wednesday,  June  6,  1979. 

Dr.  Buxton  recognized  with 
thanks  the  long,  faithful  and  dedi- 
cated services  that  Dr.  Saunders  has 
provided  to  the  Committee  over  the 
years.  He  recommended  that  these 
services  be  called  to  the  attention  of 
Dr.  Davis,  President  of  the  Society. 
The  Committee  concurred  with  this 
recommendation. 

Dr.  Buxton  then  reviewed  the  his- 
tory of  the  Committee’s  recommen- 
dation that  an  impaired  physician 
program  be  implemented  by  the  So- 
ciety. The  House  of  Delegates  of  the 
Society,  during  the  1978  Annual 
Meeting,  did  not  adopt  the  Com- 
mittee’s recommendation,  since 
there  was  a misunderstanding  as  to 
whether  or  not  it  was  duplicating 
the  actions  of  the  risk  management 
statute  now  in  effect. 

It  was  the  consensus  that  such  a 
program  should  again  be  recom- 
mended to  the  House  of  Delegates 
for  action  with  a representative  from 
the  Committee  available  during  the 
reference  committee  meeting  to  dis- 
cuss the  program  in  detail.  The 
screening,  treatment  and  rehabilita- 
tion aspects  of  the  program  should 
be  stressed  in  such  discussion. 

It  was  also  suggested  that  mem- 
bers of  the  International  Association 
of  Doctors  in  Alcoholics  Anony- 
mous be  identified  and  encouraged 
to  participate  in  the  program. 

Recommendation:  The  Council  of 
the  Society  appoint  a special  com- 


mittee consisting  of  other  medical 
specialties,  besides  psychiatry,  to 
study  the  implementation  of  an  im- 
paired physician  program  on  a so- 
ciety level. 

Dr.  Kirven  brought  the  Com- 
mittee up-to-date  on  the  latest  activ- 
ities and  developments  of  the  De- 
partment of  Mental  Health  and 
Mental  Retardation.  He  then  re- 
ported that  there  is  a possibility  of 
all  alcohol  treatment  programs 
being  transferred  to  the  Department 
of  Mental  Health  and  Mental  Retar- 
dation. Following  considerable  dis- 
cussion, the  Committee  agreed  to 
the  following. 

Recommendation:  Prepare  a reso- 
lution supporting  transfer  of  all  al- 
cohol treatment  programs  to  the  De- 
partment of  Mental  Health  and 
Mental  Retardation.  This  resolution 
should  then  be  forwarded  to  the 
Bagley  Commission  now  studying 
this  possibility. 

A letter  from  Dr.  John  Dommisse 
was  then  discussed.  Dr.  Dommisse 
objected  to  a statement  used  by  Blue 
Cross/Blue  Shield  of  Virginia  re- 
garding customary  charges  for  serv- 
ices. The  statement,  “A  charge  in 
the  excess  of  the  customary  charge 
for  this  service  in  the  area  in  which 
it  was  rendered,”  was  found  objec- 
tionable. The  Committee  offered  an 
alternative  statement,  “Maximum 
allowable  payment  for  this  charge 

$ is  the  allowed  payment  for 

this  service  at  this  time.”  It  was  sug- 
gested that  the  proposed  statement, 
together  with  Dr.  Dommisse’s  letter, 
be  referred  to  the  Society’s  Insur- 
ance Committee.  (Referred). 

Dr.  Saunders  expressed  concern 
over  the  continuing  problem  in  the 
delay  in  claims  being  processed  by 
Blue  Cross/Blue  Shield  of  Virginia. 
A delay  of  one  to  six  months,  in 
some  cases,  is  not  unusual.  He  pro- 
vided the  Committee  with  informa- 
tion from  a Nebraska  insurance 
commission  regulation  which  would 
require  “that  within  15  working 
days  after  receipt  of  a claim,  an  in- 


surer will  notify  the  claimant  or  his 
authorized  representative  about  ac- 
ceptance or  rejection  of  a claim.”  If 
the  insurer  needs  additional  time  for 
a determination,  a provision  is  made 
for  an  extension  of  time  with  the 
further  requirement  that  written  no- 
tice be  given,  and  that  the  reason  be 
specified  for  the  delay. 

If  was  the  consensus  that  this  reg- 
ulation be  referred  to  the  Society’s 
Insurance  Committee  for  consid- 
eration and  implementation  of  such 
a regulation.  (Referred). 

The  Committee  learned  that  a 
District  of  Columbia  confidentiality 
law  was  more  comprehensive  than 
the  law  presently  in  effect  in  Vir- 
ginia. This  law  is  now  being  re- 
viewed to  see  if  such  a statute 
should  be  adopted  in  Virginia. 

W.  D.  Buxton,  MD, 
Chairman 

Pharmacy 

The  Pharmacy  Committee  of  The 
Medical  Society  of  Virginia  has  not 
met  as  a body  since  the  last  annual 
report.  The  Committee  has  main- 
tained ongoing  activity  through 
membership  inclusion  on  the  Inter- 
professional Relations  Committee 
of  the  Society  and  the  Virginia 
Pharmaceutical  Association,  with 
three  scheduled  meetings  per  year. 

Relevant  agenda  discussions  have 
centered  around  the  continuing 
polyscrip  multiple  prescriptions  on 
one  blank,  creating  tremendous  rec- 
ording problems  for  the  pharmacist 
and  possibly  encouraging  inadvert- 
ent physician  violation  of  law  when 
two  drugs  in  different  control  sched- 
ules are  prescribed  on  the  same 
polyscrip. 

A nurse  practitioner’s  formulary 
has  been  proposed  and  referred  to 
this  Committee,  which  recom- 
mended that  these  individuals 
should  always  be  under  the  direct 
supervision  of  a physician  and  never 
be  given  authorization  to  write  pre- 
scriptions independently. 
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Auxiliary  prescription  container 
labeling  for  patient  compliance  by 
pharmacists  has  been  discussed  at 
length,  with  the  physician  members 
of  the  Committee  being  uniformly 
concerned  with  patient  compliance 
and  fearing  that  overzealous  warn- 
ing labeling  and  patient  inserts  may 
actually  contribute  to  increasing  the 
problem  of  non-compliance  and  pa- 
tient fears  of  pharmaceutical  agents. 

Pharmacy  representatives  ex- 
pressed concern  over  inadequate 
physician  instruction  to  patients 
concerning  the  modalities  of  taking, 
storing  and  understanding  expected 
and  unexpected  effects  of  drugs, 
with  the  further  opinion  that  this  is 
a relevant  function  of  pharmacist 
participation  in  the  physician-pa- 
tient relationship.  This  writer 
pointed  out  the  fact  that  the  dis- 
pensing physician  is  in  the  uniquely 
advantageous  position  to  his  patient 
of  fully  providing  these  necessary 
functions  when  each  prescribed 
drug  is  transferred  from  his  hands  to 
his  patient’s.  Further,  this  area  of 
professional  practice  must  be  given 
careful  and  renewed  attention  by 
the  medical  profession. 

It  was  proposed  that  relevant  in- 
formation resulting  from  joint  com- 
mittee meetings  be  published  in  the 
Society  newsletter,  “ What's  Up 
Doc ”,  to  keep  the  membership  ad- 
vised on  physician-pharmacy  mat- 
ters. 

Lloyd  T.  Griffith,  MD 
Chairman 

PSRO  Liaison 

Since  the  report  of  this  Com- 
mittee a year  ago,  outlining  the  con- 
tinued watchful  posture  of  its  mem- 
bership, little  change  has  ensued  in 
its  list  of  concerns,  although  we 
have  witnessed  the  ascendancy  of 
some  to  levels  of  greater  import. 
The  following  items  are  considered 
of  sufficient  prominence  to  report  at 
this  time. 

Although  the  1980  appropriation 


of  the  Congress  would  have  main- 
tained PSRO  funding  at  the  1979 
level  of  $152  million,  inflation 
would  have  in  fact  reduced  that 
level  by  a de  facto  13-15%.  Supple- 
mental funding  requests  were,  how- 
ever, approved  by  both  Houses  of 
Congress,  and  this,  combined  with 
the  inclusion  of  PSRO  in  every  na- 
tional health  insurance  bill  now 
contemplated  by  Congress,  would 
seem  to  verify  its  dedication  to  con- 
tinuing the  PSRO  program. 

But  an  ominously  increasing  de- 
mand by  both  the  Department  of 
Health,  Education  and  Welfare  and 
by  congressional  appropriations 
committees  stipulates  the  cost-sav- 
ings aspect  of  PSROs  to  be  a sine 
qua  non  for  evaluating  their  effec- 
tiveness. There  is  little  doubt  that 
the  intent  of  PL  92-603  at  the  time 
of  its  enactment  was  to  create  a cost- 
accounting program,  even  though  it 
was  also  anticipated  that  savings 
might  be  realized  merely  by  apply- 
ing quality  assurance  review  to  the 
care  of  federal  patients;  this  assump- 
tion has  been  corroborated,  with 
savings  amounting  to  somewhat 
more  monies  than  the  program  has 
cost  thus  far,  although  the  savings 
seem  to  result  from  the  general 
“tightening”  effect  classic  to  all  re- 
view processes  rather  than  to  any 
appreciable  “housecleaning”  of  the 
profession.  Hence,  while  initial  sav- 
ings might  be  hoped  for  by  this 
mechanism,  relentless  decreases 
cannot  continue  without  ultimately 
contracting  medical  utilization  and 
reacting  negatively  on  the  health  of 
the  people.  This  very  real  danger  in 
the  attitude  of  Washington  is  only 
now  coming  fully  to  bear,  with  con- 
siderable attention  to  it  at  the  na- 
tional level. 

A second  area  of  grave  concern 
continues  to  be  that  of  the  preserva- 
tion of  confidentiality  of  medical 
data.  Amendments  to  PL  95-142  in- 
clude the  requirement  that  every 
state  is  to  have  a central  data  collec- 
tor to  collect  all  medical  data  for 


that  state  and  subsequently  pass  out 
to  concerned  groups  data  relevant  to 
their  concerns  (e.g.,  PSROs,  HSAs, 
third-party  insurers,  bureaus  of  vital 
statistics,  etc.).  One  such  system,  de- 
signed by  DHEW  in  1978,  was  re- 
cently rejected  by  the  Congress  as 
exceeding  the  intent  of  the  statute, 
although  this  rejection  is  considered 
to  be  only  temporary.  The  collection 
of  sensitive  medical  data  by  any  or- 
ganization not  closely  controlled  by 
physicians  or  not  protected  by  such 
laws  as  those  accorded  to  PSROs, 
would  doubtless  defeat  the  con- 
fidentiality proscriptions  under 
which  PSROs  have  thus  far  func- 
tioned, and  perhaps  breach  as  well 
the  federal  privacy  act.  There  seems 
little  doubt  that  more  action  on  this 
subject  will  be  required  in  the  com- 
ing year. 

Of  prime  consideration  to  the 
Committee  is  the  desire  to  advise 
the  Society  fully  of  developments  in 
this  program  as  they  bear  on  the  So- 
ciety’s continuing  endorsement  of  it 
and  of  the  five  physician  corpora- 
tions presently  serving  as  PSROs  in 
Virginia.  The  Committee  urges  that 
any  inquiries  regarding  the  PSRO 
program  in  Virginia  or  the  nation  be 
freely  communicated  to  it  at  any 
time,  for  the  potential  of  this  pro- 
gram for  the  creation  of  mischief  is 
enormous,  if  it  is  not  guarded  by  us 
all  with  the  same  jealousy  and  care 
devoted  to  it  in  the  last  several 
years.  If  not,  as  some  have  said,  “the 
last  bastion  of  the  medical  profes- 
sion”, PSRO  remains  worthy  of  the 
endorsement,  protection  and  sup- 
port of  the  Society  and  its  member- 
ship. 

H.  C.  KuykendaU,  MD 

Chairman 
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At  a meeting  of  the  Public  Relations  Committee:  Left  to  right,  Drs.  Frederick  K. 
McCune,  Virginia  Beach,  Chairman;  William  C.  Gill,  Jr.,  Richmond;  Walter  C.  Fitz- 
gerald, Danville;  Jack  R.  Woodside,  Fairfax;  and  Joseph  R.  Mathias,  Lynchburg. 


Public  Relations 

As  our  distaff  helpmates  know  by 
the  television  commercials,  they 
must  make  a positive  effort  to  “keep 
fit”  so  they  can  “keep  up”.  Televi- 
sion would  have  them  believe  Geri- 
tol  will  keep  the  iron  in  their  blood 
from  becoming  lead  in  their  ballast 
sections. 

We  of  the  Public  Relations  Com- 
mittee believe  it  is  a worthwhile  in- 
vestment to  pour  some  “Geritol” 
into  this  Committee,  which,  only 
last  year,  was  recommended  for  dis- 
solution. 

The  reasons  for  this  belief  are  the 
following.  First,  most  of  the  patients 
we  see  as  one-on-one  medical  care 
providers  do  not  believe  their  doc- 
tors are  the  “bad  guys”;  they  believe 
the  “bad  guys”  lie  somewhere  in  the 
vast  morass  of  “the  system”.  If  that’s 
the  case,  we  need  to  speak  out 
against  the  federal  juggernaut  that  is 
viciously  attacking  the  medical  sys- 
tem in  the  United  States,  especially 
in  Virginia. 

Secondly,  most  of  us  avoid  public 
appearances  because  we  fear  being 
put  in  a compromised  position. 
Therefore,  we  remain  silent  on 
many  issues  that  need  our  input  and 
on  which  we  have  strong  feelings. 


Thirdly,  we  believe  doctors  are 
able  to  communicate  very  well.  All 
they  need  is  the  proper  milieu  and 
platform. 

To  this  end,  then,  this  Committee 
has  embarked  upon  a very  energetic 
program.  With  the  input  of  Mr.  Ed 
DeBolt,  Dr.  George  Contis,  our  con- 
sultants, and  Mr.  Steve  Coltrin  of 
the  Burroughs  Wellcome  Company 
public  relations  department,  we  in- 
tend, at  a minimum  of  Society  dol- 
lars, to  begin  to  train  a cadre  from 
around  the  state  in  public  speaking, 
performing  in  front  of  an  audience 
(either  live  or  television),  and  pre- 
paring talks  of  interest  to  our  citi- 
zens. We  would  like  to  talk  about 
things  our  patients  want  to  know 
about,  from  acne  to  zoonoses  (as  we 
determine  their  interests),  and  use 
this  as  a platform  to  tell  them  of 
things  that  interest  us. 

How  can  it  be  done?  Each  com- 
ponent medical  society  has  been 
asked  to  provide  the  Committee 
with  the  name  (or  names)  of  indi- 
viduals that  would  like  to  perform 
this  service  for  The  Medical  Society 
of  Virginia.  There  will  be  weekend 
training  periods,  led  by  the  Society’s 
consultants,  with  Mr.  Coltrin  donat- 
ing professional  expertise  and 
equipment.  As  his  contribution  to 


the  price  of  the  “pills”,  each  partici- 
pant will  be  asked  to  provide  his 
room  and  board.  As  this  report  is 
written,  plans  are  being  developed 
for  an  initial  weekend  prior  to  the 
Society’s  annual  meeting. 

It  is  the  Public  Relations  Com- 
mittee’s feeling  that  it  is  worth  the 
price  of  the  “Geritol”  to  keep  our 
profession’s  image  “fit”  so  it  can 
“keep  up”.  Won’t  you  help  us  by 
sharing  in  the  dispensing  of  that 
therapy? 

Frederick  K.  McCune,  MD 
Chairman 

Rehabilitation 

The  Rehabilitation  Committee 
has  continued  its  primary  focus  of 
providing  consultation  and  assist- 
ance to  the  Virginia  Department  of 
Rehabilitative  Services  regarding 
medically  related  matters.  The  poli- 
cies of  this  Department  have  consid- 
erable  impact  on  the  medical  com- 
munity and  patient  care  and  the 
input  of  the  medical  community 
into  this  agency’s  policy  formation 
is  deemed  most  appropriate. 

At  a meeting  of  the  Committee 
attended  by  1 1 members  as  well  as 
representatives  of  the  Virginia  De- 
partment of  Rehabilitative  Services, 
the  following  actions  were  taken: 

1.  The  Committee  was  requested 
to  provide  advice  and  consultation 
regarding  the  utilization  of  weight 
control  clinics.  It  was  the  recom- 
mendation of  the  Committee  that 
the  Department  of  Rehabilitative 
Services  not  approve  weight  control 
as  a medical  services  of  the  agency. 

2.  The  Committee  was  also  re- 
quested to  provide  guidance  as  to 
those  medical  cases  which  might  be 
considered  acute  in  nature.  After 
discussion  it  was  decided  to  appoint 
a subcommittee  to  study  the  prob- 
lem of  defining  acute  care. 

3.  The  Committee  approved  a 
recommendation  that  the  Chairman 
write  to  the  Governor’s  office  stress- 
ing the  importance  of  rehabilitative 
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services  to  the  disabled  citizens  of 
the  Commonwealth. 

4.  The  question  of  the  provisions 
of  treatment  by  podiatrists  was  dis- 
cussed by  the  Committee.  No  for- 
mal action  was  taken. 

5.  Cardiac  bypass  surgery  was 
discussed  and  the  Committee  reaf- 
firmed the  previous  statement  on 
this  surgical  procedure  as  in- 
appropriate for  the  Department  at 
this  time. 

6.  The  question  of  assistant  sur- 
geons was  discussed  and  the  pre- 
vious position  was  reaffirmed.  As- 
sistant surgeons  will  be  considered 
on  an  individual  basis. 

7.  The  Committee  reviewed  and 
commented  on  the  Department’s  ef- 
forts in  regards  to  cancer  rehabilita- 
tion. 

The  Committee  continues  to  pro- 
vide advice  and  consultation  during 
the  year  to  the  Department  of  Reha- 
bilitative Services.  Throughout  the 
year  individual  members  of  the 
Committee  are  called  upon  for  as- 
sistance and  consultation  regarding 
concerns  related  to  their  medical 
specialty. 

This  has  been  a most  active  and 
productive  year  for  the  Rehabilita- 
tion Committee. 

Alexander  McCausland,  MD 

Chairman 

Rural  Health 

The  Rural  Health  Committee  of 
The  Medical  Society  of  Virginia  did 
not  hold  a formal  meeting  during 
the  past  year.  The  Chairman  had 
the  pleasant  duty  of  attending  the 
Awards  Ceremony  of  the  4-H  Clubs 
at  Virginia  Polytechnic  Institute  and 
State  University  on  June  19,  1979. 
He  was  very  much  impressed  with 
the  fine  young  people  who  had  won 
the  awards  and  particularly  im- 
pressed with  Miss  Ann  Canfield,  of 
Henrico  County,  who  won  the  So- 
ciety’s 4-H  Club  Health  Award. 

O.  H.  McClung,  Jr.,  MD 
Chairman 


Sports  Medicine 

Interest  in  sports  medicine  contin- 
ues to  grow  and  with  this  growth, 
the  activities  of  the  Sports  Medicine 
Committee  continue  to  increase. 
High  priority  continues  to  be  pre- 
vention and  care  of  Virginia’s  high 
school  athletes. 

The  Committee’s  activities  in  the 
past  year  have  included: 

1.  Presentation  of  sports  medicine 
program  to  the  Virginia  High 
School  League  coaching  clinic. 

2.  Co-sponsorship  of  sports  medi- 
cine program  conducted  at  the  Uni- 
versity of  Virginia. 

3.  Presentation  of  sports  medicine 
program  to  Northern  Virginia  Con- 
sortium for  Medical  Education. 

4.  Support  of  regional  sports  med- 
icine programs. 

5.  Review  and  make  recommen- 
dations regarding  legislation  for  a 
Virginia  athletic  trainer’s  licensure 
board. 

6.  Communicate  with  state  and 
regional  school  officials  regarding 
athletic  trainer  hiring  practices. 

7.  Initiate  steps  to  establish  high 
school  injury  registry  in  conjunction 
with  state  universities. 

Robert  P.  Nirschl,  MD 
Chairman 

Vanguard 

In  this  second  annual  report  of 
the  Vanguard  Committee,  initial 
note  must  be  taken  of  the  recent, 
very  regrettable  resignation  of  its 
first  Chairman,  Dr.  Richard  L. 
Fields  of  Fairfax.  Dr.  Fields’  accom- 
plishments in  molding  the  visionary 
concept  of  Dr.  William  Hagood  into 
an  effective  committee  were  fraught 
with  not  only  the  usual  but  many 
unfamiliar  challenges.  His  absence 
is  and  will  be  singularly  felt. 

The  Committee  has  in  its  18 
months,  managed  a number  of 
tasks,  if  sometimes  only  in- 
completely so: 

It  has  informed  and  advised  Vir- 


ginia’s physicians  about  health  sys- 
tems agencies  and  their  structures. 

It  has  encouraged  the  in- 
volvement of  hundreds  of  physi- 
cians in  the  workings  of  these 
agencies  and  others. 

It  has  created  a statewide  commu- 
nications network  among  Virginia’s 
physicians  and  opened  up  fledgling 
national  conversations. 

Much  has  been  done,  but  more 
cries  out  for  doing.  The  Committee 
now  must: 

More  completely  implement  its 
already  started  health  planning 
goals. 

Extend  its  efforts  to  informing  the 
public  (i.e.,  the  patients)  as  to  our 
concerns  in  health  planning — to 
take  our  case  to  the  people,  as  it 
were. 

Expand  its  attention  to  other  fed- 
eral and  legislative  areas  of  concern. 

The  Committee  has  successfully 
inaugurated,  and  very  rewardingly 
so,  the  central  premise  on  which  it 
was  founded,  that  of  seeking  outside 
professional  assistance  to  its  ends. 
The  fact  that  we  do  not  here  speak 
to  the  disease  and  malevolences  to 
which  we  were  trained  but  rather  to 
socioeconomics  and  politics  and  le- 
galities suggests  our  own  lack  of 
education  to  deal  adequately  with 
such  concerns  and  illustrates  the 
wisdom  of  that  premise.  Moreover, 
the  sheer  volume  of  the  documents 
and  manuals  and  staff's  and  boards 
we  confront  precludes  the  possi- 
bility of  forming  appropriate  re- 
sponses simply  by  foregoing  an  odd 
afternoon  or  weekend.  We  sail  in 
unfamiliar  waters  and  play  new 
games  with  new  rules  and  even  lan- 
guage. 

The  membership  of  the  Society 
has,  over  the  past  two  years,  in- 
dicated its  willingness  to  spend  some 
$350,000  to  further  the  efforts  of  the 
Vanguard  Committee;  and,  as  of 
this  writing,  only  slightly  over  half 
that  figure  has  been  expended.  De- 
spite the  temptation  to  think,  then, 
that  the  Committee’s  task  might  be 


VOLUME  106 


VIRGINIA  MEDICAL/OCTOBER.  1979 


747 


bested  with  only  half  the  monies 
originally  estimated,  it  must  be  re- 
called that  only  half  the  Com- 
mittee’s charge  has  been  realized 
and  that  substantial  funds  will  be 
needed  to  accomplish  the  rest.  Thus 
we  direct  the  attention  of  the  So- 
ciety to  the  Annual  Meeting  and  to 
both  the  markedly  increased  ex- 
penditure request  anticipated  there 
and  to  what  is  hoped  will  be  more 
palpable  evidence  of  the  perform- 
ance and  importance  of  the  Com- 
mittee’s work.  The  Committee  in  all 
likelihood  will  submit  to  the  House 
a detailed  supplemental  report. 

We  believe,  as  is  so  often  said  of 


America’s  democratic  political  sys- 
tem, that  although  it  may  have  im- 
perfections, the  medical  profession 
today  is  a darned  sight  better  than 
any  other  system  the  world  has  yet 
devised  and  as  such  is  well  worth 
the  expenditure  of  any  resources 
necessary  to  preserve  and  improve 
it. 

H.  C.  Kuykendall,  MD 

Chairman 

Virginia  Medical 

It  is  a pleasure  to  report  that  VIR- 
GINIA Medical  is  in  excellent 
health.  The  number  of  submitted 


manuscripts  is  up.  The  regular  ad-  i 
vertising  is  up,  and  so  is  the  new 
classified  ad  department  (up  to  two 
full  pages  in  the  August  issue).  Let- 
ters to  the  Editor  are  flourishing, 
and  the  Meetings  about  Medicine 
columns  are  growing,  too. 

It  is  no  pleasure  to  add  that  the 
price  of  print,  paper,  and  postage  is 
up,  too.  Virginia  Medical  as  you 
see  it  now  is  not,  comparatively,  an 
expensive  journal;  the  Editors  are 
pledged  to  keep  it  that  way  by  keep- 
ing a sharp  eye  on  costs  and,  wher- 
ever possible,  devising  economies. 

W.  T.  Thompson,  MD 
Editor 


Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  physicians 
who  want  to  be,  not  salesmen,  accountants,  and  law- 
yers, but  physicians.  For  such  physicians,  we  offer  a 
practice  that  is  practically  perfect,  where  in  almost  no 
time  you  experience  a spectrum  of  cases  some  physi- 
cians do  not  encounter  in  a lifetime,  where  you  work 
without  worrying  whether  the  patient  can  pay  or  you 
will  be  paid,  and  where  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who 
have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine 
provides  wide-ranging  opportunities  for  the  student, 


the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in 
virtually  every  specialty.  Army  residents  generally  re- 
ceive higher  compensation  and  greater  responsibility 
than  do  their  civilian  counterparts  and  score  higher  on 
specialty  examinations. 

Army  Medicine  offers  an  attractive  alternative  to  ci- 
vilian practice.  As  an  Army  Officer,  you  receive  sub- 
stantial compensation,  extensive  annual  paid  vaca- 
tion, a remarkable  retirement  plan,  and  the  freedom 
to  practice  without  endless  insurance  forms,  malprac- 
tice premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 

Call  Collect/Person  to  Person  CPT  Thomas  Woltman, 

(804)  643-6348 

An  Equal  Opportunity  Employer 
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Proceedings 


Minutes  of  Council 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  Society  head- 
quarters on  Saturday,  July  14,  1979. 

Members  Present:  Dr.  Charles  E.  Davis,  Jr.;  Dr. 
George  M.  Nipe;  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Percy  Wootton;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold  L. 
Williams;  Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Charles  M. 
Caravati,  Jr.;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  Wil- 
liam W.  S.  Butler,  III;  Dr.  Robert  C.  Green,  Jr.;  Dr. 
Harry  C.  Kuykendall  and  Dr.  C.  Barrie  Cook. 

Others  Present:  Dr.  H.  C.  Alexander,  III,  Second 
Vice  President;  Dr.  Richard  L.  Fields,  Vice-Speaker; 
Dr.  William  Stewart  Burton,  Dr.  Frederick  McCune, 
Dr.  J.  Latane  Ware,  Dr.  Charles  H.  Crowder,  Jr.,  Dr. 
George  E.  Broman,  Dr.  Nicholas  G.  Colletti  and  Dr. 
Gerald  J.  Fisher,  Vice-Councilors;  Dr.  James  B. 
Kenley,  Commissioner  of  Health;  Dr.  Michael  A. 
Puzak,  Dr.  Carl  E.  Stark,  Dr.  F.  Ashton  Carmines 
and  Dr.  John  A.  Martin,  AMA  Delegates;  Dr.W. 
Feonard  Weyl,  Dr.  Raymond  S.  Brown  and  Dr.  Ar- 
thur A.  Kirk,  Alternate  Delegates;  Dr.  Jesse  L.  Stein- 
feld,  Dean,  Medical  College  of  Virginia;  Dr.  William 
S.  Hotchkiss,  Member  Board  of  Trustees  of  AMA; 
Dr.  Feo  Kirven,  Jr.,  Commissioner,  Department  of 
Mental  Health  and  Mental  Retardation;  Dr.  Charles 
Crockett,  Chairman,  Commission  on  Continuing 
Medical  Education;  Mr.  Robert  Stuart,  Executive 
Secretary,  VaMPAC;  Mr.  Doug  Douglas,  VaMPAC 
Staff  Member;  Mr.  Allen  Goolsby,  Attorney  for  the 
Society;  Dr.  George  Contis  and  Mr.  Edward  S.  De- 
Bolt,  Society  Consultants. 

Medicare 

Mr.  Jerry  Kelly,  Associate  Manager  of  the  Rich- 
mond Medicare  office,  expressed  some  conern  over 
the  fact  that  some  component  societies  appear  reluc- 
tant to  follow  through  on  problem  cases  referred  to 
them  through  The  Medical  Society  of  Virginia.  Mr. 


Kelly  indicated  that  many  of  the  cases  involve  pat- 
terns of  practice  and  mentioned  such  things  as  mul- 
tiple laboratory  work,  questionable  prescribing,  un- 
usually large  numbers  of  B12  injections,  etc.  It  was 
his  feeling  that  medicine  should  be  very  much  inter- 
ested in  these  problems  and  willing  to  cooperate  with 
Medicare  in  its  effort  to  find  acceptable  solutions. 

Following  considerable  discussion,  it  was  agreed 
that  The  Medical  Society  of  Virginia  should  be  more 
thorough  in  its  follow-through  on  matters  referred  by 
it  to  component  societies.  It  was  also  agreed  that  the 
President  should  seriously  consider  writing  all  com- 
ponent societies  in  an  effort  to  obtain  better  coopera- 
tion at  the  local  level. 

Gasoline  Rationing 

Dr.  Davis  reported  that  the  Governor  had  issued 
an  executive  order  exempting  physicians  in  the 
Northern  Virginia  area  from  the  recently  imple- 
mented odd-even  system  of  gasoline  rationing.  A let- 
ter has  been  written  the  Governor  expressing  appre- 
ciation of  his  action. 

Mailgrams 

When  Council  met  on  April  28  it  endorsed  a Mail- 
gram  Action  Bank  project  sponsored  by  AMA.  It  was 
determined  at  that  time  that  the  Society  would  sur- 
vey its  membership  in  order  to  learn  just  how  many 
individuals  would  be  willing  to  participate.  Mr.  Os- 
burn  stated  that  the  survey  has  been  carried  out  and 
that  79  members  have  thus  far  indicated  their  will- 
ingness to  be  participants. 

AMA 

Dr.  Puzak,  Chairman  of  the  Virginia  delegation  to 
AMA,  reported  that  153  resolutions  and  60  reports 
will  be  considered  by  the  AMA  House  of  Delegates 
during  its  Annual  Session  in  Chicago.  Many  of  the 
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resolutions  are  concerned  with  National  Health  In- 
surance, HSAs,  Continuing  Medical  Education  and 
Cost  Containment.  The  Virginia  delegation  will 
monitor  all  Reference  Committee  meetings  and  cau- 
cus on  five  separate  occasions. 

Dr.  Fields 

Dr.  Davis  expressed  regret  over  the  resignation  of 
Dr.  Fields  as  Chairman  of  the  Vanguard  Committee. 
He  announced  that  Dr.  Kuykendall  had  been  named 
to  replace  Dr.  Fields  and  that  he  was  confident  the 
work  of  the  Committee  would  proceed  without  any 
hitch  or  let  up. 

A motion  by  Dr.  Hagood  that  Dr.  Fields  be  writ- 
ten a letter  of  appreciation  on  behalf  of  Council  was 
seconded  and  carried. 

Vanguard 

Dr.  Kuykendall  expressed  concern  over  the  fact 
that  the  image  of  Vanguard  might  possibly  have 
slipped  a bit  in  recent  months.  He  attributed  this  to 
apparent  confusion  over  the  cost  of  the  program  and 
its  relationship  to  recent  assessments  and  dues  in- 
crease. He  indicated  that  he  would  seek  to  account 
for  all  funds  used  for  Vanguard  in  an  effort  to  clear 
up  any  misunderstandings  which  might  exist.  Dr. 
Kuykendall  went  on  to  say  that  although  health 
planning  remains  Vanguard’s  major  concern,  its  in- 
terests and  responsibilities  really  go  much  further. 
Legislation  was  cited  as  a good  example  and  Dr. 
Kuykendall  expressed  the  feeling  that  Vanguard 
could  and  should  work  very  closely  with  the  Legisla- 
tive Committee. 

Dr.  Contis  and  Mr.  DeBolt,  Society  Consultants, 
assured  Council  that  Dr.  Kuykendall  can  count  upon 
their  strong  support  in  keeping  Vanguard  active  and 
effective. 

Mr.  Varmette,  Vanguard  Secretary,  reported  on 
what  appears  to  be  a successful  effort  of  the  Society 
to  work  very  closely  with  the  HSA  of  Central  Vir- 
ginia on  such  matters  as  preventive  health  services, 
etc.  He  indicated  that  meetings  between  representa- 
tives of  the  two  organizations  have  resulted  in  frank 
and  productive  discussions  of  mutual  problems. 

Shellfish  Inspectors 

Dr.  Davis  stated  that  a Norfolk  reporter  had  re- 
cently voiced  concern  over  the  alleged  reduction  of 
shellfish  inspectors  in  the  State  from  87  to  10.  Dr. 
Kenley  reported  that  the  reporter  was  misinformed 
and  that  no  such  reduction  had  been  made  or  was 
being  planned. 


Governor’s  Radiation  Advisory  Council 

Dr.  Martin,  a member  of  the  Radiation  Advisory 
Council,  stated  that  X ray  machines  represent  the 
greatest  source  of  man-made  radiation.  They  are  not 
only  widely  used  in  hospitals  but  also  in  the  offices  of 
physicians,  dentists,  podiatrists,  etc.  Much  of  the  ra- 
diation exposure  is  unnecessary  and  the  competency 
of  operators  is  a definite  concern.  It  is  quite  probable 
that  recommendations  emanating  from  the  Radiation 
Advisory  Council  will  be  routed  through  the  Depart- 
ment of  Health  to  the  Board  of  Health  and  ultimately 
to  the  General  Assembly. 

Dr.  Crowder  stated  that  the  public  is  asking  many 
questions  about  nuclear  power  production  and  its  re- 
lated cost  and  also  about  the  transportation  of  radio- 
active materials  through  the  State.  It  was  his  opinion 
that  the  Advisory  Council  should  address  itself  to 
such  matters  in  addition  to  problems  having  to  do 
with  X ray  machines,  operators,  etc. 

It  was  brought  out  that  the  Department  of  Health 
is  mandated  by  law  to  establish  and  supervise  proper 
safeguards  for  nuclear  plants  and  the  handling  and 
transportation  of  radioactive  materials  and  waste 
products. 

Dr.  Martin  stated  that  the  Advisory  Council  was 
not  seeking  licensure  of  operators — its  principal  in- 
terest being  that  of  determining  an  acceptable 
method  of  assuring  their  competency. 

Hall  of  Fame 

The  Medical  Society  of  Virginia  has  been  re- 
quested to  submit  the  names  of  at  least  two  Virginia 
physicians  to  be  fisted  in  the  recently  established  All- 
American  Medical  Hall  of  Fame.  The  Hall  of  Fame 
has  been  established  in  St.  Louis  and  is  a project  of 
that  city’s  Medical  Society.  Officials  of  the  Hall  of 
Fame  are  primarily  interested  at  this  time  in  those 
physicians  of  the  past  who  made  significant  contribu- 
tions to  the  history  of  our  State  and  Nation.  It  was 
then  moved  by  Dr.  Nipe  that  Council  request  Dr. 
Harry  Warthen,  an  eminent  historian  and  past  Editor 
of  the  Virginia  Medical  Monthly,  to  determine  those 
physicians  to  be  honored.  The  motion  was  seconded 
and  adopted. 

AM  A Jail  Project 

Mr.  Osburn  advised  Council  that  the  Virginia 
Sheriffs  Association  has  requested  The  Medical  So- 
ciety of  Virginia  to  recommend  to  AM  A that  it  be 
permitted  to  administer  the  jail  health  project  in  the 
State.  It  was  recalled  that  the  Society  had  on  at  least 
two  previous  occasions  declined  invitations  to  spon- 
sor and  administer  the  program  in  Virginia — unfore- 
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seen  personnel  and  budgetary  requirements  being  the 
main  reasons. 

A question  was  raised  as  to  whether  other  States 
had  received  similar  requests  and  whether  any  prece- 
dent existed  for  such  sponsorship.  Council  was  as- 
sured that  this  information  would  be  obtained. 

A motion  was  then  offered  by  Dr.  Taylor  which 
would  advise  and  assure  the  Virginia  Sheriffs  Asso- 
ciation of  our  interest  and  our  intention  to  determine 
whether  sponsorship  by  their  Association  is  indeed 
feasible  and  possible.  His  motion  was  seconded  and 
carried. 

Medicaid 

Dr.  Stark,  a member  of  the  Governor’s  Advisory 
Committee  on  Medicaid,  reported  on  new  develop- 
ments in  the  medical  assistance  program.  He  stated 
that  the  program’s  new  budget  includes  eighty  mil- 
lion dollars  for  physicians’  fees  and  noted  that  pay- 
ments remain  frozen  at  1969  levels.  Dr.  Stark  be- 
lieves that  physicians  should  receive  more 
recognition  for  the  part  they  are  playing  in  making 
the  State’s  Medicaid  program  successful. 

Brought  out  also  was  the  fact  that  changes  in  the 
Medicaid  law  will  provide  more  severe  penalties  for 
fraud.  A special  Federal  unit,  responsible  for  investi- 
gating abuse  and  misuse  of  the  program,  is  report- 
edly quite  busy.  Physicians  should  exercise  great  cau- 
tion and  make  sure  that  none  of  their  activities  can 
be  questioned  in  any  way. 

Dr.  Kenley  stated  that  Secretary  Califano  has 
placed  a high  priority  on  the  pursuit  of  fraud  and 
abuse  and  the  State  is  under  great  pressure  in  this  re- 
spect. Thus  far,  all  cases  involving  alleged  fraud  have 
been  prosecuted  under  Federal  law.  It  is  hoped,  how- 
ever, that  an  Assistant  Attorney  General  can  be  as- 
signed fulltime  to  the  Virginia  Program. 

Organ  Transplantation 

The  Eastern  States  Renal  Disease  Coordinating 
Council  has  requested  both  The  Medical  Society  of 
Virginia  and  Virginia  Hospital  Association  to 
endorse  a statement  of  policy  pertaining  to  the  dona- 
tion of  organs  for  transplantation.  The  Society’s  Liai- 
son Committee  to  the  Virginia  Hospital  Association 
has  studied  the  policy  statement  and  recommended 
endorsement. 

A motion  by  Dr.  Hagood  to  approve  the  Liaison 
Committee’s  recommendation  was  seconded  and 
adopted. 

VaMPAC 

Dr.  Weyl  reported  that  VaMPAC  has  recently  em- 
ployed Mr.  Doug  Douglas  of  Williamsburg  to  direct 
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AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
e-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  Inde- 
pendent factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 
ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchomsm,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U.S.  Patent  2,985,558 

Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 
Direct  Medical  inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell  “ 
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its  membership  recruitment  program.  A feature  of 
the  program  will  be  a “250  Club”  which  will  include 
a minimum  of  250  members — each  contributing 
$250.  It  is  anticipated  that  the  stepped  up  member- 
ship recruitment  program  will  bring  in  sufficient 
funds  to  enable  VaMPAC  to  broaden  its  political  ho- 
rizons— particularly  where  State  races  are  concerned. 

Travel  Program 

Council  was  advised  by  Dr.  Nipe  that  the  Monte 
Carlo  trip  proposed  for  next  February  has  now  been 
ruled  out  as  a result  of  some  uncertainty  over 
weather  conditions  at  that  time  of  year.  Dr.  Nipe  rec- 
ommended that  a trip  to  Martinique,  as  proposed  by 
Trans  National  Travel,  Inc.,  be  substituted.  The  trip 
would  depart  from  Richmond  on  February  3 and  re- 
turn on  February  10.  The  price  per  person  is  not  ex- 
pected to  exceed  $578. 

A motion  by  Dr.  Hagood  to  approve  Dr.  Nipe’s 
recommendation  was  seconded  and  adopted. 

Congressional  Luncheon 

Dr.  Davis  stated  that  he  had  been  greatly  disap- 
pointed by  the  recent  Congressional  luncheon  in 
Washington.  He  pointed  out  that  only  four  Congress- 
men and  two  Administrative  Assistants  had  attended. 
He  also  expressed  some  concern  over  the  fact  that 
The  Medical  Society  of  Virginia  was  not  as  well  rep- 
resented as  it  should  have  been.  This  raised  a ques- 
tion as  to  whether  the  luncheon  should  be  continued 
and,  if  so,  how  often. 

Dr.  Kuykendall  stated  that  he  felt  very  strongly 
that  the  luncheons  should  be  continued  and  told  how 
the  most  recent  luncheon  had  been  of  tremendous 
benefit  to  him  personally. 

Dr.  Davis  suggested  that  perhaps  Mr.  DeBolt  be 
requested  to  handle  the  arrangements  in  the  future 
and  conduct  such  follow-through  as  might  be  neces- 
sary to  insure  the  luncheon’s  success.  Mr.  DeBolt  in- 
dicated that  he  would  be  pleased  to  accept  this  re- 
sponsibility. 

A motion  was  then  introduced  by  Dr.  Kuykendall 
directing  that  the  luncheons  be  continued  and  that 
there  be  a re-examination  of  the  format  to  be  fol- 
lowed. The  motion  also  requested  Mr.  DeBolt  to 
make  his  thoughts  and  recommendations  known  to 
Council  at  an  early  meeting.  The  motion  was  sec- 
onded and  carried. 

Willey  Commission 

Mr.  Goolsby  reported  that  hearings  of  the  Willey 
Commission,  studying  the  containment  of  health  care 
costs,  are  now  in  their  critical  stage.  The  Society  was 
well  represented  at  the  most  recent  hearing  and  Dr. 


Davis  was  among  those  testifying.  Although  it  is  as 
yet  unclear  as  to  just  what  the  Commission  will  rec- 
ommend, it  seems  reasonable  to  assume  that  its  rec- 
ommendations will  not  be  too  far  out  of  line  with 
basic  Virginia  philosophy  and  tradition. 

It  was  brought  out  that  large  employers  are  look- 
ing more  carefully  at  various  health  delivery  systems 
in  their  efforts  to  control  the  cost  of  fringe  benefits  as 
much  as  possible.  This  is  undoubtedly  one  of  the  rea- 
sons why  HMO’s  are  receiving  a fair  amount  of  at- 
tention. Deductibles  also  are  not  being  overlooked 
during  the  deliberations. 

Continuing  Medical  Education 

Dr.  Charles  Crockett,  Chairman  of  the  Commis- 
sion on  Continuing  Medical  Education,  cited  the 
need  of  establishing  some  mechanism  by  which  an 
appeal  of  a decision  involving  accreditation  could  be 
filed  and  processed.  Since  Society  By-laws  provide 
no  such  mechanism,  the  Commission  has  recom- 
mended that  all  such  appeals  be  referred  to  Council 
for  final  decision.  He  noted  that  the  Commission  has 
three  alternatives  when  considering  an  application 
for  accreditation — full  accreditation,  probationary 
status  or  disapproval. 

A motion  by  Dr.  Hagood  to  approve  the  Com- 
mittee’s recommendation  was  seconded  and  carried. 

Dr.  Crockett  went  on  to  say  that  the  Commission 
has  also  recommended  that  all  licensed  physicians  in 
Virginia,  to  be  members  of  The  Medical  Society  of 
Virginia,  must  meet  CME  requirements.  The  Com- 
mission took  this  action  after  lengthy  consideration 
of  just  what  criteria  should  be  required  for  the  pos- 
sible exemption  of  individual  members  from  CEM 
requirements. 

Dr.  Davis  pointed  out  that  many  physicians  who 
no  longer  practice  are  tremendously  proud  of  their 
medical  license  and  seek  to  retain  them  for  sentimen- 
tal reasons.  It  was  agreed  that  there  is  no  easy  solu- 
tion to  the  problem  of  exemption  although  every 
member  should  have  the  right  to  present  his  reasons 
for  exemption  in  writing.  There  was  considerable  dis- 
cussion as  to  what  constitutes  active  practice  and 
whether  a written  statement  from  the  physician  con- 
cerned should  be  all  that  is  required.  Dr.  Kuykendall 
expressed  the  opinion  that  the  matter  could  be  re- 
solved by  requiring  all  physicians  actively  engaged  in 
the  practice  of  medicine  to  comply  with  the  require- 
ments of  continuing  medical  education. 

A motion  by  Dr.  Wallace  to  refer  the  question  of 
exemption  to  the  Committee  on  By-laws  was  sec- 
onded and  adopted. 

Dr.  Crowder  expressed  the  hope  that  physicians  in 
administrative  and  teaching  positions  would  also  be 
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considered  and  included  in  any  decision  reached  by 
the  By-laws  Committee. 

Anti-Trust  Suit 

The  Medical  Society  of  Virginia  has  been  named  a 
defendant  in  an  anti-trust  suit  filed  in  the  United 
States  District  Court  of  the  District  of  Columbia.  The 
action  has  been  brought  by  Dr.  H.  Barry  Jacobs 
against  approximately  35  groups  and  individuals. 
Mr.  Goolsby  stated  that  Society  attorneys  are  work- 
ing on  the  case  and  that  Council  will  be  kept  advised 
of  all  developments. 

Public  Relations 

Dr.  McCune,  Chairman  of  the  Public  Relations 
Committee,  brought  Council  up-to-date  on  the  activ- 
ities of  the  Committee.  Following  a recent  meeting, 
the  Committee  contacted  all  component  societies  as  a 
first  step  to  put  together  a list  of  physicians  ready  and 
willing  to  work  with  the  Committee  at  the  commu- 
nity level.  Seven  societies  have  responded  thus  far 
and  others  will  undoubtedly  do  so  soon. 

Dr.  McCune  expressed  the  hope  that  a weekend 
seminar  having  to  do  with  the  Burroughs-Wellcome 
sponsored  program  could  be  held  in  the  not  too  dis- 
tant future.  The  cost  of  the  seminar  would  be  fairly 
small  since  Burroughs-Wellcome  would  provide 
some  support — as  would  those  individuals  attending. 

A motion  by  Dr.  Cook  to  approve  the  Committee’s 
plans  for  a weekend  seminar  was  seconded  and 
adopted. 

Second  Opinion 

Dr.  Davis  recently  received  a letter  from  Dr.  Rob- 
ert Henderson  of  Metropolitan  Life  Insurance  Com- 
pany proposing  a pilot  program  for  the  purpose  of 
determining  the  value  of  second  opinions.  The  pilot 
program  has  been  developed  according  to  guidelines 
suggested  by  the  AMA  Council  on  Medical  Service 
and  would  be  strictly  voluntary  in  nature. 

Dr.  Davis  stated  that  he  is  very  much  opposed  to 
mandatory  second  opinions  and,  consequently,  finds 
some  merit  in  Dr.  Henderson’s  proposed  study. 

Dr.  Kuykendall  reported  that  there  are  at  least 
four  current  studies  being  conducted  in  New  York 
and  Massachusetts.  This  raised  a question  as  to 
whether  there  is  anything  to  be  gained  by  participat- 
ing in  a new  study  at  this  particular  time. 

It  was  then  moved  by  Dr.  Cook  that  Dr.  Hender- 
son be  written  and  advised  that  The  Medical  Society 
of  Virginia  would  prefer  to  postpone  further  consid- 
eration of  the  pilot  program  until  after  the  studies  in 
progress  have  been  completed  and  their  results  made 
known.  The  motion  was  seconded  and  adopted. 


Health  Fairs 

A question  has  been  raised  as  to  what  regulations 
might  be  in  order  for  health  fairs  which  feature 
health  screening  tests  of  various  kinds.  It  was 
brought  out  that  one  such  fair  is  scheduled  for  south- 
west Virginia  and  that  several  physicians  from  Ten- 
nessee will  be  conducting  the  tests.  Dr.  George  Car- 
roll,  Secretary  of  the  State  Board  of  Medicine,  has 
suggested  that  representatives  of  the  Society,  Board 
of  Medicine,  and  Department  of  Health  meet  some 
time  in  the  near  future  for  the  purpose  of  discussing 
the  matter  in  detail. 

A motion  by  Dr.  Hagood  approving  Society  par- 
ticipation in  such  a joint  meeting  was  seconded  and 
carried. 

Virginia  Association  of  Professions 

The  Virginia  Nurses’  Association  has  requested 
membership  in  the  Virginia  Association  of  Profes- 
sions. All  charter  members,  including  The  Medical 
Society  of  Virginia,  have  been  requested  to  make 
their  wishes  known  in  this  regard.  The  Association, 
at  the  present  time,  is  made  up  of  those  State  Associ- 
ations representing  medicine,  dentistry,  architecture, 
engineering,  pharmacy,  accountancy,  law  and  veteri- 
nary medicine. 

A motion  by  Dr.  Cook  endorsing  membership  by 
the  Virginia  Nurses’  Association  in  the  VAP  was  sec- 
onded and  carried. 

Workmen’s  Compensation 

A Special  Committee  made  up  of  representatives 
of  the  business  community  and  insurance  industry 
has,  at  the  request  of  the  General  Assembly,  been 
studying  ways  and  means  of  reducing  the  increasing 
cost  of  Workmen’s  Compensation  insurance.  Medi- 
cal costs  have,  as  might  be  expected,  become  one  of 
the  main  targets  of  the  study. 

Mr.  Goolsby  advised  that  the  Committee  has  con- 
sidered two  possible  courses  of  action.  One  could 
lead  to  a medical  fee  schedule  for  all  Workmen’s 
Compensation  claims — similar  to  that  employed  in 
North  Carolina.  The  other  would  be  the  estab- 
lishment of  some  type  of  peer  review  mechanism  to 
be  used  in  screening  problem  cases  involving  fees, 
utilization  and  treatment.  Mr.  Goolsby  indicated  that 
some  problems  have  occurred  in  North  Carolina  and 
that  the  study  committee  appears  to  be  leaning  in  the 
direction  of  some  form  of  peer  review. 

Dr.  Davis  stated  that  he  feels  very  strongly  that  the 
Society  should  have  as  much  input  into  the  matter  as 
possible,  particularly  since  it  is  quite  likely  that  legis- 
lation in  some  form  will  be  considered  by  the  Gen- 
eral Assembly  in  1980.  He  informed  Council  that  he 
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has  appointed  a special  committee  to  study  the  mat- 
ter and,  if  possible,  report  back  to  Council  in  Sep- 
tember. The  Committee  is  composed  of  Dr.  William 
Eagles,  Chairman;  Dr.  Gervas  Taylor  and  Dr.  Joseph 
Romness. 

By-Laws 

A proposed  revision  of  the  Society’s  By-laws  will 
be  acted  upon  during  the  upcoming  Annual  Meeting 
at  The  Homestead.  This  raised  a question  as  to 
whether  proxy  voting  was  desirable  and  it  was  the 
consensus  that  such  was  unnecessary.  Dr.  Kuyken- 
dall stated  that  he  would  like  to  propose  an  amend- 
ment to  Section  12  of  Article  IX.  It  was  agreed,  how- 
ever, that  his  proposal  should  be  submitted  to  the 
Chairman  of  the  Committee  on  By-laws  for  consid- 
eration and  possible  inclusion  in  the  final  draft. 

Long  Range  Planning 

The  Committee  on  Long  Range  Planning  met  in 
Richmond  on  July  13  and  Dr.  Martin,  Chairman, 
stated  that  its  recommendations  would  be  presented 
to  Council  on  September  29.  These  recommenda- 


tions are  expected  to  cover  such  matters  as  Specialty 
Society  representation  in  the  House  of  Delegates  and 
remuneration  for  the  President. 

Routine  Hospital  Admissions 

Council  was  reminded  that  the  question  of  routine 
hospital  admissions  had  been  considered  during  the 
April  28  meeting  and  that  final  action  was  postponed 
in  order  that  Mr.  Goolsby  might  have  an  opportunity 
to  review  a recent  court  decision  involving  Blue 
Cross  and  clinical  psychologists.  Mr.  Goolsby  stated 
that  the  Liaison  Committee  to  the  Virginia  Hospital 
Association  had  reviewed  the  matter  in  some  detail 
and  recommended  that  the  medical  staff  of  each  hos- 
pital be  encouraged  to  review  its  own  standing  orders 
as  to  their  appropriateness  and  then  act  accordingly. 
A motion  by  Dr.  Hagood  approving  the  Committee’s 
recommendation  was  seconded  and  adopted. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED; 

Charles  E.  Davis,  Jr.,  MD,  President 


ABSTRACTS 


The  following  abstract  summarizes  a paper  pre- 
sented at  the  annual  meeting  of  the  Virginia  Society  of 
Ophthalmology  and  Otolaryngology,  May  2-5,  1979, 
Charlottesville.  Other  abstracts  from  this  meeting  ap- 
peared in  the  August  1979  issue. 

Cervicofacial  Actinomycosis.  William  Richts- 
MEIER,  MD,  Charlottesville. 

Actinomycosis  of  the  head  and  neck  has  many  pre- 
sentations; it  may  disguise  itself  as  a tumor  or  present 
as  a draining  abscess  which  has  failed  to  reveal  an  in- 
fectious agent  as  its  etiology.  With  more  recent  atten- 
tion directed  toward  the  detection  of  anaerobic  orga- 
nisms, especially  in  the  cervicofacial  region,  this 
diagnosis  is  being  made  more  frequently. 

Actinomycosis  of  the  head  and  neck  is  an  infection 
caused  by  an  anaerobic,  nonsporing,  gram  positive 
bacteria  which  can  present  in  a multitude  of  ways.  It 
has  been  called  masquerader  of  the  head  and  neck.  It 
has  a rich  history  which  provides  valuable  lessons  in 


the  ability  to  diagnose  and  treat  this  disease.  How- 
ever, the  evaluation  of  case  reports  and  treatments  is 
difficult  because  of  the  ambiguous  bacteriology  of 
many  earlier  investigators.  Despite  the  fact  that  acti- 
nomyces  are  unquestionably  bacteria  they  are  often 
confused  with  fungae.  The  diagnosis  of  acti- 
nomycosis frequently  depends  on  the  observation  of 
sulfur  granules  in  the  gross  examination  of  micro- 
scopic section.  Bacteriologic  confirmation  of  sus- 
pected cases  is  invaluable.  However,  if  the  clinical 
picture  is  consistent  with  this  infection  and  culture 
material  obtained,  treatment  should  not  be  delayed 
because  of  the  low  frequency  with  which  acti- 
nomyces  are  recovered.  Treatment  involves  surgical 
drainage  and  debridement  along  with  initial  in- 
tensive intravenous  antibiotic  therapy  followed  by 
long-term  treatment.  Penicillin  is  the  drug  of  choice 
for  such  infections.  The  choice  of  alternative  drugs 
because  of  penicillin  idiosyncrasy  should  have  their 
selection  based  on  clinical  and  accompanying  bacte- 
riological factors. 
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PENINSULA  PSYCHIATRIC 
HOSPITAL 


r 


A private,  125-bed  hospital,  JCAH  accredited,  offering 
comprehensive  service  for  adults  and  adolescents,  and 
the  chemically  dependent  of  all  ages. 

530  East  Queen  Street,  Hampton,  Virginia  23669 
(804)  722-2504 

A Division  of  American  Health  Services,  Inc. 
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LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 
3600  Grove  Ave..  Richmond  VA  23221 
804  353-3881 


Accredited  by  JCAH 

2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 
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Proposed  Amendment  and  Restatement  of  the 
Articles  of  Incorporation  and  By-Laws,  with  Proxy  Ballot 


To  the  Members  of  The  Medical  Society 
of  Virginia: 

In  the  last  several  years , the  Society's 
By-Laws  Committee  and  Council  have 
been  working  to  streamline  and  update  the 
Society’s  By-Laws  and  Articles  of  Incor- 
poration. Last  fall  the  House  of  Delegates 
approved  a restatement  of  the  Articles  of 
Incorporation  and  directed  that  it  be  sub- 
mitted to  a vote  of  the  members  at  the  an- 
nual meeting  to  be  held  in  November.  A 
revision  of  the  By-Laws  that  will  bring 
them  into  conformity  with  the  Articles  of 
Incorporation  will  be  considered  by  the 
House  of  Delegates  and  then  by  the  mem- 
bership. A formal  notice  of  the  meeting  is 
set  forth  below,  and  the  Articles,  as  pro- 
posed to  be  amended,  are  set  forth  in  the 
following  text.  Copies  of  the  proposed  By- 
Laws  have  been  provided  to  the  com- 
ponent societies  for  study  and  comment 
and  will  be  available  at  the  meeting. 

There  are  no  major  substantive  changes 
in  the  proposed  Articles  and  By-Laws. 
Several  changes  have  been  made  to  bring 
the  Articles  in  compliance  with  Virginia 
law.  Both  Council  and  the  House  of  Dele- 
gates have  recommended  that  you  vote  in 
favor  of  the  restatement  of  the  Articles 
and  the  By-Laws.  If  you  will  be  at  the  an- 
nual meeting,  you  can  vote  in  person.  You 
can  vote  by  proxy  on  the  amendment  and 
restatement  of  the  Articles  by  executing 
and  returning  to  the  Secretary  the  proxy 
ballot  on  page  000.  In  order  for  a proxy  to 
be  voted,  it  must  be  received  by  the  Secre- 
tary not  less  than  72  hours  prior  to  the 
meeting  at  which  the  proposed  restate- 
ment will  be  considered.  The  present  Arti- 
cles do  not  provide  for  proxy  voting  on  the 
revision  of  the  By-Laws. 

Charles  E.  Davis,  Jr.,  MD, 
President 


A meeting  of  the  voting  members  of 
The  Medical  Society  of  Virginia  will  be 
held  at  The  Homestead,  Hot  Springs,  Vir- 
ginia, on  Saturday,  November  J,  1979, 
immediately  following  adjournment  of  the 
afternoon  session  of  the  House  of  Dele- 
gates, for  the  purpose  of  considering  I) 
the  proposed  amendment  and  restatement 
of  the  Articles  of  Incorporation  of  the  So- 
ciety in  the  form  adopted  by  the  House  of 
Delegates  at  the  1978  annual  meeting  of 
the  Society,  and  2)  the  proposed  amend- 
ment and  restatement  of  the  By-Laws  of 
the  Society  in  the  form  adopted  by  the 
House  of  Delegates  at  the  1978  Annual 
Meeting  of  the  Society. 

Robert  I.  Howard, 
Executive  Vice  President 

October  1,  1979 


1.  NAME.  The  name  of  the  corpora- 
tion is  The  Medical  Society  of  Virginia 
(hereinafter  referred  to  as  the  Society). 

2.  PURPOSES.  The  Society’s  pur- 
poses are  to  promote  the  science  and  art 
of  medicine  for  the  benefit  of  the  people 
of  Virginia,  the  protection  of  public 
health,  and  the  betterment  of  the  medi- 
cal profession. 

3.  MEMBERSHIP  IN  THE  SO- 
CIETY. The  Society  shall  have  the  fol- 
lowing classes  of  membership:  active, 
student  active,  associate,  courtesy,  hon- 
orary active  and  honorary  associate. 
The  Commission  on  Membership  shall 
have  responsibility  for  accepting  or  re- 
jecting applications  for  membership  in 
the  Society  on  the  basis  of  the  require- 
ments for  membership  hereinafter  set 
forth. 

To  be  eligible  to  become  an  active 
member  of  the  Society,  the  applicant 


must  be  a doctor  of  medicine  or  osteop- 
athy in  good  standing  in  Virginia  (i)  who 
is  a member  of  a component  society  (as 
defined  in  Section  4 below),  or  (ii)  who  is 
a resident  of  Virginia  but  is  not  eligible 
to  be  a member  of  a component  society 
because  he  practices  in  a territorial  area 
for  which  there  is  no  component  society. 

The  voting  rights  of  the  membership 
shall  be  exercised  through,  and  be  lim- 
ited to  members  of,  the  House  of  Dele- 
gates; provided,  however,  that  all  active 
and  student  active  members  shall  have 
the  right  to  vote  on  any  matter  that  the 
House  of  Delegates  determines  is  of  suf- 
ficient importance  that  it  should  be  sub- 
mitted to  a vote  of  all  active  and  student 
active  members  of  the  Society. 

Active  members  shall  pay  dues  unless 
at  the  time  for  payment  they  are  seventy 
years  of  age  or  over  and  have  been  mem- 
bers in  good  standing  for  ten  years  or 
more.  Any  active  member  may  hold  any 
office  in  the  Society  and  serve  on  any  of 
its  standing  committees. 

To  be  eligible  to  become  a student  ac- 
tive member  of  the  Society,  an  applicant 
must  be  a member  in  good  standing  of  a 
component  student  society  (as  defined  in 
Section  4 below).  Any  student  active 
membership  shall  terminate  automati- 
cally when  the  member  graduates  from 
medical  school  or  when  he  no  longer  is 
enrolled  in  a medical  school  at  which 
there  is  a component  student  society. 
Student  active  members  shall  not  be  eli- 
gible to  hold  any  office  except  member- 
ship in  the  House  of  Delegates  or  serve 
on  any  standing  committee  of  the  So- 
ciety. Student  active  members  shall  not 
be  required  to  pay  dues. 

Associate  membership  in  the  Society 
may  be  granted  to  any  applicant  who  has 
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been  an  active  member  of  the  Society 
and  whose  eligibility  for  active  member- 
ship has  terminated  only  because  he  no 
longer  resides  in  Virginia.  Associate 
membership  may  also  be  granted  to  any 
applicant  who  is  a teacher  of  sciences  al- 
lied to  medicine,  a medical  officer  of  the 
armed  forces  or  a member  of  the  Public 
Health  Service  temporarily  stationed  in 
Virginia,  or  a doctor  of  medicine  or  oste- 
opathy attached  to  a veterans’  hospital; 
provided,  however,  that  if  such  person  is 
eligible  to  be  a member  of  a component 
society,  he  is  a member  in  good  standing 
of  such  society,  and  further  provided 
that  if  any  such  person  is  not  eligible  to 
be  a member  of  a component  society  be- 
cause he  practices  in  a territorial  area 
for  which  there  is  no  component  society, 
associate  membership  shall  be  granted 
only  upon  determination  by  the  Commis- 
sion on  Membership  that  such  person 
would  meet  the  requirements  of  mem- 
bership if  he  belonged  to  a component 
society. 

Associate  members,  other  than  honor- 
ary associate  members,  shall  pay  dues 
unless  at  the  time  for  payment  they  are 
seventy  years  of  age  or  over  and  have 
been  members  in  good  standing  for  ten 
years  or  more.  Associate  members  shall 
have  no  right  to  vote,  hold  office  or  serve 
on  standing  committees,  but  shall  be  en- 
titled to  all  other  privileges  of  member- 
ship. 

Courtesy  membership  may  be  granted 
to  any  applicant  who  is  a doctor  of  medi- 
cine or  osteopathy  in  good  standing  in 
Virginia  and  who  is  serving  in  an  intern- 
ship, residency  or  fellowship  in  an  ap- 
proved hospital.  Courtesy  members  shall 
not  pay  dues,  nor  shall  they  vote  or  hold 
office  or  serve  on  standing  committees, 
but  shall  be  entitled  to  all  other  privi- 
leges of  membership. 

Honorary  active  or  honorary  associ- 
ate membership  may  be  granted  by  the 
House  of  Delegates  at  its  annual  meet- 
ing to  an  aggregate  of  no  more  than  two 
Virginia  residents  and  one  non-resident 
as  an  acknowledgment  of  long,  faithful 
and  distinguished  service.  Honorary  ac- 
tive members  shall  not  pay  dues,  but 
shall  have  the  same  rights  as  active 
members.  Honorary  associate  members 
shall  not  pay  dues,  nor  shall  they  vote  or 
hold  office  or  serve  on  standing  com- 
mittees, but  shall  be  entitled  to  all  other 
privileges  of  membership. 


An  applicant  shali  not  be  accepted  as 
an  active  or  associate  member  of  the  So- 
ciety until  he  has  paid  his  prorated  an- 
nual dues.  Any  member  may  be  cen- 
sured, suspended  or  expelled  by  the 
House  of  Delegates  for  sufficient  cause, 
when  such  action  has  been  recom- 
mended by  the  Ethics  Committee,  and 
any  member  may  be  dropped  from  the 
membership  rolls  by  the  Commission  on 
Membership  for  non-payment  of  dues 
(or  any  other  assessment)  or  loss  of 
membership  in  a component  society,  or 
for  failure  to  satisfy  any  other  require- 
ment for  membership  herein  set  forth. 

At  any  meeting  of  the  membership, 
one  hundred  and  fifty  active,  student  ac- 
tive and  honorary  active  members  shall 
constitute  a quorum  for  the  transaction 
of  business. 

4.  COMPONENT  SOCIETIES.  The 
“component  societies”  and  the  “com- 
ponent student  societies”  consist  of  the 
following. 

Component  societies:  Accomack 
County  Medical  Society;  Albemarle 
County  Medical  Society;  Alexandria 
Medical  Society;  Allegheny-Bath  Coun- 
ties Medical  Society;  Amherst-Nelson 
Counties  Medical  Society;  Arlington 
County  Medical  Society;  Augusta 
County  Medical  Society;  Bedford 
County  Medical  Society;  Botetourt 
County  Medical  Society;  Buchanan- 
Dickenson  Counties  Medical  Society; 
Charlotte  County  Medical  Society; 
Chesapeake  Medical  Society;  Culpeper 
County  Medical  Society;  Danville-Pitt- 
sylvania  Academy  of  Medicine;  Fairfax 
County  Medical  Society;  Fauquier 
County  Medical  Society;  Floyd  County 
Medical  Society;  Franklin  County  Med- 
ical Society;  Fredericksburg  Medical 
Society;  Halifax  County  Medical  So- 
ciety; Hampton  Medical  Society;  Hano- 
ver County  Medical  Society;  Patrick 
Henry  Medical  Society;  James  River 
Medical  Society;  Lee  County  Medical 
Society;  Loudoun  County  Medical  So- 
ciety; Louisa  County  Medical  Society; 
Lynchburg  Academy  of  Medicine;  Mid- 
Tidewater  Medical  Society;  Newport 
News  Medical  Society;  Norfolk  Acad- 
emy of  Medicine;  Northampton  County 
Medical  Society;  Northern  Neck  Medi- 
cal Society;  Northern  Virginia  Medical 
Society;  Orange  County  Medical  So- 
ciety; Portsmouth  Academy  of  Medi- 
cine; Prince  William  County  Medical 


Society;  Richmond  Academy  of  Medi- 
cine; Roanoke  Academy  of  Medicine; 
Rockbridge  County  Medical  Society; 
Rockingham  County  Medical  Society; 
Scott  County  Medical  Society;  South- 
side  Virginia  Medical  Society;  South- 
western Virginia  Medical  Society; 
Stuart  Medical  Society;  Tazewell 
County  Medical  Society;  Tri-County 
Medical  Society;  Virginia  Beach  Medi- 
cal Society;  Williamsburg-James  City 
County  Medical  Society;  and  Wise 
County  Medical  Society. 

Component  student  societies:  MCV 
Student  Medical  Association. 

5.  HOUSE  OF  DELEGATES.  The 
House  of  Delegates  shall  be  the  policy 
making  body  of  the  Society  and  the  fo- 
rum through  which  the  voting  rights  of 
the  membership  are  exercised,  except  as 
otherwise  provided  in  Article  3 above. 
The  House  of  Delegates  shall  consist  of 
delegates  elected  by  the  component  so- 
cieties and  component  student  societies 
as  provided  in  the  By-Laws,  and  the  fol- 
lowing ex-officio  members:  The  Presi- 
dent, President-Elect,  First  Vice-Presi- 
dent, Speaker  of  the  House  of 
Delegates,  any  member  of  Council  who 
was  elected  to  Council  as  a representa- 
tive of  a Congressional  District,  all 
Past-Presidents  of  the  Society,  any  gen- 
eral officer  of  the  American  Medical  As- 
sociation who  is  a member  of  the  So- 
ciety, and  the  delegates  of  the  Society  to 
the  American  Medical  Association. 
Delegates  elected  by  component  so- 
cieties and  component  student  societies 
shall  serve  a one  year  term.  Ex-officio 
members  of  the  House  of  Delegates 
shall  have  full  voting  rights.  No  voting 
by  proxy  shall  be  permitted  in  the  House 
of  Delegates. 

6.  Council  The  board  of  directors  of 
the  Society  shall  be  known  as  the  Coun- 
cil. 

There  shall  be  fifteen  members  of 
Council  consisting  of  one  representative 
from  each  Congressional  District  in  Vir- 
ginia, to  be  elected  by  the  House  of 
Delegates  at  its  annual  meeting  for  a 
two-year  term,  and  the  following  ex-offi- 
cio members  of  the  House  of  Delegates: 
the  President-Elect,  the  President,  the 
immediate  Past  President,  the  First 
Vice-President  and  the  Speaker  of  the 
House  of  Delegates.  Representatives 
from  the  2nd,  4th,  6th,  8th  and  10th  Con- 
gressional Districts  shall  be  elected  in 
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even  number  years,  while  representa- 
tives from  the  remaining  Congressional 
Districts  shall  be  elected  in  the  odd 
numbered  years.  Any  such  representa- 
tive who  has  served  three  consecutive 
terms  shall  not  be  eligible  to  succeed 
himself,  but  may  be  reelected  after  being 
out  of  office  for  at  least  one  year.  Should 
any  representative  qualify  as  a member 
of  Council  as  a result  of  his  election  or 
appointment  to  an  office  in  the  Society, 
his  membership  on  the  Council  as  a rep- 
resentative of  his  Congressional  District 
shall  cease. 

A Vice-Councilor  shall  be  elected  an- 
nually from  each  Congressional  District 
to  assist  the  Councilor  for  his  District 
and  to  substitute  for  him  when  the 
Councilor  is  unable  to  perform  his 
duties.  Vice-Councilors  shall  be  re- 
quested to  attend  all  meetings.  Any 
Vice-Councilor  may  speak  on  behalf  of 
his  Congressional  District,  but  he  shall 


have  no  right  to  vote.  No  Vice-Councilor 
shall  serve  more  than  four  consecutive 
terms.  The  editor  of  the  Society’s  offi- 
cial publication,  the  State  Health  Com- 
missioner, the  Vice-Speaker  of  the 
House  of  Delegates  and  the  dean  of 
each  medical  school  in  Virginia  shall  be 
requested  to  attend  all  meetings  of 
Council. 

7.  PROXY  VOTING.  At  any  general 
meeting  of  members  of  the  Society,  vot- 
ing by  proxy  shall  be  permitted  on  any 
matter  that  the  Council,  subject  to  rati- 
fication by  the  House  of  Delegates,  or 
the  House  of  Delegates  has  determined 
is  of  sufficient  importance  to  the  Society 
that  proxy  voting  should  be  permitted. 
With  respect  to  any  vote  as  to  which 
proxy  voting  will  be  permitted,  the  So- 
ciety shall  distribute  a form  of  proxy  to 
each  voting  member  of  the  Society,  such 
form  to  provide  for  both  a positive  and 
negative  vote  on  the  question  presented. 


In  order  for  a vote  by  proxy  to  be 
counted,  the  proxy  (i)  must  be  on  the 
form  of  proxy  provided  by  the  Society, 
(ii)  must  direct  the  holder  to  vote  for  or 
against  the  question  presented  rather 
than  leaving  the  vote  to  the  discretion  of 
the  holder,  and  (iii)  must  be  received  by 
the  Secretary  of  the  Society  not  less 
than  seventy-two  hours  prior  to  the 
meeting  of  the  membership  at  which  the 
vote  in  question  is  to  be  taken. 

8.  AMENDMENT  OF  ARTICLES 
OF  INCORPORATION  AND  BY- 
LAWS. The  Articles  of  Incorporation  of 
the  Society  may  be  amended  from  time 
to  time  by  the  Council  subject  to  ratifi- 
cation by  the  required  vote  of  the  House 
of  Delegates  or,  if  required  by  Article  3 
above,  by  the  membership. 

The  By-Laws  of  the  Society  may  be 
amended  from  time  to  time  by  the 
House  of  Delegates. 


Proxy  Ballot 


Complete  and  return  to: 

Robert  I.  Howard,  Secretary 
4205  Dover  Road 
Richmond  VA  23221 

The  undersigned  hereby  appoints  William  J.  Hagood,  Jr.,  Charles  E.  Davis,  Jr. 
and  George  M.  Nipe,  or  any  of  them,  with  full  power  of  substitution  in  each,  proxies 
to  vote  on  behalf  of  the  undersigned  at  the  meeting  of  members  of  The  Medical  So- 
ciety of  Virginia  to  be  held  on  November  3,  1979,  and  at  any  and  all  adjournments 
thereof: 

FOR  □ AGAINST  □ the  approval  of  the  Amendment  and  Restatement  of  the 
Society’s  Articles  of  Incorporation  as  set  forth  in  Virginia  Medical  for  October, 
1979. 


Date 


, 1979 


Signature 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Specialist 

IN  VIRGINIA 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Ed  Harlow 

Beltone  Hearing  Aid  Service 
10360  Warwick  Blvd. 

Newport  News,  Virginia  23601 
(804)  596-1689 

Arnim  & Adrian  Mayes 
Beltone  Hearing  Aid  Service 
114  North  Third  Street 
Richmond,  Virginia  23219 
(804)  643-7218 

Beltone  Hearing  Aid  Service 
9 Franklin  Street 
Petersburg,  Virginia  23860 
(804)  733-8360 

Carl  McCurdy 
Beltone  Hearing  Aid  Center 
Medical  Arts  Building 
26  Franklin  Road,  S.W. 
Roanoke,  Virginia  24011 
(703)  343-5567 

Beltone  Hearing  Aid  Center 
213  Eighth  Street 
Lynchburg,  Virginia  24504 
(804)  846-1385 


Roy  & Stephanie  Miller 
Beltone  Hearing  Aid  Service 
2438  Valley  Avenue 
Winchester,  Virginia  22601 
(703)  667-6222 

Beltone  Hearing  Aid  Service 
7820  Sudley  Road 
Suite  T-2 

Manassas,  Virginia  22110 
(703)  369-6977 

Sidney  Rabinowitz 
Beltone  Hearing  Aid  Center 
401  Granby  Street 
Norfolk,  Virginia  23510 
(804)  622-5403 

Beltone  Hearing  Aid  Center 
Suite  208  - Pembroke  One 
281  Independence  Blvd. 
Virginia  Beach,  Virginia  23462 
(804)  499-9844 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 


RICHMOND 

METROPOLITAN 

HOSPITAL 

A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 


• 180  Private  Rooms 

• Intensive  Care/Coronary 
Units 

• Psychiatric  Inpatient  Service 

• Complete  Diagnostic 
Radiology, 

Cardiology, 

Pulmonary, 

Clinical  Laboratory, 

Nuclear  Medicine  Service 


701  WEST  GRACE  STREET 
RICHMOND,  VA  23220 
(804)  643-3223 


$13,212 

HR  10  — ^seir, 


ALLOWABLE  DEDUCTION 
THERE  IS  AN  ALTERNATIVE! 


Certain  highly  compensated,  unincorporated  (or  tax  option)  professionals  may  be  able 
to  as  much  as  DOUBLE  their  tax-free  HR-10  contributions  with  our  DEFINED  BENEFIT 
plan.  (Yes,  we  have  an  IRS  letter.) 

Here’s  what  our  DEFINED  BENEFIT  plan  can  do  for  a male  age  40,  annual  salary  $50,000: 


Annual 

Contribution 

Regular  HR-1 0 (Defined  Contribution)  $ 7,500 

DEFINED  BENEFIT  HR-10  $13,212 


Cash  Value 
@65 

$249,668 

$440,433 


Mo.  Income 
@65* 

$1,672 

$2,950 


We’d  like  to  tell  your  more  about  our  DEFINED  BENEFIT  plan.  If  you’re  interested,  just 
clip  and  mail  the  coupon.  You’ll  be  glad  you  did! 

* Life,  10  years  certain,  based  on  current  rates — not  guaranteed. 

James  B.  Hunter,  III,  VP,  SUTER  ASSOCIATES  RETIREMENT  PLANNING  CO. 

2425  Wilson  Blvd.,  Suite  503,  Arlington,  VA  22201 

I’d  like  to  know  more  about  the  Defined  Benefit  Plan. 


Name Phone 

Address 

City State Zip 


VOLUME  106 


VIRGINIA  MEDICAL/OCTOBER.  1979 


767 


Dr.  Lawrence  K.  Monahan 


Drs.  Christopher  J.  Murphy  and  N.  F.  Fairbanks 


1 


Drs.  Willette  LeHew,  William  Andrews,  and  Reuben  Young 


At  the  Annual 
Williamsburg,  1978 


VIRGINIA  MEDICAL 


Committees  - Committees  - Committees 


LIKE  a thing  of  beauty,  a good  committee  is  a joy 
forever — a committee  that  discharges  its  as- 
signed duties  appropriately,  effectively,  and  expedi- 
tiously, and  then  writes  what’s  done  lucidly,  suc- 
cintly,  and  promptly.  Its  hallmark  is  sound  judgment 
and  hard  work.  This  issue  of  Virginia  Medical 
contains  the  annual  reports  of  committees  of  The 
Medical  Society  of  Virginia,  hence  this  introduction. 
Read  and  reflect  on  them  thoughtfully,  for  they  give 
an  overview  of  the  work  of  our  Society. 

It  has  been  said  that  committees  are  a necessary 
evil  in  our  democratic  system.  Whether  evil  or  not, 
they  certainly  are  necessary,  for  The  Medical  Society 
of  Virginia,  like  most  organizations,  depends  largely 
upon  committees  to  accomplish  its  purposes.  The  al- 
ternative is  to  have  a fuehrer  or  a politburo  making 
all  of  the  studies,  the  reports,  and  the  decisions.  The 
committee  structure  provides  an  opportunity  for 
every  member  to  participate  in  the  function  of  our 
Society;  if  there  are  errors  of  ommission  or  commis- 
sion in  the  reports,  or  points  you  want  to  raise,  speak 
out.  Write  to  committee  chairmen.  Call  the  councilor 
from  your  district.  Talk  with  the  delegates  from  your 
local  academy  who  will  represent  you  at  the  Annual 
Meeting.  Work  on  resolutions.  Attend  the  Annual 
Meeting,  where  final  action  is  taken  each  year  on  a 
host  of  issues. 

This  is  a good  spot  to  put  in  a plug  for  the  1979 
Annual  Meeting.  The  time  is  right,  the  place  is  right, 
and  the  price  isn’t  out  of  line  in  these  days  of  com- 
pound inflation.  What  could  be  better  than  a few 


days  at  the  Homestead  in  early  November,  with  the 
added  opportunity  of  taking  part  in,  or  observing,  the 
operation  of  the  Society;  as  well  as  growing  in  medi- 
cal wisdom  and  obtaining  those  required  points 
through  attending  the  outstanding  scientific  program 
and  all  of  the  fine  exhibits. 

Committees  come  in  all  sizes,  shapes,  and  func- 
tions. There  is  the  ephemeral  but  useful  ad  hoc 
committee;  the  continuing  standing  committee;  the 
committee  of  the  whole;  the  executive  committee;  the 
nominating  committee,  which  determines  the  basic 
direction  and  philosophy  of  an  organization  through 
the  selection  of  the  leaders;  and  so  on  through  the  en- 
tire gamut.  Congress,  legislatures,  our  House  of  Dele- 
gates, the  Council,  are  all,  in  effect,  elected  com- 
mittees that  divide  and  sub-divide  into  numerous 
smaller  ones,  often  incorporating  many  additional 
members. 

In  a committee,  many  minds,  with  varying  back- 
grounds, training,  knowledge,  and  opinions,  are 
brought  to  bear  on  a problem.  Compromise  is  more 
likely,  with  accomodation  and  resolution  of  diver- 
gent or  even  incompatible  issues.  And  a committee 
cloaks  difficult  decisions  in  an  anonymity  which  may 
be  extremely  helpful  if  not  essential  in  some  in- 
stances. No  one  individual  has  to  shoulder  the  re- 
sponsibility, and  the  praise  or  the  blame.  It  is  the  ill- 
defined  “they”  who  did  or  didn’t  do  it. 

So,  what’s  wrong  with  committees?  Unfortunately, 
a great  deal  in  some  instances.  It  is  generally  recog- 
nized that  a committee  trying  to  design  a horse 
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brought  forth  a camel.  Too  many  cooks  can  spoil  the 
broth,  and  an  unsavory  committee  may  result  from 
too  many  opinions.  A committee  may  become  best 
known  for  its  Paralysis  Analysis  (PA)  or  Pro- 
crastination Quotient  (PQ).  Stupid  dickering  and 
bickering  may  reach  an  ultimateness  in  committee 
meetings.  All  too  often,  if  things  aren’t  going  well,  a 
study  committee  is  appointed  to  bring  in  a report, 
then  a committee  to  study  the  report,  then  a com- 
mittee with  power  to  act,  then  a committee  to  review 
the  action,  then  a committee  to  employ  a consultant 
to  study  the  matter  further,  then  a committee  to 
study  the  consultant’s  report,  and  the  whole  cycle  can 
start  again.  This  inefficient,  irresolute,  slow  method 
of  governing,  action  and  inaction,  seems  at  times  to 
be  inescapable  in  the  committee  system  and  can  be 
very  bad  indeed. 

Vast  numbers  of  ordinary  citizens  in  the  United 
States  have  served  on  some  kind  of  committee  one  or 
more  times  in  his  or  her  lifetime,  relating  to  schools, 
church,  neighborhood,  politics,  unions,  sports,  and 
such.  Probably  everyone  in  the  medical  world  has 
served,  additionally,  on  committees  related  to  his/her 
professional  work.  Some  of  the  experiences,  doubt- 
less, have  been  pretty  good,  some  pretty  bad.  The 
drollest — and  that’s  the  kindest  adjective  I can  think 
of — committee  that  it  ever  fell  my  lot  to  serve  on  was 
a hospital  space  committee,  some  years  ago  now. 
Anyone  who  knows  anything  about  hospitals  knows 
that  space  is  one  of  the  essentials  for  the  successful 
operation  of  a hospital  service.  It  was  an  important 
and  powerful  committee. 

The  chief  characteristic  of  the  chairman  was  an 
ability  to  string  together  series  of  impressive  sound- 
ing words  which,  when  examined  carefully,  could  not 
stand  analysis  as  to  their  cogency  and  too  often  had 
little  bearing — I refuse  to  use  the  word  relevance — on 
the  subject  at  hand.  Additionally,  his  beady,  bright 
eyes  would  fix  first  one  member  of  the  committee 
then  another,  and,  in  a ringing  voice,  emphasized  by 
a finger  stabbing  in  the  air,  cry  out,  “Right.”  One  of 
the  more  talkative  members  seemed  primarily  con- 
cerned with  reiterating  that  his  students  needed  space 
to  “do  their  thing”,  a “thing”  that  was  never  clari- 
fied. Each  of  us  was  requested  to  write  out  our  space 
requirements,  describe  the  way  the  space  would  be 
used,  and  then  defend  the  amount  of  space  asked  for. 
The  statements  were  to  be  distributed  a week  before 


the  next  meeting,  studied,  and  then  used  as  the  basis 
for  reasoned  discussion  and  decision.  Few  members 
conformed  to  the  request  at  all,  several  contributed  a 
thought  or  so,  but  one  prepared  an  excellent  report 
which  was  distributed  to  all  of  the  members.  In  the 
discussion  period  of  the  next  meeting  the  “do  their 
thing”  member  attacked  the  paper  freely  and  at  some 
length.  It  quickly  became  apparent  that  his  criticism 
was  unrelated  to  the  content  of  the  paper  distributed 
the  week  before,  and  when  challenged,  he  had  to 
confess  sheepishly  that  he  had  no  idea  what  was  in 
the  paper  for  he  had  not  read  it.  But  he  did  want  a 
place  for  his  students  to  “do  their  thing.”  The  com- 
mittee died  on  the  spot,  unmourned  and  unlamented. 
We  were  dismissed  and  never  called  together  again. 
It  was  the  complete  paradigm  of  the  necessary  evil  of 
democracy. 

An  effective  committee,  paradoxically,  may,  itself, 
thwart  one  of  the  purposes  of  a committee  structure, 
which  is  to  reflect  the  needs  and  wishes  of  as  many  of 
the  members  as  possible  by  maintaining  a cross  sec- 
tion of  the  membership  on  its  roster.  Members  of 
powerful  committees  may  succeed  themselves  year 
after  year;  chairmen  may  remain  in  office.  The  same 
names  and  faces  may  keep  turning  up  on  the  com- 
mittees that  run  things  and  on  the  slates  presented  by 
the  nominating  committee.  Sometimes  this  comes 
about  without  evil  intent,  even  inevitably.  Some 
members  of  an  organization  will  work;  some  either 
can’t  or  won’t.  Some  members  have  proven  ability 
and  judgment,  and  others  for  one  reason  or  another 
have  it  not  or  have  not  manifested  it.  It  makes  sense 
to  maintain  continuity  of  leadership  and  committees 
composed  of  individuals  of  proven  ability.  Things 
happen,  there  is  efficiency.  Nevertheless,  it  is  always 
disadvantageous  if  it  means  that  the  same  group  at- 
tains and  retains  power  for  its  own  advantage,  hides 
from  proper  accountability  in  the  shelter  of  anonym- 
ity, or  stultifies  the  development  of  other  leadership. 

Now,  after  these  discursive  thoughts  on  com- 
mittees and  participatory  governance,  we’ve  come 
full  circle:  Members,  be  aware  of  your  committees,  of 
the  content  of  their  reports,  and  of  action  taken.  Our 
Society  has  a fine  committee  structure  and  demo- 
cratic organization.  Let’s  keep  it  that  way  by  our  per- 
sonal involvement  in  its  affairs.  Committees  are  nec- 
essary. They  are  not  necessarily  evil. 

W.  T.  Thompson,  Jr.,  MD 


770 


VIRGINIA  MEDICAL/OCTOBER.  1979 


VOLUME  106 


VIRGINIA  MEDICAL  OBITUARY 


Edward  P.  Ambrose,  MD 

Dr.  Edward  P.  Ambrose,  Radford  general  practi- 
tioner, died  May  27  at  the  age  of  70.  A graduate  of 
the  University  of  Tennessee  medical  school.  Dr.  Am- 
brose trained  in  Virginia  at  the  New  Altamont  and 
Norfolk  General  Hospitals.  He  had  belonged  to  The 
Medical  Society  of  Virginia  59  years  and  was  a mem- 
ber also  of  the  American  Academy  of  Family  Physi- 
cians. 

Memoir  of  Wilhelm  Moll 
1920-1979 

By  H.  J.  Warthen,  Jr. 

The  sudden  death  of  Wilhelm  Moll,  JD,  on  the 
tennis  court  of  Boar’s  Head  Inn  on  Saturday,  June 
16,  leaves  a void  in  the  stalf  of  the  University  of  Vir- 
ginia School  of  Medicine  that  will  be  difficult  to  fill. 
He  was  born  in  Vienna,  Austria,  but  his  education 
was  obtained  in  this  country,  and  he  was  devoted  to 
the  University. 

He  was  graduated  from  Denison  University  in 
1943  and  received  a doctor  of  law  degree  from  the 
University  of  Chicago  in  1945.  Eleven  years  later  he 
obtained  a master  of  library  science  degree  from 
Catholic  University.  He  meanwhile  served  the  War 
and  State  Departments  in  Washington  and  Ger- 
many. 

Following  his  graduation  in  library  science,  he  was 
librarian  at  Indiana  University  and  later  at  the  Uni- 
versity of  Kentucky  Medical  Center.  In  1962  he  be- 
came director  of  the  Health  Sciences  Library  at  the 
University  of  Virginia.  Shortly  after  the  greatly  ex- 
panded and  architecturally  unique  library  was  com- 
pleted in  1975,  in  which  construction  he  played  a ma- 
jor role,  he  was  named  executive  director.  Earlier  in 
June  of  1979  he  was  given  additional  duties  as  execu- 
tive director  of  the  Health  Sciences  Communications 
Center. 

The  17  years  he  spent  in  Charlottesville  were  con- 
genial ones  for  him  and  most  fruitful  ones  for  the 
University.  The  history  associated  with  the  School  of 
Medicine  and  the  surrounding  area  had  great  appeal 


for  Dr.  Moll,  and  he  organized  a local  historical  so- 
ciety that  brought  speakers  of  renown  to  the  Univer- 
sity. He  also  was  active  in  the  Section  on  the  History 
of  Medicine  of  the  Richmond  Academy  of  Medicine 
and  served  in  a sense  as  a cultural  liaison  between 
these  medical  centers. 

Dr.  Moll  was  a member  of  state  and  national  li- 
brary associations,  the  Phi  Beta  Kappa  society,  and 
the  Boar’s  Head  Sports  Club. 

A memorial  service  was  held  at  the  Thomas  Jeffer- 
son Memorial  Unitarian  Church,  with  burial  at  Mon- 
ticello  Memorial  Park.  He  is  survived  by  his  wife, 
Mrs.  Margot  Weith  Moll,  and  a son,  Kenneth  C. 
Moll. 

William  R.  Graham,  MD 

Dr.  William  Randolph  Graham,  retired  Richmond 
allergist,  died  August  4 at  the  age  of  87. 

Born  and  reared  in  Suffolk,  Dr.  Graham  attended 
the  University  of  Richmond  in  the  early  1920s  and 
was  graduated  from  the  Medical  College  of  Virginia. 
He  interned  at  Johnston-Willis  Hospital,  Richmond; 
trained  in  Boston;  then  returned  to  Richmond  to 
practice  internal  medicine  with  the  late  Dr.  Warren 
T.  Vaughan.  Later  he  specialized  in  allergies. 

Dr.  Graham  had  been  a member  of  The  Medical 
Society  of  Virginia  for  52  years  and  belonged  also  to 
the  American  College  of  Physicians  and  the  Ameri- 
can Academy  of  Allergy. 

V.  Walter  Luethy,  MD 

Dr.  V.  Walter  Luethy,  who  had  practiced  in  the 
Hampton-Newport  News  area  since  1956,  died  Au- 
gust 22  in  a Hampton  hospital  after  a long  illness.  He 
was  57  years  old.  An  ear,  nose  and  throat  specialist. 
Dr.  Luethy  had  a medical  degree  from  the  University 
of  Wurzburg,  West  Germany,  and  had  trained  at  the 
University  of  Chicago  and  Columbia  University.  He 
had  belonged  to  The  Medical  Society  of  Virginia  for 
21  years  and  held  memberships  also  in  the  American 
and  International  Colleges  of  Surgeons  and  the 
American  Academies  of  Ophthalmology  and  Otolar- 
yngology and  Facial,  Plastic  and  Reconstructive  Sur- 
gery. 
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Chippenham  Hospital 


Tucker  Pavilion 

7101  Jahnke  Road  • Richmond,  Virginia  23225 


A full  range  of 
treatment... 


Air  Force.  A great  way  of  life 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff. 

In  addition  to  the  wide 
spectrum  ot  clinical  ex- 
perience you'll  gain,  you’ll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload.  The  type  of 
medicine  you  will  practice 
is  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 

Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today's 
physicians. 

For  complete  information 
contact: 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  VA  23225 
Call  collect: 

(804)  782-2127/29 
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WHO’S 

WHO 

INVIRGINIAMED1CINE 

While  other  doctors  are  scram- 
bling to  get  a handle  on  new  contin- 
uing education  requirements  (see 
page  755),  four  family  physicians  in 
Virginia’s  Northern  Neck  are  in 
place  and  ready  to  report.  They’ve 
been  ready  to  report,  in  fact,  for  24 
years,  for  it  was  in  1955  they  formed 
their  own  CME  program  that  is  still 
the  heart  of  their  learning. 

The  four  are  Dr.  C.  Leonard 
Booker  and  Dr.  J.  Motley  Booker, 
brothers  who  live  in  Lottsburg\  Dr. 
Melvin  B.  Lamberth,  Jr.,  of  Kilmar- 
nock; and  Dr.  Norman  R.  Tingle,  of 
Lively.  Lottsburg,  Kilmarnock  and 
Lively  are  all  on  the  neck  of  land 
that  stretches  into  the  Chesapeake 
Bay  between  the  Potomac  and  Rap- 
pahannock Rivers.  It  is  a sparsely 
settled,  quiet  world  of  salt  air  and 
marsh  grasses,  and  the  four  men  call 
themselves  country  doctors. 

But  they’re  definitely  not  backwa- 
ter types.  All  four  have  always  been 
frequenters  of  national  medical 
meetings;  and  it  was  at  the  Ameri- 
can Medical  Association  meeting  in 
Atlantic  City  in  1955,  to  which  they 
had  gone  as  a group,  that  Dr.  Mot- 
ley Booker  came  upon  an  exhibit  of 
the  Audio-Digest  Foundation  offer- 
ing tape  recordings  of  medical 
speeches,  seminars,  symposia,  and 
the  like.  No  sooner  had  he  shared 
the  discovery  with  the  others  of  the 
foursome  than  the  “BBLT  Audio- 
Digest  Club”  was  born.  When  the 
tapes  started  arriving  in  Virginia, 
the  Club  held  its  first  meeting,  and  it 
has  been  meeting  regularly  ever 
since,  on  the  third  Sunday  of  each 


month.  The  meetings  rotate  among 
the  homes  of  the  four  members.  At 
each  meeting  the  doctors  concen- 
trate for  two  hours  on  the  recordings 
(now  cassettes),  then  the  wife  in  the 
designated  home  serves  dinner  to 
the  doctors  and  the  other  wives. 
(“Fine  food,”  says  one  of  the  mem- 
bers. “The  ladies  really  lay  it  on.”) 
For  Drs.  B,  B,  L and  T,  the  Club 
has  become  a cherished  constant. 
“We’re  still  friends,”  says  Dr. 
Tingle,  “and  1 think  that  friendship 
has  come  to  mean  the  most  to  us. 
The  Audio-Digest  material  is  ex- 
cellent— and  believe  it  or  not,  the 
same  narrator  has  been  recording 
through  all  these  24  years!  And  we 
think  the  meetings  have  helped  our 
practices  a lot,  through  dialogue 
about  mutual  patients.” 

Early  on,  the  American  Academy 
of  Family  Practice  designated  the 
Club  for  CME  credit  hours,  and  the 
sessions  qualify  for  credit  now  un- 
der both  AMA  and  MSV  require- 
ments. For  additional  credits,  the 
four  doctors  still  swing  around  the 
country  to  prestigious  medical  meet- 
ings. But  they’re  perfectly  content, 
always,  to  come  back  to  their  very 
own  BBLT  Club. 


William  Rush  Whitman  Memo- 
rial Lecturer  at  the  Lewis-Gale 
Clinic,  Salem,  Virginia,  on  Novem- 
ber 7 will  be  Dr.  Richard  R.  Lower, 
chairman  of  the  Medical  College  of 
Virginia’s  Division  of  Thoracic  and 
Cardiac  Surgery.  His  topic  will  be 
“Current  Status  of  Cardiac  Trans- 
plantation”. Dr.  Robert  F.  Roth  is 
chairman  of  the  evening  program, 
in  which  the  American  Heart  Asso- 
ciation, Roanoke  Chapter,  is  coop- 
erating as  a benefit  for  both  the  As- 
sociation and  the  Lewis-Gale  Clinic 
Medical  Foundation. 

Reelected  chairman  of  the  Blue 
Shield  of  Virginia  board  of  directors 
at  a recent  meeting  was  Dr.  Thomas 
W.  Murrell,  Jr.,  Richmond  derma- 
tologist. Dr.  Anthony  J.  Munoz, 
Farmville  surgeon,  was  elected  vice 
chairman,  and  Dr.  Frank  W.  Gear- 
ing, Jr.,  Harrisonburg  radiologist, 
was  elected  a member  of  the  board. 

Dr.  Frank  C.  McCue,  Charlottes- 
ville, is  scheduled  to  participate  in 
the  program  of  the  21st  AMA  Con- 
ference on  the  Medical  Aspects  of 
Sports  to  be  held  January  12  in  San 
Antonio. 


The  BBLT  Club  meets:  clockwise  from  left.  Dr.  C.  Leonard  Booker,  Dr.  Melvin  B. 
Lamberth,  Jr.,  Dr.  Norman  R.  Tingle,  and  Dr.  J.  Motley  Booker. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  10(1  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road.  Richmond  V A 23221. 


MEDICAL  CLINIC  building,  Williamsburg,  Virginia,  ideal 
two-doctor  office,  approximately  1800  sq.  ft.  including  an  X 
ray  room,  adequate  parking,  available  December  1979.  Call 
H.  G.  Stokes,  MD,  (804)  253-5261  (office). 

VIRGINIA — Unique  opportunity,  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 

WHO  NEEDS  a crack  anesthesiologist?  Available  end  of 
1979.  Board  eligible,  presently  in  ob-gyn  anesthesia,  back- 
ground includes  three  years  pediatric  anesthesia.  Prefer 
Virginia  setting.  Home  phone:  (215)  388-1122. 


PHYSICIANS  WANTED 
RICHMOND  ENVIRONS 

Physician  to  work  four  or  five  hours,  one  or  two  af- 
ternoons or  evenings  per  week,  licensed  hospital 
resident  acceptable;  also  full-time  internist  or  gener- 
alist and  a semi-retired  physician.  JCAH  hospital 
nearby.  Send  curriculum  vitae  to  Box  20,  VIRGINIA 
MEDICAL,  4205  Dover  Road,  Richmond  VA  23221. 


FOR  RENT — Sandbridge  Beach  oceanside  cottage. 
Weekend  or  week.  October,  November;  April,  May.  Near 
Norfolk/Virginia  Beach  dining  and  entertainment.  3 bed- 
rooms. $35.  per  day,  $225.  per  week.  Call  (804)  464-3213. 

LOCUM  TENENS  wanted  in  Radiology.  Licensed  in  Vir- 
ginia, West  Virginia,  North  Carolina,  South  Carolina, 
Washington  DC.  Reply  to  Box  28,  VIRGINIA  MEDICAL, 
4205  Dover  Road,  Richmond  VA  23221. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Sports  Center  with  tennis, 
dining,  swimming.  Beautiful  golf  course.  Hiking,  horse- 
backriding. Skiing  starts  Dec.  15;  Treeloft  Village  located 
atop  major  slopes.  Rent  as  “guest  of  owner”.  Cali  (804) 
293-9121. 


MEDICAL  COLLECTIONS 
Ogden  Credit  Corporation  is  interested  in  collecting 
medical  and  hospital  accounts.  Nation-wide  cov- 
erage. For  full  details  and  rates  contact  Daniel  R. 
Hoffman,  Sales  Manager. 

OGDEN  CREDIT  CORPORATION 
160  Newtown  Road,  Suite  326,  Newtown  Square 
PO  Box  62482,  Virginia  Beach  VA  23462 
804/490-0575 


TO  RENT — Three  new  beach  cottages.  Long  fall  and  win- 
ter and  spring  weekends  (or  weeks).  Oceanfront,  magnifi- 
cent view  sea  to  sound.  Open  beach  for  miles.  Isolated.  Su- 
perb surf  fishing.  Heat  and  air  conditioning.  Four  to  five 
bedrooms,  sleeping  ten  to  twelve.  Superbly  furnished,  ex- 
cept linens.  Located  Avon,  North  Carolina,  3Vi  miles  north 
of  Cape  Hatteras  Light.  Contact  V.  Cofer,  MD,  5326  Edge- 
water  Drive,  Norfolk  VA  23508. 

OFFICE  SPACE  for  lease,  Charlottesville,  near  Court- 
house Square.  2 large  rooms,  bathroom,  closets.  Shared 
waiting  room,  foyer,  bathroom,  parking  lot  and  garden. 
Fine  restored  house,  130  years  old.  Other  tenants:  physi- 
cians, psychologist.  Ideal  small  office.  Contact  Dr. 
Ledyard,  211  East  High  Street,  Charlottesville  VA  22901. 

NORTH  CAROLINA — Family  Practice/Emergency  Med- 
icine. Unique  opportunity,  immediate  partnership  available. 
Rapidly  growing  practice.  Small  hospital,  rural  area,  two 
hours  to  Atlantic  beaches.  Start  at  $55,000  guarantee.  Un- 
limited growth.  Excellent  benefit  package.  Call  or  write 
about  this  excellent  opportunity:  Community  Physicians, 
Inc.,  113  Landmark  Square,  Virginia  Beach  VA  23452, 
(804)  486-0844. 


ATTENTION  PSYCHIATRISTS 

Established  modern  35-bed  Center  for  Care  and 
Treatment  of  mentally  ill  and  retarded.  Building  over 
8,000  sq.  ft.  Seven  plus  acres.  97%  plus  annual  occu- 
pancy rate.  Financing  available.  Selling  over  $40,000 
below  building,  land  and  contents  cost  due  to  other 
business  interests.  Fine  opportunity  for  doctor  want- 
ing guaranteed  income  plus  time  and  facilities  for 
outpatient  practice.  For  appointment  phone  (703) 
942-0505,  Waynesboro  VA. 
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The  following  paragraphs  were  excerpted  from  a 
speech  given  by  James  H.  Sammons,  MD,  Executive 
Vice  President  of  the  American  Medical  Association, 
on  March  22,  1979,  before  the  Council  of  the  Medical 
Society  of  the  State  of  New  York. 

I CANNOT  travel  around  the  country  and  try  to 
represent  the  doctors  of  this  country  and  make  a 
clear-cut  distinction  between  the  ones  that  are  mem- 
bers and  the  ones  that  are  not;  I wind  up  representing 
them  all.  And  I’ll  tell  you  very  frankly  I don’t  like 
representing  the  interest  of  non-members.  I am  big- 
oted, biased,  and  prejudiced  and  I am  proud  of  all 
three,  because  all  three  of  them  say  that  doctors 
ought  to  be  a part  of  the  federation — the  professional 
club  of  medicine.  Nobody  else  in  this  country  has 
lifted  a finger  to  protect  the  public  interest  and  the 
interest  of  physicians  in  this  country  like  the  federa- 
tion has. 

Let  me  waltz  you  through  some  numbers.  There 
are  a little  over  400,000  doctors  of  medicine  living  in 
the  United  States;  392,000  of  them  profess  to  be  ac- 
tively engaged  in  the  practice  of  medicine.  Of  that 
number  60,000  are  residents  (they  are  MD’s  too,  you 
know).  There  are  about  35,000  full-time  research 
physicians,  who  do  not  render  patient  care.  If  you 
add  that  up,  there  remain  about  300,000  doctors  in 
this  country  who  are  delivering  some  form  of  patient 
care  on  a daily  basis.  Of  those  physicians,  155,000 
were  active  members  of  the  AMA  last  year.  We  had 
another  15,000  resident  members,  and  when  we 
added  the  dues-exempt  members,  our  total  number 
of  members  was  about  202,000.  That  is  not  nearly 
enough.  It  offends  me  as  a dues-paying  member  of 
the  AMA;  and  I am.  I’m  also  a dues-paying  member 
of  the  Chicago  Medical  Society,  the  Illinois  State 
Medical  Society,  the  American  Academy  of  Family 
Physicians,  the  Illinois  Academy  of  Family  Physi- 
cians, and  the  Chicago  Academy  of  Family  Physi- 
cians. I write  out  a check  for  $1150  every  year.  It  of- 
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fends  me  that  half  of  the  physician  population  of  this 
country  is  getting  a free  ride.  If  I thought  they 
couldn’t  afford  it,  I might  be  sorry  enough  for  them 
to  say,  “Well,  let’s  give  it  to  them”;  but  1)  they  can 
afford  it,  2)  one  of  the  big  problems  is  we  have  not 
asked  them. 

Across  this  country  for  some  30  years  there  has 
been  a habit  pattern  that  if  a doctor  did  not  pay  his 
dues  to  the  county  society  in  any  given  year,  he  was 
never  invited  back.  Think  about  that  for  a while.  No- 
body ever  said,  “Come  on,  Henry,  put  your  money 
up,  get  back  in  the  club.  You  have  no  business  being 
outside.”  We  just  let  them  go  as  though  we  didn’t 
need  them,  didn’t  want  them,  and  didn’t  care.  In  this 
country,  60,000  doctors  belong  to  state  and  county 
medical  societies  but  do  not  belong  to  the  AMA,  and 
150,000  doctors  don’t  belong  to  anything.  We  can’t 
survive  under  that  arrangement  for  very  much 
longer.  The  cost  of  doing  business  today  is  much  too 
high  for  that  kind  of  attitude. 

I spent  three  days  in  Washington  last  week  testi- 
fying before  two  Senate  committees.  I’m  going  back 
to  Washington  Sunday  to  testify  before  the  House 
Ways  and  Means  Committee.  Tom  Nesbitt  is  staying 
over  and  will  be  testifying  on  Thursday  before  the 
Senate  Finance  Committee.  There  are  weeks  when 
we  literally  commute.  The  legions  of  people  who 
would  like  to  take  over  this  profession  are  not  de- 
creasing in  size.  They  are  getting  more  sophisticated 
in  their  proposals  for  doing  it. 

The  administration  worked  out  a very  neat  little 
arrangement  in  its  hospital  cost  containment  bill.  In 
one  fell  swoop  it  could  put  52%  of  the  hospitals  that 
have  half  of  the  beds  and  deliver  slightly  over  half  of 
the  care  in  this  country  right  under  its  thumb.  They 
set  it  up  so  that  everyone  in  Congress  who  had  a ru- 
ral hospital  could  go  home  and  say,  “But  I got  you 
exempted.”  There  isn’t  a teaching  hospital  in  this 
country  that  can  continue  to  operate  if  HEW  really 
enforces  the  original  Social  Security  law. 


The  secretary  of  HEW  now  says  there  are  too 
many  doctors  in  the  country,  and  that’s  why  we  have 
the  price  increases.  He  will  use  the  power  of  the  fed- 
eral buck  to  force  medical  schools  to  reduce  their  en- 
rollment. Of  course,  the  Chairman  of  the  Federal 
Trade  Commission  says  exactly  the  opposite — there 
are  not  enough  doctors  in  the  country,  and  that  is 
why  we  have  the  escalation  in  the  cost  of  care. 

We  are  fighting  with  the  Federal  Trade  Commis- 
sion on  three  different  fronts  over  your  rights  to  con- 
tinue to  practice  medicine  as  we  know  it  and  think 
best.  One  of  those  fights  revolves  around  the  entire 
certification  system  in  graduate  medical  education. 
The  Commission’s  expressed  desire  is  to  eliminate 
board  certification. 

Now  I’m  dumb  enough  to  think  those  are  very  se- 
rious problems,  and  I don’t  believe  they  will  go  away 
between  now  and  this  time  next  week,  or  next  month, 
or  next  year,  and  maybe  never.  The  Federal  Trade 
Commission  hired  186  newly  graduated  lawyers  last 
year  for  the  sole  purpose  of  pursuing  medicine  and 
law  as  targets. 

The  time  has  come  when  we  had  better  reevaluate 
our  approach  to  these  problems.  If  we  don’t,  then  we 
will  lose  by  default,  because  we  simply  cannot  build 
a big  enough  base  to  carry  the  load.  My  lawyers  tell 
me  the  AMA  ought  to  be  an  organization  of  organi- 
zations. Every  state  medical  society  ought  to  be  a 
member  and  pay  a yearly  annual  check  to  cover  its 
membership.  You  can  call  that  unified,  mandatory, 
anything  you  want  to,  but  from  the  legal  point  of 
view  as  an  affiliated  federation,  that’s  what  the  AMA 
is,  an  organization  of  organizations. 

Almost  50%  of  the  practicing  physicians  in  this 
country  do  not  help  pay  for  the  work  the  AMA  does, 
the  work  that  I do,  and  do  not  help  work  at  it.  I’m 
tired  of  that,  and  I hope  you’re  tired  of  that.  Let’s  see 
if  we  can  put  together  a package  that  brings  those 
physicians  back  to  the  table  with  the  rest  of  us,  not 
only  to  help  pay  for  it  but  to  help  work  at  it.  ■ 
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Charlotte  T reatment  Center 

“OPERATED  BY  PEOPLE  WHO  CARE”  — IN  CHARLOTTE,  NORTH  CAROLINA 


At  the  Charlotte  Treatment  Center  we  be- 
lieve that  those  who  suffer  from  the  treat- 
able disease  of  alcoholism,  and  their  fami- 
lies, are  entitled  to  the  same  treatment 
and  loving  care  as  those  suffering  from 
any  other  disease. 

We  offer  a full  range  of  alcoholism  medi- 
cal and  counseling  services,  including  a 
full  time  Physician,  a Psychiatrist  Consul- 
tant, a professional  staff  of  Registered 
Nurses,  a Pharmacist  and  a professional 
counseling  staff,  most  of  whom  have  es- 
tablished excellent  track  records  in  recov- 
ery themselves.  We  also  provide  diagnos- 
tic facilities  within  the  hospital  to  provide 
for  on  the  spot  testing,  quick  results,  and 
a prompt  diagnosis.  We  provide  individual 
and  group  counseling  for  the  alcoholic 
and  the  family,  and  a structured  program 
of  aftercare  which  seeks  to  insure  long- 
term, stable  recovery  through  intensive  in- 


volvement in  Alcoholics  Anonymous  and 
Al-Anon  Family  Groups. 

The  Center  is  a private,  non-profit  corpo- 
ration dedicated  to  providing  effective 
treatment  at  a reasonable  cost — treat- 
ment which  will  restore  the  sick  alcoholic, 
and  the  family  of  the  alcoholic,  to  sober, 
happy  and  rewarding  lives. 


Jamie  Carraway  Rex  R.  Taggart,  M.D. 

Executive  Director  Medical  Director 


CHARLOTTE  TREATMENT  CENTER,  P.  O.  BOX  240197,  1715  SHARON  ROAD  WEST,  CHARLOTTE,  N.C.  2*224 


FOR  INFORMATION  CALL  (704)  S54-0285 
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Thank  You, 

Doctor  Mapp! 

I wish  to  commend  you  and  your  associates  for  the 
interesting  reading  you  produce  in  Virginia  Medi- 
cal. The  scientific  and  special  articles  make  it  wel- 
come every  month.  Most  recently  I enjoyed  your  edi- 
torial, “1779-1979”',  and  “Arthur  Lee”  by  Doctor 
Trice,2  as  well  as  Doctor  Dietrick’s  article  on  prac- 
ticing in  Korea3.  I applaud  Dr.  Merritt  Foster  for  the 
beautiful  memorial  to  Finley  Gayle4;  he  writes  better 
than  Admiral  Michener  in  Chesapeake! 

John  R.  Mapp,  MD 

Northampton-Accomack  Memorial  Hospital 
Nassawadox  VA  23413 

1.  Thompson  WTjr:  July  4,  1779-July  4,  1979.  Va  Med 
106:550-553,  1979 

2.  Trice  ER:  Arthur  Lee:  Virginia  physician.  Revolution- 
ary patriot.  Va  Med  106:510-513,  1979 

3.  Dietrick  RB:  A Virginia  surgeon  practices  in  Korea.  Va 
Med  106:580-584,  1979 

4.  Foster  MWjr:  Memoir  of  Robert  Finley  Gayle  III, 
1922-1979.  Va  Med  106:621-622,  1979 

Rich  Memories 
In  a Quaint  Term 

I saw  Dr.  John  A.  Martin’s  letter  in  VIRGINIA 
Medical  for  July'.  I agree  with  him  entirely  that  the 
use  of  the  word  “dye”  for  contrast  material  is  not 
only  inappropriate  but  obnoxious,  and  I agree,  too, 
that  “shadows”  are  never  cast  by  photons. 

However,  the  phrase  “flat  plate”  is  simply  a some- 
what quaint  term  that  reminds  us  of  the  days  when 
our  predecessors  captured  information  on  glass 


rather  than  plastic  (and  worked  very  hard  with  that 
inherently  fragile  material). 

Those  of  us  who  are  lucky  enough  to  have  seen 
with  our  own  eyes  the  beautiful  results  achieved  on 
that  difficult  form  are  the  richer  for  it,  and  I think 
that  the  residual  reminder  for  our  younger  colleagues 
in  the  use  of  the  term  “flat  plate”  is  rather  a pleasant 
archaism. 

Richard  G.  Lester,  MD 

Chairman,  Department  of  Radiology 
University  of  Texas  Health  Science  Center 
6431  Fannin,  Houston  TX  77030 

1.  Applause,  applause  for  “Unfavorite  Things”.  Va  Med 
106:493-494,  1979 

President  Davis’ 

Writing  Is  Praised 

I have  just  finished  reading  and  enjoying  Doctor 
Davis’  editorial,  “Class  of  Men  Above  the  Common 
Herd”,  in  the  June  issue  of  Virginia  Medical'.  I 
think  this  article  contains  a great  deal  of  most  timely 
advice  to  the  practicing  physicians  in  Virginia.  I con- 
gratulate Doctor  Davis  for  writing  it  and  am  glad 
that  it  was  published  in  the  journal. 

William  R.  Watkins,  MD 

1 129  North  Main  Street 
South  Boston  VA  24592 

1.  Davis  CEjr:  “Class  of  men  above  the  common  herd”. 
Va  Med  106:418-419,  1979 

Doctor  Davis  writes  very,  very  well,  and  he  is  cer- 
tainly to  be  congratulated  on  using  his  office  as  Presi- 
dent of  The  Medical  Society  of  Virginia  to  speak  out 
on  important  matters.  I have  enjoyed  everything  he 
has  written,  especially  the  editorial  on  the  philosophy 
of  medical  practice  and  its  economics  in  the  June  is- 
sue. 

Monford  D.  Custer,  Jr.,  MD 

20  South  Stewart  Street 
Winchester  VA  22601 


The  Editors  are  acutely  distressed  that  the 
names  of  two  Virginia  physicians  were  spelled 
incorrectly  in  the  September  1979  issue  of  Vir- 
ginia Medical.  They  are  Dr.  Joseph  H.  Call- 
icott,  Jr.,  and  Dr.  Richard  J.  Duma,  whose  sig- 
nal research  in  the  field  of  primary  amebic 
meningoencephalitis  was  cited  in  the  article  on 
that  disease  on  pages  670-673.  The  Editors 
apologize  to  Dr.  Callicott  and  Dr.  Duma. 
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LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


Anesthesiology 

Leigh  O.  Atkinson,  M.D 
George  P Baron,  M.D. 

Arthritis  and  Rheumatology 

William  M Blaylock,  M.D 

Cardiology 

David  S.  Miller  II,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 
Emergency  and 
Industrial  Department 

E.  Wilson  Watts,  M.D 
Benjamin  N.  Jones,  M.D 
John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D 
Robert  O.  McGuffin,  M.D. 
Darrell  F Powledge,  M.D 

Family  Practice 

Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D 
William  C.  Crow,  Jr.,  M.D 
Preston  H Edwards,  M.D 
Samuel  N.  Smith,  M.D. 

General  Surgery 

W.  Langley  Sibley,  M.D. 
Emeritus 

W.  R.  Whitman,  Jr.,  M.D. 
William  L.  Sibley,  III,  M.D. 
Edwin  L.  Williams,  II,  M.D. 
George  R Shumate,  M.D 


Hematology  and  Oncology 

J.  Milton  Miller,  M.D. 

Pulmonary  Disease 

James  A.  Witten,  M.D 

Internal  Medicine 

Robert  F Bondurant,  M.D. 
Frank  Alton  Wade,  M.D 
George  H.  Wall,  M.D. 

J.  Milton  Miller,  M.D 
David  S.  Miller,  II,  M.D. 
Michael  J.  Moore,  M.D 
William  M Blaylock,  M.D 
James  A.  Witten,  M.D. 

E.  Blackford  Noland,  Jr.,  M.D. 
Myron  S.  Levey,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

Obstetrics  and  Gynecology 

Garrett  G.  Gooch,  III.  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 
Thomas  M.  Winn,  Jr.,  M.D 
Alvin  J.  Hurt,  M.D. 

Richard  V.  Forth,  M.D. 

Orthopaedic  Surgery 

Richard  H Fisher,  M.D 
Alonzo  H Myers,  Jr.,  M.D 
S.  Curtiss  Mull,  M.D. 


CLINIC,  INC. 

SALEM.  VIRGINIA  24153 
(703)  774-9241 


Gastroenterology 

George  H.  Wall.  M.D. 

Otolaryngology 

J.  Bruce  Hagadorn,  M.D 

Pediatrics 

Thomas  J.  Humphries,  M.D. 
John  T.  Walke,  M.D. 

W.  P Wiltsee  Young,  M.D. 

F Joseph  Duckwall,  M.D. 
William  J.  Kagey,  M.D. 

Plastic  and  Reconstructive  Surgery 

Warren  L.  Moorman,  M.D 
Robert  F.  Roth,  M.D 

Radiology  and  Nuclear  Medicine 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D 
Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D 
J.  William  Barnard,  M.D. 
James  A Walsh,  M.D. 

Thoracic  and  Vascular  Surgery 

William  L.  Sibley,  III,  M.D. 
Edwin  L.  Williams,  II,  M.D. 
George  R.  Shumate,  M.D 

Urology 

Thomas  S.  R.  Ward,  M.D 
Jeffrey  S Jones,  M.D. 


Satellite  Clinics  in  Fincastle,  Poages  Mill,  and  West  Salem.  For  information:  Darrell  D.  Whitt,  Administrator. 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 


Make  your  Williamsburg 
meeting  the  best  in  history. 

We  can  revolutionize  your  meeting  plans  for  up  to  500  with  everything  from  personalized  service 
to  video  tape  equipment,  lighted  tennis,  saunas,  live  entertainment,  and  nearby  golf— all  just  two  min- 
utes from  Colonial  Williamsburg  and  The  Old  Country/Busch  Gardens.  For  free  planning  booklet, 
write  John  I.  Corbin,  Box  KE,  Williamsburg,  Va.  23185.  Or  call  collect:  804-220-2250. 
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MEETINGS 


November  28-30 

6th  Annual  Recent  Advances  in  Clinical  Medicine  Post- 
graduate Course  (University  of  Virginia  Department  of  In- 
ternal Medicine/Office  of  CME),  Charlottesville.  Dr.  Merle 
A.  Sande,  Department  of  Internal  Medicine,  or  Mrs.  Ann 
Heflin,  (804)  924-2042. 

December  1 

Nutritional  Management  and  Metabolic  Care  of  the  Seri- 
ously III  Patient  (Fairfax  Hospital  Association),  George 
Mason  University,  Fairfax  City,  Virginia.  8 hrs.  Cat.  I.  Fee, 
$50.  Mrs.  Shirley  Kerzaya,  Fairfax  Hospital,  3300  Gallows 
Rd„  Falls  Church  VA  22046,  (703)  698-3785. 

December  I 

7th  Annual  Geriatrics  Symposium  (Johns  Hopkins  School 
of  Medicine),  Baltimore  City  Hospital.  5Vi  hrs.  Cat.  I.  Fee, 
$40.  Program  Coordinator,  720  Rutland  Ave.,  Baltimore 
MD  21205,  (301)955-5880. 

December  5-7 

Critical  Care  Gastroenterology  (American  College  of  Phy- 
sicians and  University  of  South  Florida),  Lake  Buena 
Vista,  Florida.  Registrar,  ACP,  4200  Pine  St.,  Philadelphia 
PA  19104. 

December  5-9 

4th  Southeastern  Conference  on  Alcohol  and  Drug  Abuse 

(Peachford  Hospital  and  American  Medical  Society  on  Al- 
coholism), Downtown  Marriott  Hotel,  Atlanta.  27  hrs.  Cat. 
I.  Dr.  Conway  Hunter,  2151  Peachford  Road  NE,  Atlanta 
GA  30338,  (404)  455-3200. 

December  6-7 

Medical  Knowledge  Self-Assessment  Program  (Medical 
College  of  Virginia),  Hyatt  House,  Richmond.  Dr.  Albert  J. 
Wasserman,  Box  284,  MCV  Station,  Richmond  VA  23298, 
(804)  786-9709. 

December  7 

R.  Carl  Bunts  Memorial  Lectureship  in  Urology  (Division 
of  Urology,  Medical  College  of  Virginia),  George  B.  John- 
ston Auditorium,  Richmond.  6 hrs.  Dr.  Warren  W.  Koontz, 
Jr.,  Box  176,  MCV  Station,  Richmond  VA  23298,  (804) 
786-9331. 

December  7-8 

10th  Annual  Otolaryngology  Conference  for  Family  Physi- 
cians (University  of  Tennessee),  Memphis.  Dennis  K. 
Wentz,  800  Madison  Ave.,  Memphis  TN  38163,  or  Ms. 
Grace  Wagner,  (901)  528-5547. 

December  7-9 

Neurological  Problems  of  Infancy  and  Childhood  (Divi- 


sions of  Child  Neurology  of  the  University  of  Virginia, 
Medical  College  of  Virginia,  and  Eastern  Virginia  Medical 
School),  Williamsburg.  12  hrs.  Cat.  I.  Dr.  James  E.  Ether- 
idge, 855  W.  Brambleton  Ave.,  Norfolk  VA  23510,  (804) 
446-5271. 

January  3-10 

Challenging  Critical  Care  Problems  (University  of  Ken- 
tucky), Marco  Island,  Florida.  30  hrs.  Cat.  I.  Fee,  $325. 
Frank  R.  Lemon,  University  of  Kentucky,  Lexington  KY 
40536. 

January  7-11 

Workshops  in  the  Pathophysiology,  Diagnosis  and  Treat- 
ment of  Electrolyte  and  Acid-Base  Disorders  (University 
of  Pennsylvania),  Philadelphia.  AMA  accredited.  Zalman 
S.  Agus,  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia. 

January  12-15 

33rd  Winter  Scientific  Meeting  of  the  American  Medical 
Association,  San  Antonio,  Texas.  Frank  Chappell,  (312) 
751-6606,  or  AMA  Dept,  of  Scientific  Assembly,  535  N. 
Dearborn  St.,  Chicago  IL  60610. 

January  14-17 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 
Anatomy  (Medical  College  of  Virginia),  Richmond.  40  hrs. 
Cat.  I.  Dept.  CME,  Box  48,  MCV  Station,  Richmond  VA 
23298, (804) 786-0496. 


Due  Soon:  First  CME  Reports 
For  Members  Whose  Names  Begin  A-G 

Effective  the  calendar  year  1979,  “all  active  mem- 
bers of  The  Medical  Society  of  Virginia  shall  com- 
plete a minimum  of  90  hours  (30  of  which  must  be 
Category  I)  of  approved  continuing  medical  educa- 
tion every  three  years”. 

For  purposes  of  reporting  these  CME  hours,  the 
active  membership  has  been  divided  into  three 
groups  according  to  the  first  letters  of  their  sur- 
names. 

Those  members  whose  last  names  begin  with  the 
letters  A through  G must  complete  30  hours  (10  of 
which  must  be  Category  I)  by  January  1,  1980.  Their 
reports  must  be  filed  no  later  than  March  1,  1980. 

For  further  information  write  Dr.  Kinloch  Nelson, 
CME  Coordinator,  The  Medical  Society  of  Virginia, 
4205  Dover  Road,  Richmond  VA  23221. 
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Oral  Suspensi 


250  mg.  /5  r 
100  and  200 
sizes 


125  mg./5  ml. 
60,  100,  and 
200-ml.  sizes 


Pediatric  Drops 


100  mg. /ml. 
10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Histoiy,  Objectives,  and  Procedure  of  the 
MSV  Continuing  Medical  Education  Program 

The  Commission  on  Continuing  Medical  Education, 

Charles  L.  Crockett,  Jr.,  MD,  Chairman,  and 
Kinloch  Nelson,  MD,  Coordinator 


History 

In  1972  the  Council  of  The  Medical  Society  of  Vir- 
ginia endorsed  the  development  of  a plan  for  contin- 
uing medical  education  and  appointed  a committee 
to  provide  such  a plan.  In  October  1973  the  Commis- 
sion on  Continuing  Medical  Education  (CCME)  was 
established.  This  was  composed  of  representatives 
from  the  Society  and  Virginia’s  three  medical 
schools.  It  was  responsible  for  designing  a statewide 
system  of  CME  to  meet  the  needs  of  the  Society’s 
members.  The  Commission’s  plan  was  adopted  by 
the  House  of  Delegates  in  November  1974. 

In  February  1975  a director  of  continuing  medical 
education  was  employed.  The  accreditation  and  cer- 
tification committees  were  created. 

On  March  5,  1976  The  Medical  Society  of  Virginia 
continuing  medical  education  accreditation  program 
was  granted  full  approval  for  a period  of  four  years 
by  the  American  Medical  Association’s  Council  on 
Medical  Education. 

On  July  1,  1977  the  Liaison  Committee  on  Contin- 
uing Medical  Education  (LCCME)  became  the  na- 
tional accrediting  organization. 

The  House  of  Delegates,  at  a special  meeting  in 
Richmond  on  September  17,  1977,  decided  that 
membership  in  the  Medical  Society,  after  January  1, 
1979,  would  depend  on  the  completion  “of  a mini- 
mum of  ninety  hours  of  approved  continuing  medi- 
cal education  (CME)  each  three-year  reporting  pe- 
riod. . . and  that  “one-third  of  the  number  of  hours 
of  CME. . .achieved  in  any  report  period  must  qual- 
ify as  Category  1 1 hours. . . The  balance  of  the  hours 
may  be  distributed  among  Categories  II — VI'  in  any 
manner  the  member  may  select.” 

In  November  1978  the  House  of  Delegates  di- 


rected that  the  Commission  consist  of  the  Com- 
mittees on  Certification,  Accreditation  and  Scientific 
Programs. 

On  July  25,  1979,  the  AM  A withdrew  from  the 
LCCME  and  resumed  its  previous  responsibility  for 
the  voluntary  accreditation  of  continuing  medical 
education,  and  decided  that  the  state  medical  associ- 
ations will  be  recognized  as  the  accrediting  bodies  for 
institutions  and  organizations  providing  local  and  in- 
trastate programs  of  continuing  medical  education. 

Definition 

“Continuing  medical  education  is  composed  of 
any  education  or  training  which  serves  to  maintain, 
develop  or  increase  the  knowledge,  interpretive  and 
reasoning  proficiencies,  applicable  technical  skills, 
professional  performance  standards  or  ability  for  in- 
terpersonal relationships  that  a physician  uses  to  pro- 
vide the  service  needed  by  patients  or  the  public.”2 


CME  Credit  Categories 

• I.  CME  activities  with  accredited  sponsorship. 

These  must  be  sponsored  or  co-sponsored  by 
an  organization  accredited  for  continuing  med- 
ical education  by  the  Commission  or  the  AMA 
and  comply  with  the  definition  of  a planned 
program  for  CME. 

• II.  CME  activities  with  non-accredited  sponsor- 

ship. 

• III.  Medical  teaching. 

• IV.  Papers,  publications,  books,  presentations,  and 

exhibits. 

• V.  Non-supervised  individual  CME  activities. 

• VI.  Other  meritorious  learning  experiences. 
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Authority 

On  July  25,  1979,  the  AMA  resumed  responsibility 
for  the  accreditation  of  continuing  medical  education 
through  a Committee  on  Accreditation  of  Contin- 
uing Medical  Education  of  the  Committee  on  Medi- 
cal Education,  and  delegated  to  the  state  medical  as- 
sociations the  authority  for  accreditation  of 
institutions/organizations  providing  local  and  intra- 
state programs. 

The  Commission  on  Continuing  Medical  Educa- 
tion is  The  Medical  Society  of  Virginia’s  CME  ac- 
crediting body. 

Objectives  of  the  Commission 

The  aims  of  the  Commission  are  to  make  effective 
continuing  medical  education  available  to  every  phy- 
sician in  Virginia,  and  to  carry  out  the  directives  of 
the  House  of  Delegates  as  they  relate  to  CME. 

Implementation  of  these  objectives  has  two  fea- 
tures: accreditation,  assuring  that  the  organization/ 
institutions  are  able  to  offer  quality  CME  programs; 
and  certification,  attesting  that  the  physician  has  met 
the  requirements  for  CME. 

Support 

The  Commission  is  supported  from  the  general 
funds  of  The  Medical  Society  of  Virginia. 

Modus  Operandi  of  CME 

Objectives.  The  fundamental  aims  of  CME  are  im- 
provement in  patient  care  and  the  public  health. 
Courses  or  programs  should  have  specific  stated 
goals  based  on  predetermined  needs  and  chosen  from 
the  following  broad  categories: 

• Change  in  attitude  and  approach  of  the  learner 
to  the  solution  of  medical  problems. 

• Correction  of  out-dated  knowledge. 

• The  explication  of  new  knowledge  in  specific 
areas. 

• The  introduction  to  and/or  mastery  of  specific 
skills  and  techniques. 

• Favorable  influence  on  habits  of  the  learner3. 

Administration  and  Budget.  The  CME  program 

should  be  under  the  direction  of  a committee  on 
medical  education  which  is  broadly  representative  of 
the  organization  concerned.  The  director,  under  this 
committee,  should  be  appointed  by  the  governing 
body;  be  paid  as  the  DME;  serve  more  than  one  year; 
have  the  time  to  plan,  develop,  oversee  and  assess  the 
programs;  be  provided  with  adequate  budget,  per- 
sonnel, space  and  equipment. 

Needs  Assessment.  Programs  should  try  to  meet 
specific  needs.  These  may  be  1)  presumed — the  com- 
mittee and/or  the  director  decide  that  the  profes- 


sional group  needs  to  be  informed;  2)  Expressed — the 
staff  indicates  their  need  for  a program  on  some  sub- 
ject; 3)  Demonstrated  —Medical  audit,  utilization  re- 
view, peer  review,  medical  record  study,  etc.,  indicate 
the  need  for  some  particular  program. 

The  Individual  Program:  Category  I. 

1)  Content.  The  program  should  be  designed  to 
meet  some  identified  need  “in  the  scope  and  depth 
that  is  appropriate  for  the  intended  audience  and 
that  is  planned,  administered,  and  evaluated  in  terms 
of  educational  objectives  that  define  a level  of  knowl- 
edge or  a specific  performance  skill  to  be  attained.'" 

2)  Methods.  The  method  used  will  vary  with  the 
objective  set.  Didactic  lectures,  panel  discussion, 
question  periods,  case  presentations,  bedside  rounds, 
performance  under  supervision,  department/service/ 
section  meetings,  journal  club,  clinical  pathologic 
conferences,  or  patient  management  problem-solving 
may  be  the  most  desirable  method  at  the  time.  Active 
participation  of  the  learner  is  generally  regarded  as  a 
must. 

3)  Faculty.  Faculty  should  be  selected  for  their 
known  ability  to  conduct  programs  in  such  a way  as 
to  meet  the  objectives.  Their  performance  should  be 
systematically  evaluated  by  those  responsible  for  the 
programs  and  by  the  audience. 

4)  Facilities. 

• Are  meeting  areas  adequate? 

• Is  there  a working  PA  system?  A pointer? 

• Are  lanterns,  motion  pictures,  television  and  op- 
erators for  same  available? 

• Can  the  instructor’s  slides  be  read? 

Evaluation4.  This  most  difficult  aspect  of  CME 

should  be  based  on  the  originally  specified  objectives 
of  the  individual  program.  The  ultimate  test  of  its  ef- 
fectiveness is  its  impact  on  physician  performance 
and,  thus,  on  the  quality  of  patient  care  rendered. 
Methods  of  evaluation  range  from  attendence  rec- 
ords to  performance  testing.  Perfect  methods  of  eval- 
uation have  not  yet  been  devised. 

The  Commission  encourages  experimentation  by 
accredited  providers  in  developing  effective  ways  of 
evaluating  CME  endeavors. 

A Category  I program  should  attempt  evaluation 
in  terms  of  its  impact  on  patient  health  status  and/or 
physician  competence. 

Physician  competence  is  composed  of  at  least  the 
following  five  variables  in  some  combination:  factual 
knowledge,  technical  skills,  interpersonal  skills,  clini- 
cal judgment  and  attitudes.  Measurement  of  one  or 
more  of  these  variables  should  be  attempted  at  least 
once  before  and  once  again  after  CME  to  assess  ef- 
fectiveness. 

Factual  knowledge  can  be  measured  by  oral  exam- 
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mations,  multiple  choice  examinations  or  patient 
management  problems.  Technical  skill  can  be  mea- 
sured by  direct  observation  and  simulation.  Inter- 
personal skill  can  be  measured  by  direct  observation 
and/or  video  tape  recording.  Clinical  judgment  can 
be  measured  by  patient  management  problems,  sim- 
ulation, or  direct  observation.  Attitudes  can  be  mea- 
sured by  attitude  scales. 

Accreditation  and  Reaccreditation 

The  Commission  evaluates  organizations  and  in- 
stitutions. It  does  not  appraise  individual  programs. 

Purpose.  The  purpose  of  accreditation  is  to  assure 
that  institutions/organizations  are  capable  of  provid- 
ing quality  CME,  acceptable  to  The  Medical  Society 
of  Virginia  and  the  AMA. 

Eligible  Organizations.  Medical  institutions  and 
educational  organizations  eligible  for  accreditation 
are  those  whose  “principal  activities  are  the  educa- 
tion of  personnel  in  a medical  or  medically-related 
field,  or  are  concerned  with  any  aspect  of  patient 
care,  medical  research,  medical  administration,  or 
public  health. 

“Individual  physicians  and  commercial  organiza- 
tions concerned  with  medical  publicity,  the  prepara- 
tion, distribution,  or  evaluation  of  educational  mate- 
rials or  tests,  the  manufacture,  distribution,  or  sale  of 
pharmaceutical,  medical  equipment,  or  a medical 
service,  or  the  marketing  of  travel,  hotel,  or  recrea- 
tional services  are  not  considered  medical  organiza- 
tions. 

“An  educational  institution  is  one  that  is  formally 
recognized  for  its  training  programs  and  has  com- 
petencies for  training  in  medicine,  the  allied  health 
professions,  or  medically  related  organizations.”5 

Procedure.  1)  The  organization  makes  appli- 
cation to  the  Commission  and  completes  the  appli- 
cation form.  2)  The  organization  is  sent  and  com- 
pletes the  pre-survey  questionnaire.  3)  Surveyors 
from  the  Commission  make  a site  visit.  4)  The  survey 
team  reports  to  the  applicant  and  the  Accreditation 
Committee.  The  Accreditation  Committee  reports  to 
the  Commission.  5)  The  Commission  decides  for  or 
against  accreditation;  if  the  decision  is  unfavorable 
the  organization  is  advised  as  to  how  to  overcome  its 
deficiencies.  6)  The  Commission  notifies  the  AMA  of 
its  decision. 

Types  of  Accreditation.  1)  Provisional.  This  type 
accreditation  will  be  granted  to  all  favorably  consid- 
ered new  (non-accredited)  applicants  regardless  of 
whether  or  not  they  have  previously  conducted  CME 
programs.  “The  effective  date  of  the  accreditation 
will  be  the  date  of  the  site  survey  which  served  as  the 
basis  for  the  accreditation  action.” 


Such  organizations/institutions  will  be  resurveyed 
after  an  appropriate  length  of  time  to  determine 
whether  or  not  they  have  been  able  to  comply  with 
the  “Essentials”. 

2)  Accreditation.  Full  accreditation  will  be 
granted:  when  the  organization/institution  has 
shown  its  capacity  to  comply  with  the  “Essentials” 
during  the  provisional  period — one  to  two  years; 
when  an  already  accredited  group  has  been  favorably 
resurveyed  after  four  years;  and  when  the  defi- 
ciencies in  a program  on  probation  have  been  over- 
come, as  determined  by  resurvey  in  one  year. 

3)  Probationary  Accreditation.  This  classification 
applies  when  an  accredited  organization/institution 
has  developed  a deficiency  or  deficiencies  of  suf- 
ficient degree  that  accreditation  is  jeopardized. 

4)  Non-accreditation.  This  category  applies  in 
cases  of  noncompliance  with  the  “Essentials”,  or  in 
case  of  a request  for  voluntary  withdrawal  of  accredi- 
tation. The  reasons  for  this  action  should  be  identi- 
fied. In  all  types  of  accreditation  prior  accreditation 
status  is  maintained  until  the  date  of  the  decision  on 
a resurvey. 

Appeals  Procedure.  The  organization  may  appeal 
an  accreditation  decision  in  writing  to  the  Chairman 
of  the  Commission.  If  the  question  is  not  resolved  to 
the  satisfaction  of  both  parties  it  will  be  referred  to 
the  House  of  Delegates,  or  the  Council  between  ses- 
sions of  the  House,  whose  decision  will  be  final,  for 
the  purpose  of  the  requirements  of  The  Medical  So- 
ciety of  Virginia. 

In  all  cases  the  accreditation  status  of  the  institu- 
tion/organization during  the  process  of  reconsider- 
ation remains  as  it  was  prior  to  the  questioned  deci- 
sion. 

Sponsored  Programs.  Sponsored  programs  are  ac- 
credited only  if  the  accredited  sponsor  accepts  full  re- 
sponsibility for  the  planning,  content  and  evaluation 
of  such  programs. 

Consortia.  A group  of  hospitals  or  organizations, 
or  organizations  and  hospitals,  may  apply  for  accred- 
itation as  a consortium.  In  such  cases  responsibility 
for  the  programs  must  be  delegated  to  a committee 
composed  of  representatives  of  each  member  group. 
This  committee  will  select  a DME  who  will  operate 
the  program  and  serve  as  liaison  officer  with  the 
Commission. 

Credit  Hours  and  Designation  Statement 

The  Commission  uses  the  American  Medical  Asso- 
ciation Physician’s  Recognition  Award  (AMA-PRA) 
Continuing  Medical  Education  categories  for  its  de- 
termination of  credit  hours. 

Accredited  organizations  or  institutions  presenting 
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or  sponsoring  CME  programs  are  responsible  for  the 
correct  designation  of  the  category  and  hours  of 
credit  for  their  programs.  The  following  statement  is 
to  be  used  on  all  brochures,  bulletins,  etc.: 

“As  an  organization  accredited  for  Continuing 
Medical  Education,  the  (name  of  the  accredited  or- 
ganization) designates  this  continuing  medical  edu- 
cation activity  as  meeting  the  criteria  for  Category 
( ) on  an  hour-for-hour  basis  up  to  a total  of  ( ) 
hours.” 

Logo 

A logo  indicating  the  Commission’s  concern  for 
improved  health  through  education  has  been  ap- 
proved for  use  in  all  accredited  courses. 

Fees 

• For  application  for  accreditation,  $50.00,  to  ac- 
company the  application  form. 

• For  original  survey,  1)  organization  with  a mem- 
bership of  50  or  less,  $300.00;  2)  organization  with 
membership  of  5 1 or  more,  $600.00. 


• For  reaccreditation,  1)  organization  with  mem- 
bership of  50  or  less,  $150.00;  2)  organization  with 
membership  of  5 1 or  more,  $300.00. 

These  fees  are  payable  with  the  pre-survey  ques- 
tionnaire. Should  the  survey  not  be  carried  out  or  the 
accreditation  review  process  not  be  completed  (see 
Procedure),  the  site  visit  fees  will  be  refunded. 


References 

1.  As  defined  by  the  AMA-PRA  Information  Booklet 
1978-1979.  See  box. 

2.  Adopted  by  the  House  of  Delegates  of  the  AMA,  July 
1979. 

3.  Modified  from  the  Essentials  for  Accreditation  of  Insti- 
tutions and  Organizations  Offering  Continuing  Medical 
Educational  Programs — AMA. 

4.  Adapted  from  “A  Manual  for  Accreditation  of  CME  in 
California”,  California  Medical  Association  Depart- 
ment of  Continuing  Medical  Education,  731  Market  St„ 
San  Francisco  CA  94103 

5.  Certification  Program  Policy,  California  Medical  Asso- 
ciation Council,  April  15,  1977 


“We’ve  got  the 
remedy” 

If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service 
The  benefits  include: 

® An  excellent  salary 
® 30  days  of  paid  vacation  each  year 
® The  rank  and  prestige  of  an  Air  Force  Officer 
• Full  Air  Force  benefits  for  yourself  and  your  family 
You'll  have  none  of  the  overhead  expenses  because  we  take 
over  the  management  and  administrative  tasks  you  must  now  per- 
form. 

We  have  more  information  regarding  physician  appointments  in 
the  Air  Force  Medical  Service.  We'll  be  happy  to  share  the  information 
with  you. 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  V A 23225 
Call  collect: 

(804)  782-2127/29 


Air  Force.  A great  way  of  life. 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


*This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 
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Bentyi' 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacoion  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyi  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  dr  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia, nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION;  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyi  10  mg.  capsule  and  syrup  Adults;  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyi  20  mg  : Adults ; 1 tablet  three  or  four 
times  daily  Bentyi  Injection:  Adults;  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyi 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S A. 


NEW 

MEMBERS 


A Ibemarle  County  Medical  Society 

Thomas  Saunders  Moore,  MD,  Diagnostic  Radiology,  Box 
170,  University  of  Virginia  Hospital,  Charlottesville,  VA 
22908 

Harvey  Byron  Pats,  MD,  Neurology,  400  Locust  Ave., 
Charlottesville  VA  22901 

Stuart  William  Rosan,  DO,  Osteopathic  Medicine,  610  W. 
Rio  Rd.,  Charlottesville  VA  22901 


Alexandria  Medical  Society 

Philip  Scott  Greco,  MD,  Psychiatry,  5249  Duke  St.,  Alex- 
andria VA  22304 

Grigor  Khachikian-Shahani,  MD,  Obstetrics/Gynecology, 
5249  Duke  St.,  Alexandria  VA  22304 
John  Pat  Tokarz,  MD,  Family  Practice,  8228  Mount  Ver- 
non Hiway,  Alexandria,  VA  22309 


Arlington  County  Medical  Society 

Laszlo  K.  Csatary,  MD,  General  Practice,  1600  South  Eads 
St.,  Arlington  VA  22202 

Thuan  Dinh  Ngo,  MD,  General  Practice,  4403  N.  Pershing 
Dr.,  Arlington  VA  22203 

Gerald  P.  Perman,  MD,  Psychiatry,  4189  Four  Mile  Run 
Dr.,  Arlington  VA  22204 

Shree  Subhash,  MD,  Urology,  4727  W.  Braddock  Rd.,  Al- 
exandria VA  2231 1 

A ugusta  County  Medical  Society 

George  Thomas  Sproul,  MD,  Pediatrics,  PO  Box  2665, 
Staunton  VA  24401 


Culpeper  County  Medical  Society 

J.  Bryon  Cook,  MD,  Internal  Medicine,  Medical  Arts 
Bldg.,  Culpeper  VA  22701 

Daniel  M.  Feldman,  MD,  Pediatrics,  557  Westwood  Place, 
Culpeper  VA  22701 

Fairfax  County  Medical  Society 

Neal  R.  Cutler,  MD,  Psychiatry,  2960  Sleepy  Hollow  Rd., 
Falls  Church  VA  22044 

J.  Edwin  Drew,  MD,  Urology,  6251  Old  Dominion  Dr., 
McLean  VA  22101 

Gregory  Mark  Koons,  MD,  Obstetrics/Gynecology,  6501 
Loisdale  Ct.,  Springfield  V A 22150 

Sang  Nam  Lee,  MD,  Radiation  Oncology,  3300  Gallows 
Rd.,  Falls  Church  VA  22046 

Seri  Thitathan,  MD,  Plastic  Surgery,  6505  Sparrow  Point 
Ct.,  McLean  VA  22101 

Fredericksburg  Medical  Society 

Richard  Eugene  Ranels,  MD,  Neurology,  1107  Littlepage 
St.,  Fredericksburg  VA  22401 


Merrell 

MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 


Lynchburg  Academy  of  Medicine 

Robert  Edward  Hickman,  MD,  Gastroenterology,  1900 
Tate  Springs  Rd.,  Lynchburg  VA  24501 
Daniel  Bennett  Hill,  MD,  General,  Vascular/Thoracic 
Surgery,  1801  Thomson  Dr.,  Lynchburg  VA  24501 
Larry  F.  Smith,  MD,  Internal  Medicine,  1900  Tate  Springs 
Rd.,  Lynchburg  VA  24501 

Medical  Society  of  Northern  Virginia 
David  Russell  Church,  MD,  Family  Practice,  33  N.  Bank 
St.,  Luray  VA  22835 

Mid-  Tidewater  Medical  Society 

James  William  McLeod,  MD,  Orthopedic  Surgery,  Walter 
Reed  Memorial  Hospital,  Gloucester  VA  23061 

Norfolk  Academy  of  Medicine 

Bruce  Ira  Bodner,  MD,  Ophthalmology,  403  Medical 
Tower,  Norfolk  VA  23507 

Richard  W.  Hofller,  Jr.,  MD,  Internal  Medicine,  PO  Box 
898,  Norfolk  VA  23501 

James  H.  Varnell,  Jr.,  MD,  Cardiology,  150  Kingsley 
Lane,  Norfolk  VA  23505 

Northern  Neck  Medical  Society 

Jacob  Berghuis,  MD,  Thoracic/Cardiovascular  Surgery, 
Rappahannock  General  Hosp.,  Kilmarnock  VA  22482 

Portsmouth  Academy  of  Medicine 

Kiran  Sankar  Debnath,  MD,  Anesthesiology,  3419  King 
St.,  Portsmouth  VA  23707 

Richmond  Academy  of  Medicine 

Gary  Brooks  Bokinsky,  MD,  Urology,  5855  Bremo  Rd., 
Richmond  VA  23226 

John  Paul  Bullock,  MD,  Ophthalmology,  3500  Kensington 
Ave.,  Richmond  VA  23221 

Joseph  Harry  Ellen,  Jr.,  MD,  Obstetrics/Gynecology, 
7153  Jahnke  Rd.,  Richmond  VA  23225 
William  Franklin  Falls,  Jr.,  MD,  Internal  Medicine,  2417 
Scarsborough  Dr.,  Richmond  VA  23235 
Richard  C.  Hard,  Jr.,  MD,  Pathology,  Box  662,  MCV  Sta- 
tion, Richmond  VA  23298 

James  Terrell  May  III,  MD,  Oncology,  5855  Bremo  Rd., 
Richmond  VA  23226 

Michael  Joel  Strachan,  MD,  Internal  Medicine,  4216  Sem- 
inary Ave.,  Richmond  VA  23227 
George  William  Wood  II,  MD,  Orthopedic  Surgery,  Route 
1 , Box  3810,  Midlothian  V A 23 1 1 3 
Maurice  Wood,  MD,  Family  Practice,  Box  251,  MCV  Sta- 
tion, Richmond  VA  23298 

Roanoke  Academy  of  Medicine 

Abram  Minter  Patterson,  Jr.,  MD,  Radiology,  2037  Crys- 
tal Spring  Ave.  SW,  Roanoke  VA  24014 
Marshall  A.  Wakat,  MD,  Nuclear  Medicine/Radiology, 
2037  Crystal  Spring  Ave.  SW,  Roanoke  VA  24014 
Hugh  Haynsworth  Wells,  MD,  Neonatology,  PO  Box 
13367,  Roanoke  VA  24033 


Tazewell  County  Medical  Society 

Charles  David  Collins,  MD,  General  Surgery,  2949  W. 

Front  St.,  Richlands  VA  24641 
John  Randolph  Forehand,  MD,  Pediatrics,  Clinch  Valley 
Clinic,  Richlands  VA  24641 

Virginia  Beach  Medical  Society 

Glenn  Ray  Carwell,  Jr.,  MD,  Plastic  Surgery,  1120  First 
Colonial  Rd.,  Virginia  Beach  VA  23454 
Martin  Fred  Lorenz,  MD,  Emergency  Medicine,  3801 
Mystic  Cove  Ct.,  Virginia  Beach  VA  23455 
Thomas  S.  Meade,  Jr.,  MD,  Orthopedic  Surgery,  1100 
First  Colonial  Rd.,  Virginia  Beach  VA  23454 
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Physicians 

and  Peoples. 

We  have  a 

common  goal. 


Like  the  family  doctor,  Peoples’  family 
pharmacists  work  toward  one  common 
goal.  The  improved  health  care  of  your 

patients. 

Peoples  pharmacists  have  filled  more 
than  a quarter-billion  of  your  prescriptions. 
And  75  years  of  service  and  integrity 
have  earned  Peoples  the  trust  of  thousands 
of  your  patients. 

What’s  more,  Peoples  can  save  your 
patients  up  to  50%  on  their  prescription 
bills  when  you  prescribe  generic  drugs 
that  are  equal  in  quality  and  lower  in 

price. 

You  know  what’s  best.  And  to  give 
you  and  your  patients  the  best  choice, 
Peoples  stocks  the  widest  assortment  of 
both-generic  and  brand  name  drugs. 


PEOPLES  DRUG 


HE’S  ONE  IN  A MILLION. 

SO  IS  HIS  COMPANY. 


WHO  IS  HE? 

His  name  is  Reza  M.  Valad,  President  of  Heritage 
Associates,  Inc.  The  company  is  a full  service  real  estate 
firm,  specializing  in  the  formation  and  marketing  of  real 
estate  investments.  Heritage  owns  and  operates  millions  of 
dollars  worth  of  real  estate  located  throughout  the  Sunbelt. 

WHAT’S  HIS  SECRET? 

It  is  a conservative  long-term  approach  to  investments.  The 
primary  function  of  Heritage  is  to  sen/e  a limited  number  of 
private  clients  and  to  advise  and  counsel  them  as  they  set 
financial  goals  and  develop  programs  for  the  attainment  of 
these  goals.  Heritage  has  been  built  upon  a solid  foundation 
of  clients. 

WHAT’S  HIS  APPROACH? 

Taxes  and  inflation  plague  every  investment  — the  real  test 
of  an  investment  is  the  rate  of  return  after  the  impact  of 
taxes  and  inflation.  At  Heritage,  we  advise  our  clients  con- 
cerning investments  in  general,  taxation,  and  real  estate  in- 
vestments. We  insist  upon  a proper  balance  between  ade- 
quate savings,  sufficient  insurance  protection  and  prudent 
investment  of  excess  capital. 


HOW  CAN  WE  HELP? 

We  specialize  in  apartment  complexes  of  100  units  or  more. 
If  you  plan  to  market  your  investment  property  this  year,  talk 
to  us.  We  offer  a more  flexible  approach  as  well  as  im- 
mediate cash. 


Koger  Executive  Center 
1610  Forest  Avenue 
Richmond,  Va.  23288 
(804)  285-7811 


Dr.  William  Cecil  Dabney 

1849-1894 
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Distinguished  Virginia  Professor 
Dr.  William  Cecil  Dabney 

Byrd  S.  Leavell,  MD,  Charlottesville,  Virginia 


“One  of  the  ablest  men  ever  to  hold  a chair  at  the  University  of  Virginia 
School  of  Medicine”,  William  Cecil  Dabney  was  an  energetic  scholar,  in- 
novative teacher,  prolific  writer,  practicing  physician  of  unusual  skill,  and  a 
founder  and  first  president  of  the  Virginia  State  Board  of  Medicine. 


ONE  of  the  ablest  men  ever  to  hold  a chair  at  the 
University  of  Virginia  School  of  Medicine  was 
Dr.  William  Cecil  Dabney,  who  in  1886  was  ap- 
pointed “Professor  of  Practice  of  Medicine  and  Ob- 
stetrics and  Medical  Jurisprudence”.  He  was  destined 
to  serve  only  eight  years,  but  in  that  relatively  short 
period  of  time  his  intelligence,  character,  personality, 
energy,  enthusiasm  and  dedication  marked  him  as  a 
remarkable  individual  of  many  talents.  Contempo- 
raries and  students  recognized  him  as  a respected 
scholar,  a stimulating  teacher,  and  a practicing  physi- 
cian of  unusual  skill. 

William  Cecil  Dabney,  the  son  of  William  S.  Dab- 
ney of  Albemarle  County,  Virginia,  and  Susan  Fitz- 
hugh  Gordon  of  Galloway,  Scotland,  was  bom  at 
“Dunlora”  in  Albemarle  County  on  July  4,  1849. 

Dr.  Leavell  is  Professor  of  Medicine  at  the  University  of 
Virginia  School  of  Medicine  and  is  an  Associate  Editor  of 
this  journal.  Address  correspondence  to  him  at  Box  133, 
University  of  Virginia  Medical  Center,  Charlottesville  VA 
22908. 


Dunlora  had  been  built  in  1 828  by  Col.  Samuel  Carr 
II,  who  was  the  son  of  Martha  Jefferson  Carr.  Maj. 
William  S.  Dabney,  whose  sister  married  Col.  Sam- 
uel Carr  II,  inherited  Dunlora  in  1846.'  William  Ce- 
cil Dabney  was  one  of  six  children.  It  is  unusual  that 
a brother,  Walter  Davis  Dabney,  who  studied  law, 
also  became  a professor  at  the  University  of  Vir- 
ginia.2 In  1869  William  Cecil  Dabney  married  Jane 
Bell  Minor,  who  bore  him  four  daughters  and  two 
sons;  one  son,  William  Minor,  became  a physician. 

Following  early  education  from  a private  tutor, 
Dabney  attended  the  University  of  Virginia,  where 
he  received  an  MD  degree  in  1868.  After  a year  as  a 
resident  physician  in  Baltimore,  he  began  practice  in 
“Big  Lick”  (Roanoke),  Virginia,  then  a rural  area. 
Because  of  poor  health  he  abandoned  medicine  for 
two  years,  1872-1874,  and  turned  to  farming  in  Albe- 
marle County.  In  1874  he  resumed  practice,  this  time 
in  Charlottesville,  but  in  1878  a physical  breakdown 
again  forced  him  to  close  his  office.  Advised  to  take 
an  ocean  voyage,  he  crossed  the  Pacific  and  went  to 
Japan.  After  one  year  in  Japan  he  returned  to  the 
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United  States  and,  attracted  by  the  dry  climate  in 
California,  decided  to  settle  there.  Two  years  in  Cali- 
fornia sufficed,  and  in  1882  he  once  more  returned  to 
Albemarle  County,  this  time  to  stay.3 

Dabney’s  activities  in  1874,  the  year  he  gave  up 
farming  to  return  to  practice,  leave  little  doubt  that 
his  heart  was  in  medicine  and  not  in  farming.  On  Oc- 
tober 13,  1874,  at  the  fifth  annual  meeting  of  The 
Medical  Society  of  Virginia  he  read  a paper  entitled 
“Development  of  Connective  Tissue”,  which  was 
published  in  the  Transactions  of  the  Society  the  same 
year.8  This  paper,  which  contained  no  original  obser- 
vations, was  a five-page  critical  review  of  the  theories 
of  Schwann,  Virchow,  and  others  on  connective  tis- 
sue in  the  embryo,  scar  tissue,  and  tumors.  At  the 
same  meeting,  Dabney  (along  with  34  others)  was 
elected  a delegate  to  the  meeting  of  the  American 
Medical  Association.  More  remarkable,  he  was 
elected  to  give  “The  Annual  Address  to  the  Public 
and  the  Profession”  at  the  next  annual  meeting  of  the 
Society. 

For  his  Annual  Address  in  1875,  Dabney  selected 
the  title  “Preventable  Causes  of  Disease”.9  The 
printed  version  filled  seven  pages.  In  it  he  discussed 
diseases  caused  by  1)  drinking  impure  water  and  2) 
defective  drainage.  In  discussing  the  first  group  he 
cited  a number  of  reports  from  the  United  States, 
England  and  Continental  Europe  that  clearly  linked 
contaminated  water  to  epidemics  of  typhoid  fever 
and  cholera  by  showing  that  the  incidence  of  these 
diseases  varied  greatly  in  adjacent  families  who  used 
different  wells  and  streams  for  drinking  water.  In  the 
second  category,  diseases  caused  by  defective  drain- 
age, he  included  marshes  as  a cause  of  malaria  and 
moist  soils  as  a cause  of  tuberculosis. 

It  is  interesting  that,  with  its  long  tradition  of 
bringing  professors  in  from  “outside”,  the  University 
in  1886  appointed  as  professor  not  only  an  alumnus 
but  a native  of  Albemarle  County  whose  previous 
record  suggested  poor  health,  restlessness,  or  some 
instability.  Despite  his  somewhat  erratic  career  Dab- 
ney had  proved  himself  to  be  a man  of  exceptional 
capabilities.  He  was  greatly  respected  both  as  a per- 
son and  as  a physician,  and  he  had  published  several 
papers  in  the  medical  literature.  In  addition,  he  had 
other  evidence  of  distinction.  When  but  24  years  of 
age  he  had  received  the  prestigious  Boylston  Prize 
given  by  Harvard  University  for  his  essay,  “The 
Value  of  Chemistry  to  the  Medical  Profession”,  an 
effort  that  indicated  a look  toward  the  future  and  an 
appreciation  of  the  possible  contributions  new  fields 
might  make  to  clinical  medicine.  Another  out- 
standing accomplishment  was  that  while  in  practice 
in  Charlottesville,  he  had  brought  about  the  estab- 


lishment of  the  Virginia  State  Board  of  Medical  Ex- 
aminers. 

Blanton  says  unequivocally  that  although  certain 
individuals  and  The  Medical  Society  of  Virginia  had 
advocated  the  formation  of  an  examination  board  for 
some  years,  the  one  who  was  most  instrumental  in 
bringing  it  into  reality  was  Doctor  Dabney.4  In  1883 
Dabney  wrote  as  follows  “It  is  perhaps  not  generally 
known  that  Virginia  is  one  of  the  few  states  in  the 
Union  which  permits  anyone  to  practice  medicine 
within  her  borders  without  undergoing  a preliminary 
examination,  or  furnishing  satisfactory  proof  that  he 
or  she  has  received  a medical  education;  but  such  is 
the  case.  No  education  whether  medical  or  general  is 
required;  it  is  not  even  necessary  that  the  applicant 
for  practice  shall  be  able  to  read  and  write  and  there 
are  some  so-called  physicians  in  this  State  who  can 
hardly  write  their  own  names”.10 

The  following  year,  on  November  15,  1884,  the 
first  Virginia  State  Board  of  Medical  Examiners  or- 
ganized in  Richmond  with  Doctor  Dabney  as  presi- 
dent and  Dr.  Hugh  T.  Nelson,  also  of  Charlottesville, 
as  secretary.  At  the  time,  28  states  and  territories  had 
similar  boards,  the  first  having  been  formed  in  New 
Jersey  as  early  as  1772;  the  legislature  of  that  colony 
required  an  applicant  to  pass  an  examination  by  the 
medical  board  before  being  granted  a license  to  prac- 
tice.5 In  Virginia,  applicants  taking  the  first  examina- 
tion were  examined  in  chemistry,  anatomy,  hygiene, 
physiology,  materia  medica  and  therapeutics,  obstet- 
rics, practice  of  medicine,  and  surgery.  At  the  first  ex- 
amination on  April  8,  1885,  23  examiners  examined 
25  applicants;  a passing  grade  of  75%  was  estab- 
lished. Six  applicants  failed  the  examination.  Two  of 
these  decided  to  practice  in  spite  of  the  lack  of  a li- 
cense. The  Board  showed  its  seriousness  and  author- 
ity when  it  brought  the  offenders  into  court,  secured 
indictments  and  their  conviction.4 

WHEN  he  began  teaching  at  the  University  in 
1886,  Dabney  found  only  a small  attendance 
at  his  classes,  but  his  energy,  knowledge  of  the  sub- 
jects, and  charm  soon  filled  the  classroom.6  7 Later  he 
was  widely  recognized  as  an  outstanding  and  in- 
novative teacher,  remarkable  for  suggestiveness  of 
thought,  accuracy,  statesmenship,  and  “copiousness” 
of  speech.  He  made  a systematic  study  of  practical 
pathology  the  basis  of  his  main  course.  In  the  first 
year  of  his  appointment  he  offered  elective  classes  in 
“Practical  Microscopy”  that  soon  became  popular; 
the  microscope  had  been  but  little  used  in  medical 
Schools  in  Virginia  at  the  time,  although  Professor 
John  William  Mallet  had  offered  an  optional  course 
on  “microscopic  examination  of  animal  products, 
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urine  blood,  etc.”  since  1868.  In  order  to  insure  clini- 
cal instruction  of  quality,  Dabney  maintained  a suc- 
cessful dispensary  for  charity  patients,  where  he 
adopted  the  policy  of  calling  the  students  in  as  pro- 
fessionals to  see  the  outpatients.  His  innovations 
were  the  beginning  of  a new  period  in  the  history  of 
teaching  medicine  at  the  University  of  Virginia.  The 
old  methods  of  descriptive  teaching  were  discarded 
except  in  anatomy. 

The  University  catalogue  of  1886,  the  year  of  Dab- 
ney’s appointment,  reflected  this  significant  change. 
The  announcement  in  the  catalogue  which  pertained 
to  medicine,  probably  prepared  by  Dabney,  took  up 
several  pages.  In  one  part  it  was  noted  that  emphasis 
was  placed  on  the  principles  of  medicine  with  the 
aim  to  instruct  “as  thoroughly  as  possible  the  pos- 
sible causation  of  disease  and  the  morbid  changes 
which  occur  in  different  tissues.  The  lectures  are  il- 
lustrated by  morbid  specimens  both  coarse  and  mi- 
croscopic, and  each  student  has  the  opportunity  to 
examine  these  specimens  for  himself.  Each  student, 
furthermore,  is  taught  the  method  of  making  a phys- 
ical examination  of  the  patient,  is  required  to  learn 
by  actual  examination  under  the  supervision  of  the 
Professor  the  normal  appearances  and  sounds  in  the 
different  regions  of  the  body  and  over  the  different 
organs.”  Apparently  this  was  the  first  emphasis  on 
clinical  instruction  at  the  University  of  Virginia 
School  of  Medicine. 

In  the  section  headed  “Instruction  in  the  Dis- 
pensary” this  paragraph  followed: 

A free  Dispensary  is  now  in  operation  at  the 
University  under  the  charge  of  the  medical  profes- 
sors. Here  the  students  are  taught  the  method  of 
examining  patients  and  any  changes  which  occur 
in  a normal  function  in  the  body  as  a result  of  dis- 
ease. In  recognition  of  the  impossibility  of  giving 
practical  instruction  by  the  ordinary  clinical  lec- 
tures, the  class  is  divided  into  sections  so  that  each 
student  may  have  the  opportunity  of  examining 
patients  for  himself  under  the  guidance  of  the  pro- 
fessor. In  addition  to  the  patients  who  come  to  the 
Dispensary,  the  others  who  are  too  sick  to  attend 
there  are  visited  in  their  home. 

In  the  same  year,  1886,  Dabney  and  Dr.  Edward 
May  Magruder  became  the  clinical  instructors  at 
Charlottesville’s  first  hospital,  the  Piedmont;  it  con- 
tained two  rooms  of  three  beds  each  and  students 
walked  more  than  a mile  to  the  hospital  for  instruc- 
tion. 

Dabney  made  a number  of  contributions  to  the 
medical  literature.3  He  wrote  in  all  more  than  50  arti- 
cles on  a variety  of  subjects  which  appeared  in  the 


best-known  medical  journals  and  encyclopedias  of 
the  day.  Among  his  publications  were  the  following: 
“Nitrite  of  Amyl  as  an  Antidote  for  Chloroform”; 
“Development  of  Connective  Tissue”,  which  showed 
that  Dabney  was  one  of  the  earliest  students  of  his- 
tology; “Extirpation  of  the  Kidney  for  Renal  Calcu- 
lus”; “Physiological  and  Pathological  Effects  of  Ex- 
cessive Moisture”;  “Choleate  of  Soda  in  Biliary 
Lithiasis”;  “Contributions  to  the  History  of  Epithe- 
lial New  Formations”;  “Disturbances  of  Nutrition 
Consecutive  to  Nerve  Lesions”.  Even  more  unusual 
than  these  original  papers  were  his  contributions  of 
another  sort:  He  translated  more  than  100  medical 
articles  from  the  French  and  German,  and  these  be- 
came a regular  feature  of  the  Virginia  Medical 
Monthly. 

Dabney’s  essay  and  first  publication,  “The  Value 
of  Chemistry  to  the  Medical  Profession”,  which  was 
awarded  the  Boyleston  Prize  in  1873,  affords  inter- 
esting reading."  The  Harvard  Committee  had  sug- 
gested two  topics,  the  one  Dabney  selected  and  the 
other,  “Electro-Therapeutics”.  The  essay  revealed 
Dabney’s  orderly  mind  and  his  systematic  approach 
to  problems  when  he  classified  the  uses  of  chemistry 
under  six  headings.  These  were  to  teach  the  chemical 
composition  of  1)  solids  and  2)  fluids  in  the  body,  3) 
the  changes  that  take  place  with  disease,  and  4)  the 
actions  of  medicine  on  the  systems  or  chemical  com- 
pounds of  the  body  to  counteract  the  chemical 
changes  in  the  system;  chemistry  also  provided  5)  a 
means  to  detect  poisons,  and  6)  to  detect  adulter- 
ations in  medicine  and  food.  Although  there  is  little 
evidence  of  original  work  in  the  essay,  Dabney 
quoted  from  approximately  50  authors  in  journals 
and  textbooks,  among  them  Austin  Flint,  Sr  and  Jr., 
Dunglison,  Virchow,  and  Garrard.  His  discussion  of 
pepsin  is  particularly  interesting.  “Drs.  Fenwick  and 
Flint,  Sr.  have  proved  quite  conclusively  that  the  pa- 
thology of  Addison's  disease  (pernicious  anemia)  is 
atrophy  of  the  gastric  tubules.  In  this  disease,  secre- 
tion of  the  gastric  juice  is  of  course  diminished  in 
proportion  to  the  number  of  tubules  affected.  Life 
could  possibly  be  prolonged  in  these  cases  by  the  ad- 
ministration of  an  artificial  gastric  juice.  So  far  as  I 
know,  however,  nothing  of  the  kind  has  ever  been 
tried.” 

Fifty  years  later  Minot  and  Murphy  received  the 
Nobel  Prize  for  their  work  on  the  treatment  of  per- 
nicious anemia  with  liver.  Subsequent  studies 
showed  that  a patient  developed  this  disease  because 
the  gastric  atrophy  was  associated  with  a failure  to 
secrete  the  intrinsic  factor  necessary  for  the  absorp- 
tion of  the  essential  vitamin  B,,  in  the  diet.  Later 
studies  showed  that  this  deficiency  could  be  corrected 
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by  the  ingestion  of  a foreign  gastric  juice,  an  extract 
of  stomach  of  swine;  this  was  close  to  Dabney’s  spec- 
ulation about  the  value  of  artificial  gastric  juice. 

In  the  closing  paragraphs  of  the  essay  he  said  that 
he  had  ventured  to  touch  upon  “subjects  which  are 
as  yet  of  purely  scientific  interest,  from  the  conviction 
that  further  investigations  will  show  their  practical 
import.”  He  then  accurately  prophecized  that  the 
“vast  strides  organic  chemistry  is  now  making  will 
undoubtedly  throw  a great  light  on  many  points  in 
medicine  which  are  now  very  obscure”.  In  the  last 
paragraph  he  observed  “there  has  been  a tendency, 
we  think,  on  the  part  of  many  physicians  to  neglect 
chemistry  from  an  idea  that  viewing  the  changes 
which  occur  in  disease  as  “chemical”  changes  tended 
to  ‘materialism’  ”.  He  stated  his  thought  that  the 
chemical  changes  in  disease  were  more  important 
than  “vital”  factors,  yet  “we  can  see  nothing  in  the 
chemical  theory  that  militates  against  the  Bible”. 
Dabney  had  his  essay  printed  and  said  that  he  did 
this  in  order  to  distribute  it  amongst  his  friends,  with 
the  hope  they  might  find  information  in  it  that  they 
could  not  otherwise  obtain  except  by  the  amount  of 
reading  and  study  for  which  few  physicians  had  time. 

Dabney’s  best  known  paper,  for  which  he  was 
credited  with  the  description  of  “epidemic  pleura- 
dynia”  also  called  “devil’s  grippe”  appeared  in  the 
American  Journal  of  Medical  Sciences  in  1888. 12  The 
title  was  “Account  of  an  Epidemic  Resembling 
Dengue  Which  Occurred  In  and  Around  Charlottes- 
ville and  the  University  of  Virginia  in  June  1888”. 
The  paper  appeared  in  the  October  issue  of  the  Jour- 
nal the  same  year.  Dabney  reported  that  he  kept  de- 
tailed notes  on  the  first  29  cases  seen  in  ten  days,  less 
detailed  notes  on  an  equal  number  seen  later.  He  de- 
scribed the  illness  as  sudden  in  onset,  with  severe, 
sharp,  lancinating  pleuritic  pain,  temperature  of  103° 
or  more,  headache,  pulse  90-120;  there  was  no  cough 
or  any  abnormality  in  examination  of  the  chest;  de- 
fervescence was  rapid  -usually  within  24  hours, 
though  a rare  patient  relapsed  for  several  weeks. 
Those  affected  were  children  and  young  adults.  As 
treatment  he  recommended  antipyrine  to  relieve  pain 
and  fever,  calomel  for  constipation,  and  quinine  to 
prevent  recurrence  of  the  paroxsyms.  It  is  apparent 
that  Dabney  thought  he  was  describing  a new  disease 
and  he  cited  cogent  reasons  for  concluding  that  the 
epidemic  was  not  one  of  dengue  or  malaria.  Dab- 
ney’s only  mention  of  the  term  “devil’s  grippe”  fol- 
lows: “So  agonizing  was  this  pain  that  it  was  nick- 
named the  ‘devil’s  grip’  by  a sufferer  from  the  disease 
in  Rappahannock  County,  Virginia,  and  this  name 
became  a common  one  thereafter,  as  I was  told  by 
Dr.  W.  F.  Cooper”. 


Dr.  Dabney’s  308-page  book  on  internal  medicine, 
“An  Abstract  of  a Course  of  Lectures”,  was  pub- 
lished in  1891. 13  Although  an  outline,  the  book  is  well 
organized  and  complete.  It  reflects  an  intelligent  phy- 
sician who,  insofar  as  possible,  thought  in  terms  of 
mechanism  and  disordered  function  rather  than  de- 
scriptive “boxes”.  His  descriptions  of  the  physical 
findings  in  the  valvular  lesions  in  the  heart  are  as 
good  as  one  finds  today,  and  his  listing  of  the  “causes 
of  thrombosis”  has  a modern  ring:  1 ) disease  and  loss 
of  endothelial  lining  of  the  vessels;  2)  feeble  circula- 
tion; 3)  certain  abnormal  states  of  the  blood  in  itself; 
4)  presence  of  foreign  bodies  in  the  vessels  such  as  a 
piece  of  calcareous  matter  or  cancer.  The  format  in 
the  portion  devoted  to  infectious  diseases  was  fol- 
lowed for  decades  in  practically  all  medical  texts. 

Doctor  Dabney  had  a reputation  as  an  outstanding 
clinician.  It  was  said  that  his  appetite  for  the  work  of 
his  profession  was  so  insatiable  that  he  was  not  de- 
terred from  satisfying  it  by  the  distance  which  he  had 
to  traverse  before  he  could  reach  his  patient,  or  by 
the  fatigue  which  would  follow  from  so  long  a jour- 
ney, or  by  the  certain  prospect  that  he  would  receive 
no  fee  on  account  for  the  house  visit,  or  by  the  des- 
perate (or  dangerous)  character  of  the  malady  he 
treated.  There  was  hardly  any  limit  to  his  capacity 
for  labor.  So  much  confidence  was  felt  in  his  profes- 
sional knowledge  that  he  was  constantly  called  into 
consultation. 

AS  HIS  45th  birthday  approached,  Dabney  was 
probably  at  the  peak  of  his  powers  as  he  contin- 
ued his  busy  schedule.  In  the  preceding  year  the  cur- 
riculum in  the  medical  school  had  been  increased 
from  one  to  two  years,  and  a dispensary  had  opened 
near  the  University;  both  of  these  events  undoubt- 
edly added  to  his  teaching  duties.  At  the  same  time 
his  increasing  reputation  as  a skilled  and  com- 
passionate physician  led  to  more  and  more  demands 
on  his  time  and  strength.  Nevertheless,  he  still  found 
time  to  publish  regularly. 

Then,  less  than  two  months  after  his  45th  birthday, 
Dabney’s  fruitful  career  came  to  an  end.  He  died  on 
August  20,  1 894,  a victim  of  typhoid  fever,  the  main 
subject  of  his  special  “preventable  disease”  lecture 
before  The  Medical  Society  of  Virginia  20  years  ear- 
lier. He  was  buried  in  the  University  Cemetery;  a tall 
stone  which  marks  his  grave  carries  the  inscription, 
“Erected  by  grateful  patients  and  friends  as  a memo- 
rial of  his  charities,  his  labors,  and  his  skill”. 

Dabney’s  career  and  accomplishments  continued 
to  be  recognized  and  lauded  for  a number  of  years 
after  his  death.  Blanton  characterized  Dabney  as  an 
indefatigable  worker,  a prolific  writer  who  widely 
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contributed  to  the  contemporary  medical  literature 
and  one  who  fully  appreciated  the  importance  of  in- 
dependent thought  and  investigation;  he  thought  that 
in  Dabney’s  eight  years  as  professor  he  accomplished 
more  than  his  predecessors  and  for  the  first  time  put 
the  teaching  of  medicine  at  the  University  upon  a 
modem  basis.4  Bruce  stated  that  Dabney  was  “a  man 
of  quick  perceptions,  ardent  sympathies,  inspiring 
enthusiasm;  whatever  he  was  called  to  do  he  did  with 
all  the  powers  of  his  cultivated  intellect  and  energetic 
spirit.  So  completely  did  he  concentrate  all  these 
powers  in  order  to  carry  out  the  main  object  of  his 
laudable  ambition  and  sense  of  duty  that  it  was  said 
after  his  death  ‘he  had  lived  the  slave  of  his  profes- 
sion and  died  its  master’. ...  He  maintained  an  active 
interest  in  the  affairs  of  his  church  and  conducted 
himself  in  accord  with  its  principles.”12 

What  was  probably  the  greatest  tribute  to  Dabney 
came  from  one  of  his  successors,  Dr.  John  Staige 
Davis,  who  was  Professor  of  Practice  of  Medicine  in 
1914.6  In  a brief  history  of  the  School  of  Medicine  he 
listed  Doctors  Dunglison,  Cabell,  Davis,  Towles, 
Dabney  and  Mallet  as  the  six  teachers  to  whom  he 
owed  a particular  debt  of  gratitude.  Of  Dabney  he 
wrote:  “Dr.  William  Cecil  Dabney  put  the  Chair  of 
Practice  of  Medicine  on  a modern  basis.  He  had  long 
been  an  active  practitioner  in  his  community  before 
he  was  connected  with  the  Institution  and  so  was  well 
known  to  many  students  of  previous  sessions.  In  the 
all  too  short  eight  years  of  his  teaching  career,  to 
which  he  sacrificed  his  fife,  he  accomplished  more 
than  any  of  his  colleagues  in  the  same  space  of  time. 
He  first  realized  the  value  of  independent  thought 
and  investigation  and  has  left,  with  one  exception, 
the  largest  bibliography  of  any  member  of  the  medi- 
cal faculty.  He  recognized  the  importance  of  living, 
vital  contact  with  his  subject  and  insisted  upon  it  in 
the  face  of  great  official  opposition.  He  was  the  kind, 
sympathetic,  skillful,  beloved  physician,  always  with 
the  illest  patient,  however  so  humble,  and  his  loss  left 


a peculiar  void  which  never  seemed  quite  filled.  He 
gave  himself  for  others  and  is  numbered  with  those 
who  have  done  and  suffered  much  for  mankind.” 
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Nonmvasive  Defenrination  of 
Carotid  Arteiy 

OperaMfty  by  Doppler  Ultrasound 

Robert  W.  Barnes,  MD,  Stanley  E.  Rittgers,  PhD,  Brenda  Thornhill,  RN, 
Lee  Nix,  RN,  and  William  Putney,  BS,  Richmond,  Virginia 


Indirect  periorbital  screening  techniques  may  detect  obstruction  of  the  extra- 
cranial internal  carotid  artery,  but  they  do  not  distinguish  operable  stenosis 
from  inoperable  occlusion.  In  an  attempt  to  overcome  this  limitation,  direct  in- 
terrogation of  carotid  artery  flow  velocity  by  Doppler  ultrasound  was  added  to 
periorbital  screening  of  97  arteries  in  53  patients.  Analysis  of  results  suggests 
that  this  assessment  can  improve  diagnostic  accuracy  and  distinguish  stenosis 
from  occlusion  of  the  internal  carotid  arteries  in  stroke-prone  patients. 


CONTRAST  arteriography  is  the  diagnostic 
standard  for  evaluation  of  patients  with  symp- 
toms of  transient  ischemic  attack  (TIA)  or  stroke. 
The  risks  and  expense  of  this  invasive  procedure, 
however,  preclude  its  use  in  routine  screening  or  fol- 
lowup studies  of  patients  with  less  compelling  in- 
dications for  cerebrovascular  evaluation,  such  as 
asymptomatic  bruits,  dizziness  or  presence  of  one  or 
more  known  risk  factors  for  stroke.  During  the  past 

From  the  Noninvasive  Peripheral  Vascular  Laboratories 
at  the  Medical  College  of  Virginia/Virginia  Common- 
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decade  several  noninvasive  screening  techniques 
have  been  developed  to  assess  patients  for  carotid  oc- 
clusive disease.  Most  of  these  methods  have  been 
based  on  indirect  periorbital  or  ocular  evaluation  of 
altered  flow  or  pressure  dynamics  in  the  ophthalmic 
artery,  which  originates  from  the  internal  carotid  ar- 
tery, or  its  branches.  The  ophthalmic  artery  may  pro- 
vide collateral  circulation  from  external  carotid  ar- 
tery branches  in  the  presence  of  internal  carotid 
occlusive  disease.  Such  periorbital  screening  tech- 
niques include  Doppler  ultrasound,1 2 suparorbital 
photoplethysmography  (PPG)3,4  and  ocular  plethys- 
mography (OPG).5  Unfortunately,  an  abnormal  peri- 
orbital test  does  not  distinguish  between  internal  ca- 
rotid stenosis,  which  is  operable,  and  occlusion  of 
this  vessel,  which  is  generally  considered  inoperable. 

Recently  more  direct  carotid  screening  techniques 
have  evolved,  including  ultrasonic  carotid  arteri- 
ography and  flow  velocity  analysis,6,7  which  provide 
the  potential  for  discriminating  between  carotid  ste- 
nosis and  occlusion.  The  present  study  compares  the 
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results  of  indirect  periorbital  screening  with  direct 
carotid  flow  velocity  assessment  by  Doppler  ul- 
trasound in  97  carotid  arteries  of  53  patients  who  un- 
derwent contrast  arteriography  for  manifestations  of 
cerebrovascular  disease. 

Methods  and  Materials 

Periorbital  Doppler  Ultrasound 

Flow  dynamics  in  periorbital  branches  of  each 
ophthalmic  artery  were  assessed  with  a continuous- 
wave  bi-directional  Doppler  (Medasonics,  Inc.),  us- 
ing a technique  previously  described. s The  method 
involves  determination  of  direction  of  blood  flow  in 
each  frontal  or  supraorbital  artery  and  the  effect  of 
brief  compression  of  branches  of  the  external  carotid 
arteries  (temporal,  infraorbital  and  facial  arteries) 
and  each  common  carotid  artery.  Normally,  flow  in  a 
branch  of  the  ophthalmic  artery  is  antegrade,  out  of 
the  orbit,  and  is  attenuated  only  by  compression  of 
the  ipsilateral  common  carotid  artery.  In  the  pres- 
ence of  significant  stenosis  (^50%  reduction  in  diam- 
eter) or  occlusion  of  the  extracranial  portion  of  the 
internal  carotid  artery,  ophthalmic  artery  flow  may 
be  reversed  and  will  be  attenuated  by  compression  of 
one  or  more  branches  of  the  external  carotid  artery, 
which  serves  as  a source  of  collateral  flow  to  the 
brain.  Collateral  circulation  via  the  circle  of  Willis 
may  result  in  antegrade  ophthalmic  artery  flow, 
which  is  attenuated  by  compression  of  the  con- 
tralateral common  carotid  artery.  Complications 
have  not  occurred  following  carotid  compression  for 
brief  periods  (2-3  seconds)  low  in  the  neck,  which 
avoids  stimulation  of  carotid  baroreceptors  or  dis- 
lodgement  of  emboli  from  a diseased  bifurcation. 

Carotid  Flow  Analysis 

The  blood  flow  velocity  in  each  common,  internal 
and  external  carotid  artery  was  assessed  by  audible 
interpretation  of  the  Doppler  ultrasonic  signals  gen- 
erated by  convention  continuous-wave  instruments 
(Medasonics  BF5A  or  D-9)  or  a pulsed-Doppler  ul- 
trasonic arteriograph  (D.  E.  Hokanson,  Inc.).6,7  The 
hand-held  Doppler  probe  was  coupled  to  the  skin  of 
the  neck  with  acoustic  gel.  The  probe  was  initially 
positioned  over  the  common  carotid  artery  and  di- 
rected cephalad  at  approximately  45°  with  the  axis  of 
the  vessel,  to  elicit  the  optimal  arterial  flow  signal. 
The  probe  was  then  slowly  moved  cephalad  to  detect 
flow  sequentially  in  the  internal  and  external  carotid 
arteries.  Recognition  of  the  carotid  artery  branches 
was  based  on  audible  differences  in  the  character- 
istics of  the  flow  velocity  signal  from  each  vessel.2 
Flow  in  the  normal  internal  carotid  artery  demon- 


strated high  velocity  during  both  systole  and  diastole, 
as  a result  of  the  low  vascular  resistance  of  the  cere- 
bral circulation.  Flow  in  the  external  carotid  artery 
mimicked  that  in  other  peripheral  arteries,  with  max- 
imal velocity  during  systole  and  low  velocity  during 
diastole  because  of  increased  peripheral  vascular  re- 
sistance. Flow  in  the  common  carotid  artery  had 
characteristics  intermediate  between  those  of  the  in- 
ternal and  external  carotid  arteries. 

The  normal  Doppler  arterial  flow  signal  in  the  ca- 
rotid artery  and  its  branches  was  a smooth  “swish- 
ing” pulsatile  sound.  The  audible  characteristics  were 
significantly  altered  in  the  presence  of  carotid  ste- 
nosis. The  blood  velocity,  and  thus  the  pitch  of  the 
Doppler  signal,  increased  at  the  site  of  a stenosis,  in 
proportion  to  the  severity  of  narrowing.  The  resulting 
signal  was  a high  pitched  “hissing”  sound.  Just  distal 
to  the  stenosis  the  velocity  was  disturbed  by  turbu- 
lence and  eddies,  creating  a “bubbling,”  “fluttering” 
or  “boiling”  character  to  the  Doppler  signal.  Failure 
to  elicit  a Doppler  velocity  signal  in  one  of  the  ca- 
rotid arteries  was  interpreted  as  an  occlusion  of  the 
vessel.  The  audible  interpretation  of  each  carotid  ar- 
tery Doppler  signal  involved  one  of  the  following 
three  categories:  1 ) normal,  2)  disturbed  or  3)  absent. 

Recently,  more  detailed  analysis  of  the  spectral 
content  of  the  audiofrequency  Doppler  signal  has 
been  achieved  using  a real-time  sound  spectrum  ana- 
lyzer (Princeton  Applied  Research)  which  permits  a 
Polaroid  photographic  plot  of  frequency  and  ampli- 
tude of  the  arterial  signal  with  time.  However,  in  this 
report  the  results  of  the  direct  carotid  Doppler  inter- 
rogation are  presented  on  the  basis  of  the  subjective 
audible  interpretation  of  the  flow  signal.  Likewise,  al- 
though the  carotid  arteries  of  several  patients  were 
visualized  noninvasively  with  the  pulsed-Doppler  ul- 
trasonic arteriograph,  the  results  of  such  images  were 
not  used  in  the  present  analysis.  The  purpose  of  this 
review  was  to  define  the  diagnostic  potential  of  rela- 
tively inexpensive,  conventional  Doppler  instruments 
in  the  assessment  of  carotid  artery  disease. 

Contrast  Arteriography 

All  patients  underwent  contrast  arteriography  for 
symptoms  or  signs  of  cerebrovascular  disease.  Arch 
arteriography  and/or  selected  vessel  injections  were 
usually  performed  by  the  percutaneous  transfemoral 
route.  Peripheral  arterial  occlusive  disease  necessi- 
tated a transaxillary  approach  in  some  patients.  Mul- 
tiple views  were  obtained  of  both  extracranial  and  in- 
tracranial vessels.  The  severity  of  internal  carotid 
stenosis  was  based  upon  the  percent  reduction  in  di- 
ameter of  the  vessel  at  its  narrowest  point,  on  one 
view,  relative  to  the  diameter  of  the  distal  normal 


VOLUME  106 


VIRGINIA  MEDICAL/NOVEMBER,  1979 


805 


vessel.  The  angiographic  interpretation  was  made  in- 
dependently of  the  results  of  the  Doppler  studies. 

Patient  Material 

From  July  1977  to  April  1979,  500  patients  have 
undergone  cerebrovascular  evaluation  in  the  Non- 
invasive  Peripheral  Vascular  Laboratories  of  the 
Medical  College  of  Virginia  and  the  McGuire  Veter- 
ans Administration  Medical  Center.  This  report  re- 
views the  results  of  a consecutive  series  of  97  carotid 
arteries  in  53  patients  who  had  both  periorbital  and 
direct  carotid  examination  by  Doppler  ultrasound 
and  in  whom  contrast  arteriograms  had  been  ob- 
tained for  manifestations  of  cerebrovascular  disease. 
There  were  49  men  and  four  women  whose  ages 
ranged  from  47  to  74  with  a mean  of  59  years.  The 
indications  for  diagnostic  evaluation  included  tran- 
sient ischemic  attack  (TIA)  in  17,  stroke  in  18,  atypi- 
cal symptoms  in  eight,  and  asymptomatic  carotid 
bruit  in  ten  patients. 

Results 

Arteriographic  Findings 

In  this  report  only  the  assessment  of  extracranial 
internal  carotid  artery  disease  is  presented,  inasmuch 
as  periorbital  screening  techniques  are  sensitive  only 
to  such  disease.  Furthermore,  since  periorbital  Dop- 
pler ultrasound  cannot  detect  insignificant  carotid 
stenosis  (<50%  diameter  reduction)  which  does  not 
reduce  flow  or  pressure,  such  nonobstructive  disease 
is  included  with  normal  vessels  in  the  same  diagnos- 
tic category  (0-49%  stenosis).  There  were  59  internal 
carotid  arteries  with  0-49%  stenosis,  22  vessels  with 
>50%  stenosis  and  16  occluded  internal  carotid  arter- 
ies (Table  1.) 

Periorbital  Doppler  Ultrasound 

The  ophthalmic  artery  flow  dynamics  were  abnor- 
mal in  15  of  16  (94%)  occluded  internal  carotid  arter- 
ies (Table  1).  However,  the  periorbital  Doppler  ex- 
amination was  abnormal  in  only  nine  of  22  arteries 
(41%)  with  significant  internal  carotid  stenosis 
(^50%).  Thus  the  sensitivity  of  this  test  in  detecting 


hemodynamically-significant  obstruction  of  the  in- 
ternal carotid  artery  was  63%  (37%  false  negatives).  It 
should  be  noted  that  an  abnormal  periorbital  Dop- 
pler exam  did  not  distinguish  stenosis  (operable) 
from  occlusion  (inoperable)  of  the  internal  carotid 
artery.  Normal  ophthalmic  artery  hemodynamics 
were  present  in  56  of  59  arteries  (95%  specificity) 
which  were  normal  or  insignificantly  stenotic  (0- 
49%),  for  a false  positive  diagnosis  of  5%.  The  nega- 
tive predictive  value  of  a normal  periorbital  Doppler 
examination  (chance  that  a normal  study  was  associ- 
ated with  insignificant  disease  on  arteriogram)  was 
80%.  The  positive  predictive  value  of  an  abnormal 
screening  examination  (chance  that  an  abnormal 
study  was  associated  with  significant  carotid  stenosis 
or  occlusion  on  arteriogram)  was  89%. 

Carotid  Flow  Analysis 

Direct  carotid  Doppler  assessment  was  abnormal 
in  all  but  one  of  the  significantly  stenotic  (^50%)  or 
occluded  internal  carotid  arteries.  Thus  the  sensitiv- 
ity of  carotid  flow  analysis  in  detecting  hemo- 
dynamically  significant  internal  carotid  artery  ob- 
struction was  97%.  The  technique  correctly  identified 
13  of  16  occlusions  (81%)  and  20  of  22  (91%)  signifi- 
cant stenoses  as  such.  One  90%  stenosis  was  incor- 
rectly identified  as  an  occlusion  presumably  because 
flow  velocity  beyond  the  lesion  was  insufficient  to  be 
detected  by  the  instrument.  Disturbed  flow  (presum- 
ably in  a branch  of  the  external  carotid  artery)  was 
mistakenly  interpreted  as  a stenosis  of  the  internal 
carotid  artery  in  three  instances  where  the  latter  ves- 
sel was  occluded  on  arteriogram.  One  artery  with 
>50%  stenosis  was  incorrectly  considered  to  have 
normal  flow  velocity,  possibly  due  to  erroneous  posi- 
tion of  the  Doppler  probe  which  did  not  sample  flow 
from  the  region  of  the  stenosis.  Disturbed  flow  was 
identified  in  eight  of  59  vessels  with  0-49%  stenosis, 
and  a carotid  plaque  was  present  in  each  instance. 
Flow  was  normal  in  all  vessels  which  were  normal  by 
arteriogram  (100%  specificity).  The  negative  predic- 
tive value  of  carotid  flow  analysis  was  98%.  In  distin- 
guishing stenoses  from  occlusions,  the  positive  pre- 
dictive value  was  90%  and  93%,  respectively. 


Table  1:  Results  of  Noninvasive  Cerebrovascular  Evaluation. 


Arteriogram 
(Internal  Carotid) 

No. 

Vessels 

Periorbital  Doppler 

Carotid  Flow 

Normal 

Abnormal 

Normal 

Abnormal 

Absent 

0-49%  Stenosis 

59 

56 

3 

51 

8 

0 

>50%  Stenosis 

22 

13 

9 

1 

20 

1 

Occlusion 

16 

1 

15 

0 

3 

13 
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Discussion 

Faced  with  a patient  with  symptoms  of  cerebral 
ischemia,  the  clinician  must  answer  two  questions:  1 ) 
Does  the  patient  have  an  identifiable  cerebrovascular 
lesion  causing  the  symptoms?  2)  Is  the  lesion  ame- 
nable to  operation?  At  least  50%  of  patients  suffering 
transient  ischemic  attacks  or  stroke  have  extracranial 
cerebrovascular  disease  as  a cause  of  the  cerebral 
ischemia.9  Of  these,  at  least  50%  suffer  symptoms  on 
the  basis  of  emboli  from  carotid  plaques  which  do 
not  significantly  compromise  the  lumen  to  reduce 
blood  flow  or  pressure.10  Furthermore,  many  patients 
develop  symptoms  as  a result  of  occlusion  of  the  in- 
ternal carotid  artery,  which  subsequently  poses  little 
threat  of  future  ischemic  episodes  and  which  is  gen- 
erally considered  inoperable.  These  statistics  serve  to 
demonstrate  the  limitations  of  conventional  peri- 
orbital screening  techniques  in  evaluating  sympto- 
matic patients  for  carotid  artery  disease."  Such  tech- 
niques will  not  detect  nonobstructive  carotid  plaques 
which  may  be  the  source  of  cerebral  emboli.  Further- 
more, when  abnormal,  the  tests  do  not  distinguish  ca- 
rotid stenosis,  which  is  operable,  from  occlusion, 
which  is  usually  considered  inoperable.  What,  then, 
is  the  role  of  noninvasive  periorbital  screening  for  ce- 
rebrovascular disease? 

There  are  five  areas  where  indirect  periorbital 
evaluation  of  ophthalmic  artery  flow  dynamics  is  of 
value.  First,  patients  with  an  asymptomatic  carotid 
bruit  may  be  screened  to  determine  the  hemo- 
dynamic significance  of  the  lesion.12  An  abnormal  ex- 
amination suggests  a severe  stenosis,  which  may 
prompt  arteriography  and  prophylactic  endarterec- 
tomy if  such  is  the  physician’s  practice.  It  should  be 
emphasized  that  the  efficacy  of  prophylactic  carotid 
endarterectomy  remains  to  be  established,  but  non- 
invasive diagnostic  techniques  offer  a useful  method 
for  screening  and  following  such  patients.  A normal 
periorbital  examination  permits  the  clinician  to  fol- 
low the  patient  and  repeated  studies  may  identify 
disease  progression,  with  the  opportunity  for  sub- 
sequent arteriography  and  endarterectomy  prior  to 
carotid  occlusion.  Recent  evidence  suggests  that  the 
incidence  of  stroke  in  patients  with  a normal  peri- 
orbital examination  is  approximately  one-fifth  that  in 
patients  with  an  abnormal  study.12 

Secondly,  periorbital  screening  may  be  carried  out 
on  patients  with  atypical,  nonlateralizing  symptoms 
that  are  not  classical  for  carotid  artery  disease  and 
might  not  prompt  arteriography  for  diagnosis.13  Pa- 
tients with  dizziness,  syncope,  headache  or  memory 
disturbance  are  suitable  candidates  for  screening.  If 
significant  carotid  disease  is  discovered,  arteri- 


ography may  be  performed  and  carotid  endarterec- 
tomy recommended  if  appropriate  lesions  are  found. 

Thirdly,  periorbital  cerebrovascular  evaluation 
may  be  used  to  screen  high  risk  patients  for  asympto- 
matic carotid  artery  disease.  Appropriate  candidates 
for  screening  include  patients  undergoing  coronary 
artery  bypass,  major  peripheral  vascular  reconstruc- 
tion or  major  general  surgical  procedures.  A prospec- 
tive study  of  such  patients  has  been  initiated  at  the 
Medical  College  of  Virginia  and  the  McGuire  Veter- 
ans Administration  Medical  Center  in  an  effort  to 
identify  the  risk  of  perioperative  stroke  and  to  eval- 
uate the  efficacy  of  prophylactic  carotid  endarterec- 
tomy. 

Fourth,  periorbital  screening  is  useful  to  monitor 
patients  undergoing  carotid  endarterectomy  in  the 
perioperative  period.14  The  integrity  of  the  endarter- 
ectomy may  be  identified  intraoperatively  and  per- 
sistently abnormal  ophthalmic  artery  flow  dynamics 
may  lead  to  intraoperative  arteriography  and  correc- 
tion of  any  technical  defect.  Postoperatively  a peri- 
orbital Doppler  examination  may  be  carried  out  im- 
mediately in  the  infrequent  event  of  a sudden 
neurologic  deficit.  A new  abnormal  periorbital  study 
confirms  occlusion  of  the  internal  carotid  artery,  per- 
mitting prompt  reexploration  without  delaying  for  an 
arteriogram.  A normal  periorbital  examination  sug- 
gests that  the  neurologic  deficit  is  on  an  embolic 
basis,  allowing  for  arteriography  to  be  carried  out  to 
rule  out  a nonobstructive  technical  defect  in  the  re- 
paired arterial  segment. 

Finally,  periorbital  screening  techniques  permit 
longitudinal  followup  of  patients  to  identify  the  natu- 
ral history  or  effect  of  medical  or  surgical  therapy  of 
carotid  artery  disease.  Such  repeated  studies  permit 
epidemiologic  observations  of  the  prevalence,  in- 
cidence and  course  of  cerebrovascular  disease  with- 
out risk  to  the  patient. 

The  present  study  suggests  that  direct  carotid  ar- 
tery evaluation  by  Doppler  ultrasound  offers  several 
advantages  over  periorbital  screening  techniques. 
First  of  all,  carotid  flow  analysis  was  more  sensitive 
in  detection  of  hemodynamically  significant  obstruc- 
tion of  the  internal  carotid  artery.  Second,  many 
nonobstructive  plaques  which  were  not  sufficiently 
associated  with  flow  or  pressure  reduction  to  be  de- 
tectable by  periorbital  screening,  were  identified  by 
velocity  disturbances.  Finally,  and  most  important, 
the  direct  carotid  interrogation  permitted  differenti- 
ation of  stenosis  from  occlusion  of  the  internal  ca- 
rotid artery.  Such  distinction  is  of  importance,  in- 
asmuch as  the  former  lesion  is  operable,  while  the 
latter  condition  is  usually  not  amenable  to  endarter- 
ectomy because  of  the  increased  risk  of  stroke.  It  is 
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significant  that  carotid  artery  surveillance  may  be 
carried  out  with  conventional  Doppler  ultrasonic  in- 
struments, which  cost  as  little  as  $250.  The  audible 
interpretation  of  the  signal  characteristics,  differenti- 
ating the  common,  internal  and  external  carotid  ar- 
teries and  distinguishing  normal  from  disturbed  flow, 
requires  considerable  experience  for  maximal  diag- 
nostic accuracy.  However,  with  time  the  examiner 
may  become  skilled  with  the  technique  and  achieve 
an  accuracy  and  specificity  that  exceeds  any  peri- 
orbital screening  technique.  Of  significance  is  the  fact 
that  the  method  can  be  carried  out  by  an  experienced 
technologist. 

The  clinical  applications  of  direct  carotid  artery 
flow  analysis  will  encompass  the  same  conditions 
that  were  mentioned  for  indirect  periorbital  diagnos- 
tic techniques.  If  the  diagnostic  accuracy  of  direct  ca- 
rotid interrogation  is  sustained,  however,  and  if  the 
ability  to  distinguish  stenosis  from  occlusion  remains 
reliable,  then  carotid  velocity  assessment  may  prove 
valuable  in  screening  symptomatic  patients  with 
transient  ischemic  attacks  or  stroke.  Specifically,  the 
identification  of  an  internal  carotid  stenosis  will  as- 
sure that  the  patient  will  most  probably  have  an  op- 
erable lesion  at  the  carotid  bifurcation  if  arteri- 
ography is  performed.  Conversely,  the  presence  of  a 
normal  carotid  velocity  signal  or  an  absent  signal 
may  imply  that  the  patient  either  has  no  significant 
disease  or  an  inoperable  occlusion,  respectively,  and 
the  patient  may  be  spared  the  risk  of  arteriography. 
Until  further  validation  of  carotid  flow  analysis  by 
Doppler  ultrasound  is  established,  however,  we  con- 
tinue to  recommend  for  a symptomatic  patient  with 
transient  ischemic  attacks  or  recovery  from  stroke 
that  a contrast  arteriogram  be  performed  in  order  to 
identify  an  accessible  lesion  amenable  to  operation. 

Future  development  of  refined  instmmentation, 
including  better  real-time  sound  spectrum  analysis, 
and  pulsed  Doppler  and/or  B-scan  ultrasonic  imag- 
ing techniques,  will  greatly  facilitate  direct  carotid 
artery  assessment  for  nonobstructive  as  well  as  occlu- 
sive vascular  disease.  Such  design  improvements  may 
greatly  increase  the  clinician’s  diagnostic  armamen- 
tarium and  may  eventually  lead  to  improved  selec- 


tion of  arteriography  for  the  symptomatic  as  well  as 

the  asymptomatic  stroke-prone  patient. 
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Grand  Rounds: 

Diagnosis  and  Management  of 
Renovascular  Hypertension 


From  the  Division  of  Endocrinology  and  Metabolism, 
University  of  Virginia  School  of  Medicine. 
Discussed  by  Robert  M.  Carey,  MD. 


Dr.  Edward  Hook:  We  want  to  talk  today  about 
new  drugs  for  use  in  the  diagnosis  and  management 
of  renovascular  hypertension.  The  patient  will  be 
presented  by  Dr.  Sandra  Foote,  and  Dr.  Robert 
Carey  will  discuss  medical  management  of  reno- 
vascular hypertension. 

Presentation  of  Case 

Dr.  Foote:  The  patient  is  a 63-year-old  white 
male  real  estate  broker  who  was  discovered  to  have 
mild  hypertension  on  routine  physical  examination 
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Medicine,  Charlottesville  VA  22908. 
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ney. 

Presented  6-1-78;  submitted  12-21-78. 


in  1973.  He  was  begun  on  antihypertensive  medica- 
tions, but  his  blood  pressure  remained  elevated  and 
returned  to  normotensive  levels  only  with  several 
days  of  bedrest.  In  1974,  his  blood  pressure  rose  to 
200/1 10  mmHg  and  remained  at  this  level  despite  in- 
creasing quantities  of  diuretic  and  sympatholytic 
agents.  Intravenous  pyelogram  and  radioactive  reno- 
gram were  normal.  He  denied  headaches,  epistaxis, 
or  dizziness. 

In  August  1975,  he  was  admitted  to  the  University 
of  Virginia  Hospital  for  evaluation  of  hypertension. 
Blood  pressure  was  185/110  mmHg.  Retinal  exami- 
nation revealed  arteriolar  narrowing  with  A-V  nick- 
ing. The  cardiopulmonary  examination  was  unre- 
markable. No  bruits  were  heard  in  the  abdomen  or 
the  CVA  area.  Electrocardiogram  showed  left  ven- 
tricular hypertrophy  with  strain.  Chest  X ray  showed 
aortic  arch  calcification.  Renal  arteriogram  demon- 
strated 50%  stenosis  in  the  proximal  third  of  the  right 
main  renal  artery.  The  peripheral  plasma  renin  activ- 
ity (PR A)  was  12.3  ng/ml/hr,  and  renal  vein  renin 
determinations  were:  left,  5.7;  right,  18.9;  inferior 
vena  cava,  5.0  ng/ml/hr. 

Infusion  of  saralasin  acetate,  1 mg/min  for  30  min, 
did  not  change  blood  pressure.  Plasma  renin  activity 
(PRA)  was  2.9  ng/ml/hr  pre-  and  4.5  ng/ml/hr  post- 
infusion. The  patient  was  placed  on  a 10  mEq  Na/60 
mEq  K constant  diet  for  five  days,  with  furosemide, 
40  mg  tid  orally,  on  the  first  day.  Repeated  saralasin 
infusion  decreased  blood  pressure  by  only  5%.  After 
sodium  repletion,  the  patient  had  a saphenous  vein 
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bypass  graft  of  the  right  renal  artery,  and  his  blood 
pressure  subsequently  decreased  to  normal  (130/80 
mmHg)  for  two  years. 

In  June  1977,  hypertension  recurred  (BP  of  180/ 
1 10  mmHg)  and  could  not  be  controlled  with  alpha- 
methyldopa  and  hydrochlorothiazide/triamterene. 
He  was  admitted  for  reevaluation.  Renal  arteriogram 
demonstrated  complete  occlusion  of  the  saphenous 
vein  bypass  graft  and  80%  stenosis  of  the  proximal 
portion  of  the  right  renal  artery.  A small  plaque  was 
present  in  the  proximal  portion  of  the  left  renal  ar- 
tery and  there  was  moderate  atherosclerotic  disease 
in  the  distal  abdominal  aorta.  The  peripheral  PRA 
was  3.8  ng/ml/hr;  renal  vein  renin  values  were:  left, 
3.8;  right,  9.3;  inferior  vena  cava,  3.7  ng/ml/hr.  Sa- 
ralasin  infusion  again  failed  to  alter  blood  pressure; 
peripheral  PRA  was  6.2  ng/ml/hr  pre-  and  5.3  ng/ 
ml/hr  postinfusion. 

The  patient  was  then  given  SQ  14,225  (captopril), 
an  experimental  oral  angiotensin  converting  enzyme 
inhibitor  by  Squibb;  the  drug  blocks  the  formation  of 
angiotensin.  With  a single  oral  dose  of  SQ  14,225,  25 
mg,  the  patient’s  blood  pressure  promptly  decreased 
to  135-140/80  mmHg.  Prior  to  SQ14,225  administra- 
tion, PRA  was  9.0  ng/ml/hr  and  plasma  aldosterone 
was  18.3  ng/100  ml.  After  5 days  of  SQM, 225,  25  mg 
qid,  PRA  was  28.6  ng/ml/hr  and  plasma  aldosterone 
was  5.0  ng/100  ml.  The  patient  has  been  normoten- 
sive  and  asymptomatic  for  6 months  on  SQ  14,225,  25 
to  75  mg  qid. 

Dr.  W.  Kline  Bolton:  This  patient  had  almost 
complete  occlusion  of  the  right  renal  artery  on  the 
second  arteriogram.  What  was  the  renal  size,  were 
there  any  collateral  vessels,  and  what  happened  to  his 
renal  function  in  association  with  this  complete  oc- 
clusion? 

Dr.  Robert  Carey:  Approximately  20%  of  the 
original  blood  flow  to  the  right  kidney  was  present. 
The  creatinine  clearance  was  unchanged.  We  did  not 
do  formal  split  renal  function  studies,  but  the  renal 
size  was  unchanged. 

Dr.  Hook:  May  we  have  the  patient  come  in?  Do 
you  recall  having  had  your  blood  pressure  checked 
prior  to  1973? 

Patient:  Yes.  I generally  see  a physician  at  least 
once  every  one  or  two  years. 

Dr.  Hook:  So  you  are  quite  sure  that  you  did  not 
have  hypertension  until  1973? 

Patient:  That’s  correct.  We  first  thought  medica- 
tion would  take  care  of  it.  We  started  out  with  one 
pill  a day  and  ended  up  with  about  1 8 pills  a day  and 
my  blood  pressure  was  still  going  up.  I then  went  to 
Roanoke  Memorial  Hospital.  There,  I had  arterio- 
grams, and  blood  was  drawn  for  renin  tests.  The  tests 


were  sent  to  a commercial  lab  and  later  were  re- 
ported as  normal.  My  internist  wasn’t  satisfied,  so, 
about  six  weeks  later,  I went  through  the  same  tests 
again.  The  results  were  the  same.  At  that  time,  some 
new  drugs  had  come  out,  so  I was  started  on  them, 
but  there  was  no  change  in  my  blood  pressure,  which 
rose  to  240/125.  I was  still  working  every  day  and 
had  no  dizziness  or  side  effects. 

Dr.  Hook:  So  despite  18  pills  a day,  your  blood 
pressure  did  not  improve. 

Patient:  That’s  right.  I came  here  in  August  1975, 
and  Dr.  Carey  found  that  I had  a high  renin  count. 
We  then  decided  on  surgery.  I had  the  renal  bypass, 
and  my  blood  pressure  came  right  down  to  normal. 

Dr.  Carey:  After  the  patient  underwent  the  re- 
vascularization, his  blood  pressure  normalized  and 
remained  normal  for  about  14  months.  Then  the 
blood  pressure  began  to  creep  up  gradually.  I was 
following  him  closely  at  this  time  and,  interestingly, 
he  denied  any  symptoms  whatsoever.  He  was  off  all 
medications  during  this  period,  but  when  his  blood 
pressure  reached  a fairly  high  level,  we  felt  we  should 
reinvestigate.  We  found  that  he  had  clotted  off  the 
graft.  At  that  time,  we  had  to  make  a decision  about 
whether  to  do  another  surgical  procedure  or  consider 
medical  therapy  with  the  oral  SQ  14,225.  Why  did 
you  choose  to  try  the  experimental  drug  rather  than 
have  another  surgical  procedure? 

Patient:  First,  I don’t  like  surgery.  And  I thought 
that  the  same  thing  could  happen  again  if  they  re- 
moved the  initial  graft  and  took  another  vein.  I had  a 
lot  of  confidence  in  Dr.  Carey  and  felt  that  if  he 
thought  the  experimental  drug  was  worth  trying,  I’d 
go  along.  I made  the  right  decision,  since  my  blood 
pressure  has  been  normal  and  I’ve  had  no  side  effects 
from  the  drug. 

Dr.  Hook:  Are  you  feeling  well  and  working 
now? 

Patient:  I work  seven  days  and  four  nights  a 
week  and  have  no  problems  at  all. 

Discussion 

Dr.  Carey:  Hypertension  is  one  of  the  most  com- 
mon problems  in  clinical  medicine  today.  The  Na- 
tional Health  Survey  of  1962  estimated  that  26  mil- 
lion people  in  the  United  States — approximately  20% 
of  the  adult  population — have  hypertension,  hyper- 
tensive heart  disease,  or  both.1  If  one  assumes  that 
approximately  4%  of  the  general  hypertensive  popu- 
lation has  potentially  curable  renovascular  hyper- 
tension,2 one  can  project  that  one  million  persons 
have  a disease  for  which  there  is  a precise  diagnosis 
and  specific  therapy. 
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Fig.  1.  Differential  Clinical  Characteristics  in  Reno- 
vascular Hypertension.3 

Patients  with  atherosclerotic  lesions: 

1.  Mean  age  ~ 50 

2.  Whites  > blacks 

3.  Predominately  males  (66%) 

4.  More  likely  to  develop  target  organ  damage. 

a.  Grade  3-4  retinopathy,  26% 

b.  Cardiomegaly,  26% 

c.  BUN  >20,  24% 

d.  Symptoms  of  occlusive  coronary,  cerebral, 
or  peripheral  vascular  disease,  20% 

Patients  with  fibromuscular  dysplasia: 

1.  Mean  age  ~ 35 

2.  Whites  > blacks 

3.  Predominately  female  (81%) 

4.  Less  prone  to  develop  target  organ  damage. 

a.  Grade  3-4  retinopathy,  10% 

b.  Cardiomegaly,  8% 

c.  BUN  >20,  13% 

d.  Symptoms  of  occlusive  coronary,  cerebral, 
or  peripheral  vascular  disease,  10% 


The  case  presented  today  beautifully  illustrates  the 
problems  associated  with  the  diagnosis  and  manage- 
ment of  angiotensin-dependent  hypertension.  Reno- 
vascular hypertension  is  an  elevation  of  blood  pres- 
sure resulting  from  encroachment  upon  the  blood 
flow  to  the  kidney.  In  this  case,  there  was  an  athero- 
sclerotic plaque  in  the  proximal  third  of  the  right 
main  renal  artery;  this  is  the  most  common  cause  of 
renovascular  hypertension  in  adults.  In  a small  num- 
ber of  patients,  the  cause  will  be  related  to  fibromus- 
cular dysplasia  (a  category  which  includes  medial 
fibroplasia,  medial  hyperplasia,  perimedial  fibro- 
plasia, and  medial  dissection).  The  angiograms  of 
these  two  situations  are  quite  distinct,  in  that  patients 
with  the  atherosclerotic  lesion  often  show  a proximal, 
well-circumscribed  plaque,  whereas  patients  with  fi- 
bromuscular dysplasia  show  the  “string  of  beads” 
sign,  which  consists  of  an  elongated  area  of  alternat- 
ing dilation  and  narrowing.  Data  from  the  Coopera- 
tive Study  on  Renovascular  Hypertension3  (Fig.  1) 
show  that  patients  with  atherosclerotic  lesions  differ 
from  those  with  fibrodysplastic  lesions.  Generally 
speaking,  renovascular  hypertension  is  a disease  of 
Caucasians,  with  blacks  comprising  only  8%  to  10% 
of  patients,  despite  the  fact  that  hypertension  is  much 
more  prevalent  in  blacks  than  in  whites. 

Figure  2a  represents  the  patient’s  intravenous 
pyelogram  done  in  1974.  This  demonstrates  that  the 
rapid  sequence  (hypertensive)  IVP  is  not  an  adequate 
test  to  rule  out  the  presence  of  renovascular  disease. 


The  patient  was  quite  hypertensive  when  this  normal 
IVP  was  done;  in  all  likelihood,  he  had  renovascular 
hypertension  at  the  time.  Similarly,  his  1974  radio- 
active renogram  was  perfectly  normal. 

Between  1967  and  1972,  Dr.  Carlos  Ayers  looked 
retrospectively  at  the  results  of  354  hypertensive 
IV Ps  done  at  the  University  of  Virginia.  Ayers  in- 
tended to  document  this  test’s  high  sensitivity  and 
specificity  in  the  diagnosis  of  renovascular  hyper- 
tension. There  were  ten  positive  studies,  but  in  only 
three  of  ten  patients  was  renal  artery  stenosis  con- 
firmed on  arteriogram.  During  the  same  five-year  pe- 
riod, Ayers  looked  at  the  problem  from  a different 
angle.  In  a series  of  168  renal  arteriograms,  27  pa- 
tients were  identified  as  having  diagnostic  renal  vein 
renin  tests,  yet  five  of  these  27  had  negative  hyper- 
tensive IVPs. 

Because  of  the  many  false  positives  and  false  nega- 
tives, we  no  longer  rely  on  these  noninvasive  diag- 
nostic tests.  Instead,  we  prefer  to  proceed  directly  to 
renal  arteriography,  particularly  in  the  cases  of  pa- 
tients who  have  certain  clinical  characteristics  which 
put  them  at  high  risk  for  renovascular  hypertension. 
These  characteristics  include:  (a)  onset  of  hyper- 
tension in  young  white  females,  especially  in  the 
presence  of  a flank  bruit  and  when  there  is  no  family 
history  of  hypertension;  (b)  new  and  sudden  onset  of 
significant  hypertension,  especially  if  normal  blood 
pressure  is  well-documented  in  past  records;  (c)  ac- 
celerated or  malignant  hypertension;  and  (d)  poor  re- 
sponse to  drug  treatment  for  hypertension  (e.g.,  pa- 
tients whose  blood  pressure  can  no  longer  be 
controlled  by  an  antihypertensive  regimen). 

It  is  imporant  to  demonstrate  functional  evidence 
that  renal  blood  flow  has  been  significantly  decreased 
and  that  this  is  causally  related  to  the  hypertension. 


Fig.  2a.  Normal  rapid-sequence  intravenous  pyelogram; 
brackets  indicate  kidney  size. 
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Fig.  2b.  Renal  arteriogram  demonstrating  tight  right  renal 
artery  stenosis  (arrow)  typical  of  atherosclerotic  plaque. 


In  Figure  2b  can  be  seen  the  patient’s  renal  arteri- 
ogram demonstrating  a fairly  tight  stenosis  typical  of 
an  atherosclerotic  plaque  in  the  proximal  portion  of 
the  right  renal  artery.  We  had  to  ask  whether  the  ste- 
nosis we  saw  on  the  arteriogram  was  instrumental  in 
the  production  of  his  hypertension.  To  answer  this 
question,  we  had  to  obtain  renin  values  from  the  in- 
ferior vena  cava  and  both  renal  veins  to  determine 
whether  renin  was  functionally  significant  in  the  pro- 
duction of  his  hypertension. 

If  one  uses  only  anatomical  criteria  to  select  pa- 
tients for  surgical  treatment  of  renovascular  hyper- 
tension and  retrospectively  records  how  many  are  in- 
deed hypertensive,  as  Dustan4  did,  one  finds  that 
only  50%  of  patients  with  greater  than  50%  renal  ar- 
tery stenosis  have  diastolic  hypertension.  Holley5  em- 
phasized this  point  when  he  showed  that  49%  of  nor- 
motensive  patients  have  renal  artery  stenosis  at 
autopsy.  From  Eyler’s  report6  it  can  be  seen  that  all 
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Fig.  4.  Overall  schema  of  renin-angiotensin-aldosterone 
system. 


types  of  renal  artery  radiographic  abnormalities  pres- 
ent in  the  hypertensive  population  also  are  present  in 
the  normotensive  patient  population.  Hence,  the 
mere  finding  of  a stenotic  lesion  in  the  renal  artery 
does  not  mean  that  correction  of  the  stenosis  with  by- 
pass graft  or  endarterectomy  will  cure  the  patient’s 
hypertension. 

To  understand  why  patients  with  renal  artery  ste- 
nosis have  hypertension,  we  must  examine  the  renin- 
angiotensin-aldosterone  system.  Figure  3 is  a cross- 
section  of  a glomerulus,  depicting  the  juxtaglomeru- 
lar (JG)  apparatus.  It  consists  of  JG  cells,  highly  spe- 
cialized myoepithelial  cells  which  line  the  afferent  ar- 
teriole and  release  renin  into  the  circulation  in 
response  to  a number  of  different  stimuli.  Perhaps 
the  most  important  stimulus  for  renin  release  is  the 
baroreceptor  mechanism,  whereby  a decrease  in 


Fig.  3.  Diagram  of  renal  juxtaglomerular  apparatus,  includ- 
ing JG  cells,  macula  densa,  and  renal  nerves  in  close  phys- 
ical relationship.  Dark  granules  within  JG  cells  are  renin- 
containing  granules. 

pressure  or  volume  in  the  afferent  arteriole  will  trig- 
ger renin  release.  A second  mechanism  of  importance 
is  the  sympathetic  innervation.  The  renal  nerves  have 
sympathetic  nerve  endings  located  directly  on  the  JG 
cells.  Catecholamines  released  from  these  nerve  end- 
ings cause  renin  release  by  a direct  effect  on  the  JG 
cells  at  the  beta-2  adrenergic  receptor.  The  same  re- 
sult is  obtained  when  exogenous  catecholamines  are 
infused  into  the  renal  artery. 

In  Figure  4,  the  overall  schema  of  the  renin-angio- 
tensin-aldosterone system  is  illustrated.  As  a result  of 
baroreceptor  or  neural  stimulation,  the  juxtaglo- 
merular apparatus  releases  renin.  Renin  serves  as  a 
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Fig.  5.  Renin  system  in  setting  of  unilateral  renal  artery 
stenosis  with  normal  contralateral  kidney.  Note  1)  de- 
crease in  ipsilateral  renal  blood  flow;  2)  high  peripheral 
PRA;  and  3)  contralateral  suppression  of  renin  release.  Re- 
sultant hypertension  is  mediated  by  angiotensin  II-induced 
vasoconstriction.  Reproduced  by  permission  from  Urology 
Clinics  of  North  America'2. 

proteolytic  enzyme  and  splits  off  a small  10-amino 
acid  fragment  called  angiotensin  I from  angioten- 
sinogen,  a protein  substrate  synthesized  in  the  liver. 
Angiotensin  I is  biologically  inactive  in  man,  but  as  it 
passes  through  the  pulmonary  circulation  and  other 
microcirculatory  beds,  such  as  the  kidney  and 
splanchnic  circulation,  two  amino  acids  from  its  car- 
boxy-terminus  are  split  off  by  converting  enzymes 
present  in  the  endothelial  surface  of  these  small  ves- 
sels. Angiotensin  II,  an  octapeptide,  is  formed;  on  a 
molar  basis,  this  is  the  most  potent  pressor  substance 
produced  by  the  body.  Angiotensin  II  works  both  at 
the  arteriolar  receptor  to  stimulate  constriction  and 
at  the  adrenal  cortex  to  increase  aldosterone  produc- 
tion. Aldosterone  is  a sodium-retaining  hormone  that 
acts  at  the  distal  convoluted  tubule  to  facilitate  so- 
dium reabsorption,  resulting  in  an  increased  blood 
volume.  It  is  evident  that  the  renin-angiotensin-al- 
dosterone  system  is  a coordinated  system  to  control 
blood  pressure  in  terms  of  both  vasoconstriction  and 
blood  volume.  If  we  block  this  system  at  any  point 
distal  to  the  secretion  of  renin,  plasma  renin  activity 
will  increase  and  aldosterone  will  decrease  because 
angiotensin  II  normally  feeds  back  on  the  juxtaglo- 
merular apparatus  to  suppress  renin  release.  Hence, 
in  addition  to  the  baroreceptor  and  neural  mecha- 
nisms, there  is  a third  mechanism  governing  renin  re- 
lease. 

What  does  the  renin-angiotensin-aldosterone  sys- 
tem have  to  do  with  renovascular  hypertension?  Fig- 
ure 5 demonstrates  what  happens  in  the  setting  of 
unilateral  renal  artery  stenosis  and  a normal  con- 
tralateral kidney.  As  a result  of  the  stenotic  lesion 
and  the  decreased  renal  blood  flow  (and  sometimes  a 


reduced  glomerular  filtration  rate),  renin  secretion 
increases  because  the  baroreceptor  mechanism  re- 
sponds to  the  decrease  in  pressure  at  the  afferent  ar- 
teriole. We  can  measure  this  increase  in  renin  secre- 
tion by  catheterizing  the  renal  vein  and  showing  that 
renin  activity  is  high  on  the  side  of  the  stenosis;  also, 
we  can  measure  the  peripheral  plasma  renin  activity, 
an  index  of  the  renin  content  of  the  plasma.  Renin 
acts  to  form  angiotensin  II,  which  produces  a vaso- 
constrictor type  of  hypertensin.  Aldosterone  also  is 
produced  and  acts  to  expand  the  plasma  volume. 
However,  something  important  happens  in  the  oppo- 
site, normal  kidney:  it  responds  to  the  angiotensin  II- 
induced  increase  in  pressure  by  what  is  called  “pres- 
sure natruresis”;  that  is,  the  kidney  attempts  to  rid  it- 
self of  sodium  and  does  so  very  effectively.  This 
physiologic  effect,  in  essence,  negates  the  sodium  re- 
tention that  could  be  expected  to  occur  as  a result  of 
the  effect  of  angiotensin  II  on  aldosterone  secretion. 
Additionally,  the  pressure  increase  suppresses  renin 
to  negligible  levels  in  the  opposite,  normal  kidney. 

One  index  of  renovascular  hypertension  could  be 
an  increase  in  peripheral  plasma  renin  activity.  Of 
course,  we  must  know  first  what  constitutes  a normal 
renin  value.  In  Figure  6,  the  plasma  renin  activity  of 
normal  subjects  is  plotted  against  the  24-hour  urine 
sodium  excretion  that  reflects  that  individual  pa- 
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Fig.  6.  Plasma  renin  activity  (PRA)  in- 
dexed against  concurrent  urine  sodium 
excretion.  Broken  lines  enclose  normal 
PRA  range,  with  abnornally  low  values 
in  triangle  lower  left  and  abnormally 
high  values  above  to  right. 
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tient’s  sodium  intake.  It  is  necessary  to  know  the  con- 
current 24-hour  urine  sodium  in  order  to  designate  a 
person’s  renin  value  as  normal  or  abnormal.  We 
must  have  our  own  normal  renin-sodium  curve;  we 
cannot  accept  data  from  another  laboratory.  We 
must  know  whether  the  normal,  control  subjects  were 
supine  or  upright  and  the  time  of  day  when  the  renin 
was  drawn;  then,  we  must  duplicate  these  circum- 
stances with  the  patient  we  are  testing  for  angioten- 
sin-dependent hypertension.  We  need  to  know  that 
the  renin  activity  was  expressed  in  nanograms  of 
angiotensin  generated  per  ml  of  plasma  per  hour  of 
incubation  and  that  the  incubation  pH  was  optimal. 
Because  all  antihypertensive  drugs  affect  renin  levels, 
patients  being  tested  must  be  off  all  antihypertensive 
medication  prior  to  renin  sampling  (optimal  time  is 
three  weeks).  And,  we  should  be  aware  of  all  factors 
which  could  possibly  increase  plasma  renin  activity 
(e.g.  low-salt  diet,  hypokaiemia,  diuretics,  vasodila- 
tors, estrogens,  pregnancy)  or  decrease  it  (e.g.  high- 
salt  or  high-potassium  diet,  sympatholytic  anti- 
hypertensives). 

We  must  know  the  renal  vein  renin  values  as  well 
as  the  plasma  renin  activity.  Figure  7 depicts  the  nor- 
mal renal  vein  renin  activity  in  a patient  with  “gar- 
den variety”  essential  hypertension;  it  is  about  5 ng/ 
ml/hr  on  each  side  and  4 ng/ml/hr  in  the  inferior 
vena  cava.  In  a patient  like  the  one  discussed  today, 
we  would  expect  the  renin  activity  on  the  side  of  the 
stenosis  to  be  increased,  thereby  demonstrating  that 
the  kidney  is  releasing  a greater  than  normal  amount 
of  renin. 


The  plasma  renin  activity  and  the  renal  vein  renin 
values  are  important  clinical  indicators  for  identifica- 


Complete  Incomplete 

Fig.  7.  Renal  vein  renin  analysis:  index  of  contralateral  sup- 
pression. Normal  renal  vein  renin  24%  higher  than  arterial 
renin  (upper  figure).  With  suppression  of  renin  secretion, 
renal  vein  renin  equals  arterial  renin  (complete  con- 
tralateral suppression).  A limitation  to  sampling  renal  vein 
renins  alone  is  that  contralateral  secretion  (incomplete 
suppression),  arguing  against  surgical  curability,  would  go 
unrecognized.  Reproduced  by  permission  from  the  Ameri- 
can Journal  of  Medicine '3. 
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Fig.  8.  Pharmacologic  blockade  of  renin-angiotensin  sys- 
tem. 


tion  of  patients  with  potentially  curable  renovascular 
hypertension.  According  to  Vaughan  and  Laragh,7 
the  criteria  most  predictive  of  surgical  curability  of 
renovascular  hypertension  are  as  follows:  (a)  high 
plasma  renin  activity  indexed  against  sodium  excre- 
tion; (b)  ipsilateral  renal  vein  renin  greater  than  50% 
of  inferior  vena  cava  renin;  and  (c)  absence  of  renin 
secretion  from  the  contralateral  kidney.  In  order  to 
predict  that  a patient’s  blood  pressure  will  normalize 
when  we  surgically  correct  the  renal  artery  stenosis, 
we  want  to  demonstrate  that  he  has  a normal  oppo- 
site kidney.  This  is  best  accomplished  by  studying  the 
relationship  between  the  renal  vein  renin  of  the  op- 
posite normal  kidney  and  the  inferior  vena  cava  re- 
nin. If  the  two  are  the  same,  then  the  net  renin  secre- 
tion from  the  opposite  normal  kidney  is  suppressed 
completely,  and  the  patient  is  a good  candidate  for 
surgery;  on  the  other  hand,  if  there  is  incomplete  re- 
nin suppression,  the  patient  is  less  well  suited  for  sur- 
gical treatment  of  hypertension,  because  his  kidney 
on  the  opposite  side  is  not  completely  normal. 

Patients  who  are  diagnosed  as  having  renovascular 
hypertension  can  be  treated  medically — specifically, 
with  drugs  that  block  the  renin-angiotensin-aldoste- 
rone system  (Fig.  8).  Today’s  patient  received  a num- 
ber of  these  drugs. 

Propranolol  is  a beta-adrenergic  antagonist  which 
directly  inhibits  renin  release  at  the  JG  cell.  If  the  re- 
nin and  blood  pressure  come  down  to  normal  with 
propranolol  alone,  this  response  suggests  that  the  pa- 
tient has  angiotensin-dependent  hypertension.  The 
use  of  propranolol  is  limited,  however,  in  that  it  in- 
hibits only  the  sympathetic  component  of  the  renin- 
angiotensin-aldosterone  system;  also,  it  cannot  be 
used  in  patients  with  congestive  heart  failure. 

Streeten*  was  the  first  to  show  that  the  use  of  sa- 
ralasin  (l-sarcosine-8-alanine-angiotensin  II)  allows 
one  to  predict  angiotensin-dependent  hypertension 
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with  80%  to  90%  accuracy.  With  the  substitution  of 
alanine  for  phenylalanine  at  the  8-position  (which  is 
the  carboxy-terminus  responsible  for  the  biologic  ac- 
tivity of  this  compound),  angiotensin  II  is  rendered 
largely  an  antagonist  rather  than  an  agonist,  so  that  it 
is  a depressor  substance  rather  than  a pressor  agent 
in  the  presence  of  angiotensin.  A sarcosine  sub- 
stitution for  aspartic  acid  at  the  1 -position  gives  the 
compound  a long  half-life,  so  that  the  rapid  enzy- 
matic metabolism  by  angiotensinases  is  not  a prob- 
lem and  we  can  infuse  it  and  demonstrate  that  the 
blood  pressure  comes  down  to  normal. 

Figure  9 shows  a clear-cut  case  of  renovascular  hy- 
pertension responding  typically  to  saralasin.  Like 
today’s  patient,  this  patient  has  tight  stenosis  of  the 
renal  artery  close  to  the  aortic  orifice.  He  had  a high 
peripheral  plasma  renin  activity,  reflecting  increased 
renin  secretion  on  the  stenotic  side.  He  also  had  high 
renal  vein  renin  activity  on  the  stenotic  side  and 
complete  contralateral  suppression  of  renin  in  the  op- 
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Fig.  9.  Renovascular  hypertension  “responder.” 

posite  kidney,  demonstrating  that  the  kidney  is  nor- 
mal. We  predicted  that  this  patient  would  respond  to 
surgery  with  amelioration  of  his  hypertension,  and, 
after  renal  endarterectomy,  his  blood  pressure  was 
normal  and  has  remained  normal  since  that  time. 

As  mentioned  earlier,  not  all  patients  with  hyper- 
tension and  renal  artery  stenosis  have  renovascular 
hypertension.  Figure  10  is  a good  illustration  of  this. 
The  data  show  a tight  stenosis  of  the  left  renal  artery 
but  perfectly  normal  peripheral  plasma  renin  and 
renal  vein  renin  measures  and  no  response  to  sarala- 
sin. We  would  not  predict  that  this  patient  would  be 
cured  of  hypertension  with  surgery  on  the  lesion. 
Today’s  patient  had  tight  stenosis  of  the  right  renal 
artery  and  he  met  all  three  criteria  usually  predictive 
of  a surgical  cure.  However,  he  did  not  respond  to  sa- 
ralasin with  a decrease  in  blood  pressure,  even  after 
sodium  depletion,  which  should  have  increased  the 
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Fig.  11.  Blood  pressure  response  to  saralasin  in  12  oper- 
ated patients  with  renal  arterial  disease. 


number  of  angiotensin  receptors  occupied  with  an- 
giotensin. We  were  investigating  saralasin  to  assess  it 
as  a diagnostic  test,  and  we  decided  to  base  our  treat- 
ment decision  (surgery  or  no  surgery)  in  today’s  case 
on  Laragh’s  criteria  mentioned  above. 

Figure  1 1 is  a composite  of  patients  we  have  stud- 
ied. Those  who  responded  to  treatment  are  shown  on 
the  left;  all  who  had  technically  adequate  surgery 
were  cured  of  renovascular  hypertension.  However, 
the  patients  shown  on  the  right  are  similar  to  today’s 
patient  in  that  they  did  not  respond  to  saralasin,  yet 
were  surgically  cured  of  hypertension.  In  certain  cir- 
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Fig.  10.  Hypertension,  left  renal  artery  stenosis,  normal  pe- 
ripheral plasma  renin  and  renal  vein  renin  measures,  but  no 
response  to  saralasin. 


VOLUME  106 


VIRGINIA  MEDICAL/NOVEMBER,  1979 


815 


cumstances,  saralasin  can  act  as  an  angiotensin  ago- 
nist rather  than  as  an  antagonist;  that  is,  it  can  cause 
a pressor  response.  This  response  occurs  most  com- 
monly in  low-renin  hypertensives  who  have  volume 
expansion;  in  this  situation,  the  angiotensin  receptors 
do  not  contain  much  angiotensin.  Saralasin  infusion 
may  provoke  a marked  rise  in  diastolic  blood  pres- 
sure and  its  attendant  complications.  Therefore,  we 
do  not  recommend  saralasin  infusion  in  any  patient 
with  volume-dependent  hypertension.  The  agonist 
effect  may  partially  explain  why  today’s  patient  did 
not  experience  a decrease  in  blood  pressure  with  sa- 
ralasin. 

Saralasin  can  be  used  in  another  situation.  Figure 
12  is  the  postoperative  evaluation  of  a patient  who 
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Fig.  12.  Pre-  and  post-operative  evaluation  with  saralasin. 
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Fig.  13.  Pre-  and  post-operative  evaluation  with  saralasin. 


had  clear-cut  renal  artery  stenosis  with  high  renin  on 
the  right  side,  high  peripheral  renin,  and  a good  de- 
crease in  blood  pressure  in  response  to  saralasin.  We 
operated  on  him,  but  he  returned  in  a few  months 
with  hypertension.  He  was  studied  again,  and  we 
showed  that  despite  his  elevated  pressure,  the  renin- 
angiotensin  system  was  normal,  with  normal  periph- 
eral and  renal  vein  renin  values,  and  the  decrease  in 
blood  pressure  in  response  to  saralasin  was  quite 
small.  So  the  patient  had  residual  essential  hyper- 
tension after  we  surgically  corrected  his  renovascular 
hypertension.  Figure  13  illustrates  a patient  who  had 
left  renal  artery  stenosis  and  a decrease  in  blood 
pressure  in  response  to  saralasin.  The  patient  re- 
mained hypertensive  after  surgery  and  continued  to 
have  high  renin  production  from  the  previously  ste- 
notic side.  On  restudy,  he  again  experienced  a de- 
crease in  blood  pressure  with  saralasin,  but  occlusion 
of  the  graft  was  apparent  on  the  arteriogram.  This 
patient  is  now  normotensive  as  a result  of  treatment 
with  SQ  14,225. 

Saralasin  infusion  or  bolus  injection  can  identify 
patients  with  potentially  curable  renovascular  hyper- 
tension. About  10%  to  20%  of  patients  subsequently 
cured  by  surgery  will  have  false  negative  responses  to 
saralasin,9  as  did  today’s  patient.  There  can  be  either 
transient  or  sustained  increases  in  blood  pressure  in 
response  to  saralasin;  such  increases  seem  particu- 
larly common  in  low-renin  patients.  Hypotension  or 
shock  may  occur  with  saralasin  infusion  if  other  anti- 
hypertensive agents  are  used  concurrently.  Some- 
times, rebound  hypertension  can  occur  after  cessa- 
tion of  saralasin,  and,  for  this  reason,  we  monitor 
patients  for  approximately  one  hour  after  discontin- 
uation of  this  drug.  Saralasin  appears  to  be  an  ex- 
citing new  tool  to  aid  in  identification  of  patients 
with  renovascular  hypertension,  but  its  final  place  in 
screening  or  in  predicting  surgical  curability  remains 
to  be  determined. 

Two  other  agents  block  the  renin-angiotensin-al- 
dosterone system  at  the  level  of  converting  enzyme — 
that  is,  they  block  formation  of  angiotensin  II. 
SQ20,881  is  a compound  first  identified  as  a com- 
ponent of  the  venom  of  a South  American  pit  viper, 
Bothrops  jararaca.  It  was  subsequently  structured 
and  synthesized,  and  it  is  an  effective  parenteral  con- 
verting enzyme  inhibitor.  SQ  14,225  (captopril), 
which  today’s  patient  is  now  taking,  is  a proline  de- 
rivative which  can  be  taken  orally  and  is  quickly  ab- 
sorbed.10 We  are  not  yet  certain  of  the  mechanisms  of 
action  of  converting  enzyme  inhibitors.  Pulmonary 
converting  enzyme  not  only  converts  angiotension  I 
to  angiotensin  II  but  is  responsible  as  well  for  the 
degradation  of  bradykinin.  We  do  not  know,  when 
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we  inhibit  this  enzyme,  whether  most  of  the  action  is 
due  to  the  cessation  of  angiotensin  formation  or  a re- 
sult of  increased  bradykinin  levels  and  a related 
vasodilatory-hypotensive  response.  We  think  it  is 
mostly  angiotensin  inhibition. 

SQ  14,225  seems  to  work  in  controlling  more  types 
of  hypertension  than  any  of  the  other  antagonists. 
For  example,  it  can  lower  blood  pressure  to  a certain 
degree  in  low-renin  and  normal-renin  hypertension; 
it  is  not  as  good,  however,  in  low-renin  cases  as  it  is 
in  normal-renin  ones,  and  it  is  most  effective  in  cases 
of  high-renin  hypertension.  So  there  is  a correlation 
between  the  control  renin  and  the  decrease  in  blood 
pressure  accomplished  with  the  drug.  SQ  14,225  is 
unique  in  that  it  is  effective  in  some  patients  who  do 
not  seem  to  have  an  obvious  renin-dependent  form 
of  hypertension. 

In  the  protocol,  we  presented  our  patient’s  data  at 
the  time  his  hypertension  recurred  because  of  the  oc- 
cluded graft.  After  we  gave  him  SQ  14,225,  his  blood 
pressure  normalized  within  two  hours,  and  small 
doses  of  this  drug  have  been  sufficient  to  maintain  his 
blood  pressure  in  the  normal  range.  He  has  had  no 
side  effects.  Five  days  after  the  institution  of  therapy 
with  SQ  14,225,  his  plasma  aldosterone  concentration 
had  decreased  more  than  threefold  and  his  plasma 
renin  activity  had  increased  from  9 ng/ml/hr  to  28 
ng/ml/hr,  a result  of  the  unmasking  of  the  negative 
feedback  of  angiotensin  II  on  renin  release. 

There  is  no  perfect  screening  test  for  identification 
of  all  patients  with  renovascular  hypertensive  dis- 
ease. Selected  patients  warrant  thorough  workup 
based  on  clinical  characteristics  and  responses  to 
antihypertensive  medication.  The  best  bet  for  the  fu- 
ture may  well  be  office  administration  of  anti- 
angiotensin agents.  At  present,  there  are  only  a few 
medical  centers  in  the  country  at  which  plasma  renin 
activity  can  be  accurately  measured,  but,  in  the  fu- 
ture, an  inexpensive,  rapid,  accurate  radioimmunoas- 
say for  plasma  renin  activity  may  be  available. 

Dr.  Hook:  Thank  you.  Would  you  outline  in 
simple  terms  what  a physician  should  do  in  a case  of 
suspected  renovascular  hypertension? 

Dr.  Carey:  If  a patient  meets  any  of  the  criteria 
for  arteriography  as  discussed  above,  he  or  she 
should  be  admitted  to  the  hospital.  The  patient 
should  be  off  all  antihypertensive  agents,  if  possible. 
If  the  renal  arteriogram  demonstrates  stenosis,  the 
patient  should  have  selected  renal  vein  determina- 
tions made.  When  the  renin  values  are  known,  the 
physician  can  decide  whether  the  patient  has  poten- 
tially curable  hypertension. 


I see  no  reason  to  evaluate  patients  who  are  doing 
well  and  whose  blood  pressure  is  adequately  con- 
trolled with  standard  antihypertensive  therapy.  One 
must  remember  that  all  of  these  drugs — saralasin, 
SQ20,881,  and  SQ  14,225 — are  experimental;  they  are 
not  available  now.  In  the  future,  we  may  be  able  to 
screen  patients  for  renovascular  hypertension  with  an 
infusion  of  saralasin  or  SQ20,881  in  the  office.  Or, 
SQ  14,225  could  be  given  in  small  doses  as  a diagnos- 
tic test,  and  if  the  patient  responded  in  a manner 
highly  suspicious  for  angiotensin-dependent  hyper- 
tension, the  anatomy  could  be  defined  with  arteri- 
ography and  the  diagnosis  confirmed  with  renin  sam- 
pling from  the  renal  veins  and  the  inferior  vena  cava. 
Once  a lesion  has  been  defined  anatomically  and 
proven  to  be  of  functional  significance  with  regard  to 
the  renin  criteria,  then  one  must  decide  whether 
medical  therapy  or  surgical  therapy  would  be  best. 

Dr.  Robert  Gibson:  Dr.  Carey,  would  you  com- 
ment on  the  surgical  results  and  risks? 

Dr.  Carey:  The  largest  study,  published  by  Fos- 
ter" in  1975,  included  502  patients.  The  overall  mor- 
tality was  5.9%,  but  it  varied  from  zero  to  21%  among 
the  participating  institutions.  Mortality  was  greatest 
in  patients  with  the  atherosclerotic  lesion,  particu- 
larly in  those  who  had  concomitant  coronary  artery 
disease;  it  was  virtually  negligible  in  the  younger  pa- 
tients with  fibromuscular  dysplasia  and  no  evidence 
of  left  ventricular  hypertrophy  and  in  those  with  hy- 
pertension of  briefer  duration.  Excluding  the  patients 
who  had  technically  unsatisfactory  procedures,  ap- 
proximately 75%  of  the  patients  with  fibromuscular 
dysplasia  and  about  68%  of  those  with  atherosclerotic 
lesions  were  cured  of  their  hypertension.  An  addi- 
tional 15%  to  16%  in  each  group  improved  signifi- 
cantly with  surgery.  I would  consider  surgery  in:  (a) 
younger  patients,  especially  those  with  fibromuscular 
dysplasia,  since  surgical  mortality  is  negligible  and 
the  probability  of  cure  is  highest;  (b)  when  blood 
pressure  is  refractory  to  drug  therapy;  and  (c)  when 
preservation  of  renal  function  is  important.  I would 
consider  drug  therapy  in  the  older  patients  with  ath- 
erosclerotic lesions,  especially  when  there  is  evidence 
of  coronary  artery  disease  or  when  the  blood  pressure 
can  be  reasonably  controlled  with  drugs.  In  the  case 
of  today’s  patient,  we  found  that  we  could  control  his 
hypertension  with  SQ  14,225  and,  as  he  has  pointed 
out,  he  was  quite  against  a second  operation. 

Dr.  Bolton:  You  mentioned  that  preservation  of 
renal  function  may  well  be  a factor  in  one’s  decision 
to  proceed  with  revascularization  versus  medical 
management  of  renovascular  hypertension.  Even 
though  you  are  effectively  controlling  the  hyper- 
tension in  the  patient  presented  today,  he  still  has  an 
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80%  stenosis  of  the  right  main  renal  artery.  Would 
you  comment  on  the  implications  of  this? 

Dr.  Carey:  This  may  have  serious  consequences 
if  there  is  overall  deterioration  of  renal  function  dur- 
ing the  course  of  medical  therapy.  Therefore,  the  pa- 
tient should  be  followed  closely  with  measurement  of 
creatinine  clearance  at  least  every  6 months.  If  a sud- 
den compromise  in  renal  function  occurs,  a decision 
to  substitute  surgical  renal  revascularization  for  con- 
servative medical  management  would  have  to  be 
made.  To  date,  however,  no  studies  have  shown  su- 
periority of  surgical  over  medical  therapy  in  this  situ- 
ation. 
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Renal  Cell  Carcinoma: 

Twenty  Years  of  Experience 
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In  a long-term  study  of  166  patients  with  renal  cell  carcinoma,  the  authors 
found  that  earlier  diagnosis  and  radical  nephrectomy  resulted  in  improved  sur- 
vival in  patients  with  localized  lesions,  but  the  outlook  for  patients  with  ad- 
vanced disease  showed  little  improvement.  Enhanced  diagnostic  techniques 
during  the  study  period  include  ultrasonography  and  radionuclide  scanning 
with  technetium  glucoheptonate.  Therapeutic  advances  include  renal  artery 
embolization  and  bench  surgery,  with  autotransplantation  or  donor  trans- 
plantation of  limited  value  in  selected  cases. 


BETWEEN  1957  and  1977,  a total  of  166  new 
cases  of  renal  cell  carcinoma  were  diagnosed  at 
the  Medical  College  of  Virginia  and  McGuire  Veter- 
ans’ Administration  Hospitals. 

Almost  one-third  (33%)  of  the  patients  were  female 
and  67%  were  male,  giving  a male-to-female  ratio  of 
2:1.  The  age  range  at  the  time  of  presentation  varied 
from  10  years  to  93  years.  The  mean  age  was  54.8 
years  in  the  male  population,  and  55.8  years  in  the 
female  population.  Of  the  female  population,  29% 
were  premenopausal  and  71%  were  postmenopausal. 
The  patients’  racial  background  reflected  the  general 
population  served  by  the  two  hospitals,  with  black 
and  white  races  quite  evenly  represented. 

From  the  Division  of  Urology,  Medical  College  of  Vir- 
ginia/Virginia Commonwealth  University  and  the 
McGuire  Veterans  Administration  Hospital.  Address  cor- 
respondence to  Dr.  Koontz  at  Box  176,  MCV  Station, 
Richmond  VA  23298. 

Presented  at  the  annual  meeting  of  the  Mid-Atlantic 
Section,  American  Urological  Association,  3 1 October 
1978,  in  White  Sulphur  Springs,  West  Virginia. 

Submitted  2-29-79. 


Clinical  Presentation 

The  most  common  presenting  symptom  was  hema- 
turia, in  68  patients,  or  42%  of  the  population.  Of 
these,  54  had  gross  hematuria;  65%  was  total,  painless 
hematuria,  while  35%  had  lateralizing  flank  pain. 
The  remaining  14  patients  (8%)  had  microscopic 
hematuria  at  the  time  of  initial  presentation. 

The  “classic  triad”  of  hematuria,  pain,  and  pal- 
pable abdominal  mass  was  found  in  only  5%  of  pa- 
tients. A mass  was  the  only  presenting  finding  in  8%, 
while  7%  complained  of  pain  only.  A combination  of 
two  of  the  three  components  was  found  in  a total  of 
15%,  and  these  patients  appeared  to  have  a worse 
prognosis  than  patients  with  a single  finding. 

Two  patients,  or  a total  of  1%  of  the  total  popu- 
lation, presented  with  pulsatile  metastatic  lesions 
(one  in  bone  and  one  in  soft  tissue).  Three  percent  of 
patients  presented  with  pain  or  a pathologic  fracture 
secondary  to  bony  metastases. 

Nine  patients  presented  with  nonspecific  symp- 
toms such  as  fever,  chills,  night  sweats  or  weight  loss. 
Two  patients  were  found  to  have  renal  lesions  at  the 
time  of  intravenous  urography  performed  for  unre- 
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Table  1.  Clinical  Presentation  of  161  Patients  With  Renal  Cell 
Carcinoma. 


Symptom  or  finding 

Number  of 
patients 

Percent 

Hematuria 

68 

42% 

Gross 

54 

33.5% 

Total,  painless 

35 

22% 

Lateralizing  pain 

19 

12% 

Microscopic 

14 

9% 

Hematuria,  mass,  pain 

8 

5% 

Mass 

13 

8% 

Pain 

11 

7% 

Pain,  hematuria 

8 

5% 

Mass,  hematuria 

6 

4% 

Bony  metastases 

5 

3% 

Pulsatile 

2 

1% 

Anorexia,  etc.  (nonspecific) 

9 

6% 

Fever  of  unknown  origin 

2 

1% 

Herpes  zoster 

1 

0.6% 

Asymptomatic  urogram 
finding 

2 

1% 

lated  problems.  A summary  of  these  clinical  data  is 
presented  in  Table  1. 

Environmental  Factors/Related  Disease 

We  were  unable  to  relate  any  environmental  ex- 
posure to  the  risk  of  developing  renal  cell  carcinoma. 
Forty-six  of  our  patients  (29%)  smoked  more  than 
one  pack  of  cigarettes  per  day. 

Thirteen  patients  were  hypertensive,  and  remained 
so  after  surgical  excision  of  the  renal  lesion.  Five  pa- 
tients had  a previous  history  of  malignant  disease; 
two  had  colon  carcinoma,  one  with  malignant  carci- 
noid of  the  ileum  and  one  with  lung  cancer.  One  pa- 
tient had  undergone  nephrectomy  16  years  earlier  for 
renal  cell  carcinoma. 

Laboratory  Findings 

The  most  common  abnormality  found  on  routine 
laboratory  screening  (other  than  hematuria)  was 
anemia.  Nineteen  patients  (12%)  had  a hemoglobin 
level  less  than  10  grams,  and  another  1 1%  had  a he- 
moglobin between  10  and  11  grams.  Erythrocytosis 
was  seen  in  only  two  patients. 

Serum  chemistries  revealed  subtle  and  nonspecific 
abnormalities  (Table  2).  One  patient  presented  with 


Table  2.  Abnormal  Laboratory  Findings. 


Abnormality 

Number  of 
patients 

Percent 

Hemoglobin 

Less  than  10  grams 

19 

12% 

Between  10  and  1 1 grams 

17 

11% 

More  than  17  grams 

2 

1% 

Elevated  alkaline  phosphatase 

10 

6% 

Elevated  LDH 

5 

3% 

Elevated  alkaline  phosphatase  and  LDH 

7 

4% 

hypercalcemia  and  signs  of  ectopic  parathormone 
production. 

None  of  the  patients  with  mild  liver  function  ab- 
normalities and  normal  fiver  scans  were  felt  to  have 
hepatomegaly.  Two  of  these  patients  subsequently 
developed  fiver  metastases  proven  by  liver  scan,  but 
the  remainder  were  noted  to  have  resolution  of  their 
laboratory  abnormalities  after  nephrectomy. 

We  were  not  able  to  correlate  decreased  survival 
time  with  degree  of  anemia  or  the  presence  of  fiver 
function  abnormalities  in  the  face  of  a normal  fiver 
scan. 

Radiographic  Findings 

An  excretory  urogram  was  performed  in  88%  of 
patients.  The  remainder  were  felt  to  have  significant 
allergy  to  intravenous  contrast  or  had  renal  failure  to 
a degree  that  intravenous  urography  was  not  pos- 
sible. 

The  urographic  findings  are  summarized  in  Table 
3.  The  plain  film  in  8%  revealed  abnormal  renal  cal- 


Table  3.  Urographic  Findings. 


Finding 

Percent  of 
patients 

Plain  film  calcification 

8% 

Urogram 

Mass  effect 

71% 

Non-function 

9% 

False-negative  interpretations 

Axis  displaced 

2% 

Urothelial  tumor 

2% 

Ureteropelvic  junction  obstruction 

4% 

Normal 

3% 

cifications  within  the  lesion.  The  most  common 
urographic  abnormality  was  a mass  effect,  seen  in 
71%,  with  nonfunction  of  the  kidney  in  9%. 

Analysis  of  the  remaining  urograms  reveals  that 
there  were  several  categories  of  false-negative  evalu- 
ation: Only  three  examinations  (2%)  were  interpreted 
as  being  normal.  The  rest  were  thought  to  represent 
either  urothelial  tumor  or  ureteropelvic  junction  ob- 
struction without  tumor.  Thus,  there  were  10%  false- 
negative examinations. 

Arteriography  was  performed  in  86%  of  our  pa- 
tients. The  arteriogram  was  felt  to  be  diagnostic  in 
93%  of  these  cases,  and  there  were  7%  false-negative 
interpretations — primarily  in  patients  with  cystic  le- 
sions that  were  felt  to  be  benign  but  were  sub- 
sequently proven  to  be  necrotic  papillary  adenocarci- 
noma. 

Venography  was  performed  in  21  patients.  There 
were  47%  positive  inferior  vena  cava  studies  showing 
tumor  thrombus,  and  53%  were  normal.  No  veno- 
gram was  falsely  interpreted. 
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Thirteen  patients  underwent  sonographic  evalua- 
tion of  suspected  renal  lesions.  Four  lesions  were  in- 
terpreted as  being  solid  and  five  as  being  mixed,  all 
consistent  with  tumor.  These  studies  were  confirmed 
at  the  time  of  exploration.  There  were  three  false- 
negative sonogram  interpretations  (23%).  All  were 
thought  to  be  cysts,  but  were  found  to  be  neoplasms 
with  a cystic  component. 

One  patient  was  studied  with  computerized  tomog- 
raphy, and  in  this  patient  it  was  helpful  in  assessing 
local  tumor  extension.  In  the  staging  of  certain  renal 
lesions  where  direct  local  extension  of  tumor  is  sus- 
pected, however,  computerized  tomography  may 
prove  to  be  of  limited  usefulness. 

Another  diagnostic  tool  that  was  valuable  in  sev- 
eral circumstances  is  radionuclide  scanning  with 
technetium  99m  glucoheptonate,  an  agent  with  an 
initial  vascular  phase  followed  by  an  enhanced  cor- 
tical phase  due  to  glomerular  filtration  as  well  as 
tubular  secretion.1  This  was  valuable  in  several  pa- 
tients in  whom  lesions  might  otherwise  have  been 
missed.  It  allowed  screening  of  small  renal  lesions, 
especially  where  there  was  a diagnostic  dilemma  of  a 
“mass-effect”  versus  a normal  cortical  column  of 
Bert  in. 

Radionuclide  bone  scanning  for  staging  purposes 
is  a routine  part  of  our  metastatic  evaluation.  We 
have  noted  that  60%  of  our  patients  with  renal  cell 
carcinoma  have  increased  radionuclide  uptake  in  the 
area  of  the  renal  lesion.  This  is  not  important  for  our 
staging  purposes,  but  does  point  out  the  fact  that  the 
urinary  tract  is  visualized  with  many  of  the  radio- 
pharmaceutical compounds,  and  evaluation  for  unre- 
lated problems  may  turn  up  unsuspected  renal  le- 
sions. 

Radioactive  liver  scanning  is  used  only  when 
serum  liver  function  tests  are  abnormal.  Using  this 
criterion,  we  had  80%  positive  liver  scans  in  the  pres- 
ence of  metastatic  disease. 

Other  Staging  Procedures 

Baseline  pulmonary  tomography  is  helpful  in  ac- 
curate assessment  of  the  lung  fields  for  possible  meta- 
static disease  and  in  the  measurement  of  pulmonary 
lesions.  This  may  give  the  oncologist  or  radio- 
therapist his  only  accurate  measure  of  the  efficacy  of 
his  therapy. 

The  evaluation  of  a patient  with  total,  gross,  pain- 
less hematuria  should  include  cystoscopy.  In  the  ab- 
sence of  irritative  lower  tract  symptoms,  localization 
of  the  site  of  bleeding  at  the  time  of  initial  presenta- 
tion is  essential.  This  study  also  allows  for  the  collec- 
tion of  urine  for  routine  and  acid-fast  culture  and 
sensitivity  studies,  as  well  as  cytologic  studies.  The 


early  localization  of  the  site  of  bleeding  to  one  kid- 
ney may  be  important,  especially  if  the  patient’s 
hematuria  ceases  and  the  subsequent  urogram  ap- 
pears normal.  It  also  allows  time  to  prepare  the  pa- 
tient’s bowel  so  that  an  adequate  urogram,  complete 
with  nephrotomograms,  may  be  performed  the  fol- 
lowing day.  We  have  also  had  the  experience  that 
cystoscopy  in  the  patient  with  only  moderate  hema- 
turia may  fail  to  localize  the  bleeding  source  after  in- 
travenous urography,  since  the  diuresis  secondary  to 
contrast  administration  may  dilute  the  blood  to  a 
considerable  degree.  Of  the  patients  studied  with  ini- 
tial cystoscopy,  94%  had  the  hematuria  localized  to 
the  kidney  containing  the  lesion,  as  determined  by 
subsequent  evaluation. 

Using  the  above  diagnostic  techniques,  a pre- 
operative  diagnosis  of  renal  cell  carcinoma  was  made 
in  92  of  100  patients  who  were  subjected  to  surgical 
exploration.  There  were  no  false-positive  diagnoses, 
and  eight  false-negative  diagnoses.  Two  of  these  lat- 
ter patients  were  children  who  were  thought  to  have 
Wilm’s  tumor,  and  the  other  six  were  felt  to  have  be- 
nign disease  but,  indeed,  had  malignancy.  These  in- 
cluded calucli,  hydronephrosis,  a simple  cyst,  and 
trauma. 

Surgical  Techniques 

The  surgical  techniques  used  at  the  time  of  explo- 
ration were  either  subcostal  or  thoraco-abdominal 
(usually  extra-pleural)  exposure,  and  radical  ne- 
phrectomy (88  patients).  Nine  patients  had  radical 
nephrectomy  via  a midline  abdominal  incision,  and 
two  underwent  simultaneous  laparotomy  and  median 
sternotomy  for  removal  of  vena  cava  tumor 
thrombus  with  extension  to  the  right  atrium.  Ten  of 
the  patients  had  simple  nephrectomy  only,  and  one 
patient  had  enucleation  of  a well-encapsulated  lesion 
from  a solitary  kidney.  One  patient  had  hemine- 
phrectomy,  also  of  a solitary  kidney.  One  patient  has 
undergone  nephrectomy  of  a solitary  kidney,  with 
living-related  donor  renal  transplant.  Five  patients 
were  found  to  be  unresectable  on  exploration. 

An  important  adjunct  to  the  surgical  procedure  is 
the  placement  of  metallic  surgical  clips  at  the  time  of 
exploration.  These  may  mark  either  unresectable  tu- 
mor or  the  extent  of  the  resection.  The  clips  may  later 
be  visualized  on  plain  films,  and  growth  or  regression 
of  residual  or  recurrent  tumor  can  be  followed  by 
displacement  of  the  clips. 

Two  patients  underwent  transcatheter  renal  artery 
embolization  using  absorbable  gelatin  sponge.  Both 
procedures  were  performed  immediately  prior  to  sur- 
gical exploration,  and  appeared  to  result  in  decreased 
tumor  vascularity. 
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Table  4.  Histology  and  Staging  of  157  Patients. 


Cell  type 

Stage  and  number  of  patients 

I 

(%) 

II 

(%) 

III 

(%) 

IV 

(%) 

Clear 

35 

(22) 

8 

(5) 

16 

GO) 

33 

(21) 

Granular 

5 

(3) 

4 

(2) 

3 

(2) 

4 

(2) 

Papillary 

6 

(4) 

3 

(2) 

6 

(4) 

5 

(3) 

Clear-granular 

4 

(3) 

1 

(0.6) 

0 

5 

(3) 

Anaplastic 

1 

(0.6) 

1 

(0.6) 

0 

4 

(2) 

Totals 

51 

(32) 

17 

(11) 

25 

(16) 

51 

(32) 

Note:  8 patients  with  clear  cell,  1 with  granular  cell,  and  2 with  clear-granular  lesions  could  not  be  staged  accurately. 

Adjunctive  Therapy 

Since  renal  cell  carcinoma  arises  in  a “silent”  area, 
many  patients  were  found  to  have  metastatic  disease 
at  the  time  of  their  initial  presentation.  Added  to  this 
is  the  fact  that  renal  cell  carcinoma  has  been  resistant 
to  both  radiotherapy  and  chemotherapy  to  a large 
degree.23  For  these  reasons,  adjunctive  therapy  has 
been  combined  with  surgery  in  hopes  of  improving 
survival  rates.  The  results  are  discouraging. 

Preoperative  radiotherapy  (4500  rads)  was  given  to 
five  patients.  Two  patients  underwent  repeat  arteri- 
ographic  examination  after  therapy,  one  showing  a 
30%  decrease  in  tumor  size.  Two  patients  appeared  to 
have  no  effect  from  the  therapy,  but  one  patient  had 
transient  regression  of  pulmonary  lesions  after  irra- 
diation of  the  renal  lesion  and  radical  nephrectomy. 
Ten  patients  who  received  postoperative  radiation  to 
the  renal  bed  (4000  rads)  appear  to  have  had  no  im- 
provement in  survival. 

Thirty-eight  patients  received  chemotherapy,  ei- 
ther in  combination  with  surgery  or  as  a primary 
treatment.  Only  three  of  these  patients  (8%)  showed 
any  response;  one  patient  had  transient  regression  of 
pulmonary  metastases  after  progesterone  therapy, 
one  had  a similar  effect  after  testosterone,  and  one 
had  temporary  decrease  in  renal  mass  size  during  a 
course  of  progesterone  and  vinblastine  (Valban®). 


Fig.  1.  Comparison  of  age,  normal  population/patients. 


Pathologic  Staging 

Renal  cell  carcinoma  is  classically  described  ac- 
cording to  cell  type  (clear,  granular,  mixed,  spindle, 
anaplastic).  The  pathologic  staging  is  according  to 
the  system  originally  proposed  by  Flocks  and  Ka- 
desky,4  and  later  modified  by  Robson5  and  others 
into  the  following  generally  accepted  categories: 

• Stage  I : Tumor  confined  to  the  kidney. 

• Stage  II  : Tumor  perforating  into  the  perinephric 

fat  but  not  beyond  Gerota’s  fascia;  no 
renal  vein  or  lymph  node  involvement. 

• Stage  III:  Tumor  involving  renal  vein  and/or  re- 

gional nodes  (vena  cava  and  peri- 
nephric fat  may  be  involved). 

• Stage  IV:  Distant  metastases. 

The  stage  at  time  of  initial  presentation  of  157  of  our 
patients  is  described  in  Table  4. 

Survival 

Survival  data  have  been  analyzed  and  tabulated 
by  the  actuarial  method,6  and  survival  curves  have 
been  generated  to  evaluate  the  effect  of  sex,  race,  cell 
type,  stage,  and  therapy  on  the  patient  population. 
These  patient  survival  curves  are  easily  compared  to 
survival  of  a normal  population  of  the  same  mean 
age. 

Figure  1 reflects  the  comparison  between  a nor- 


Fig.  2.  Influence  of  race  on  survival. 
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Fig.  4.  Influence  of  stage  on  survival. 


mal  age-matched  population  and  our  patients.  The  5- 
and  10-year  survival  rates  for  our  total  population 
are  approximately  27%  and  13%  respectively.  Sex  ap- 
peared to  have  little  effect  on  survival,  although  at  4 
years  or  less  the  survival  curve  seems  to  favor  the  fe- 
male population. 

Figure  2 shows  that  race  did  not  influence  sur- 
vival. 

Figure  3 reflects  the  prognostic  value  of  cell  type. 
In  our  patients  clear  cell,  granular  cell,  and  papillary 
lesions  gave  a better  prognosis,  with  mixed  granular 
and  clear  cell  lesions  giving  a worse  prognosis.  The 
survival  of  patients  with  anaplastic  lesions  was  very 
poor. 

Figure  4 reflects  the  finding  that  stage  influences 
survival.  Five-year  survival  is  approximately  70%  for 
Stage  I,  50%  for  Stage  II,  20%  for  Stage  III,  and  less 
than  5%  for  Stage  IV. 

Figure  5 shows  that  for  this  population,  the  pa- 
tients who  underwent  radical  nephrectomy  had  a 
much  improved  survival  over  those  who  had  any 
other  type  of  treatment. 


Figure  6 reflects  the  fact  that  radical  nephrectomy 
in  patients  with  Stage  I lesions  greatly  improves  sur- 
vival, and,  more  dramatically,  that  patients  with 
Stage  IV  disease  do  not  do  well,  regardless  of  ther- 
apy. Our  patients  with  Stage  IV  disease  were  sub- 
jected to  surgical  treatment  during  the  early  years  of 
the  study,  as  many  others  have  done,  in  hopes  that 
combined  therapy  might  influence  survival,  or  that 
spontaneous  regression  of  metastatic  lesions  might 
result.  Our  most  recent  statistics  have  proven  that 
these  are  very  unlikely  results,  and  we  now  intervene 
surgically  in  these  patients  only  to  palliate  severe 
pain  or  hematuria. 

Discussion 

Renal  cell  adenocarcinoma,  variously  termed  renal 
cell  carcinoma  and  hypernephroma,  is  the  cause  of 
only  about  2%  of  human  cancer,  but  is  the  most  com- 
mon renal  neoplasm.7  The  lesion  is  now  thought  to 
arise  from  the  proximal  convoluted  tubule  of  the  kid- 
ney, although  much  interesting  speculation  was  of- 
fered earlier  as  to  the  source  of  this  lesion.8  9 


Fig.  5.  Influence  of  radical  nephrectomy  on  survival,  Fig.  6.  Influence  on  survival  of  radical  nephrectomy  in  pa- 

all  patients.  tients  with  Stage  I lesions. 
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Renal  tumors  arise  in  a “silent”  area  of  the  body, 
thus  clinical  presentation  is  often  secondary  to  meta- 
static disease.  The  unusual  systemic  effects  of  renal 
cell  carcinoma  are  well  known  and  documented,  but 
are  rare.10  Our  findings  correlate  with  others  who 
state  that  hematuria  and  anemia  are  common  find- 
ings at  presentation."  An  interesting  presentation  in 
two  of  our  patients  was  pulsatile  metastatic  lesions. 

The  epidemiology  of  this  neoplasm  is  suspect.  Sev- 
eral researchers  have  indicted  diet  and  cigarette 
smoking  as  contributing  factors,8  but  both  are  so  sus- 
pect in  almost  every  malignancy  that  the  evidence  for 
a specific  etiology  is  far  from  overwhelming. 

The  preoperative  evaluation  of  a patient  with  sus- 
pected renal  cell  carcinoma  has  been  discussed  re- 
peatedly. We  stress  the  importance  of  cystoscopy  in 
the  patient  with  gross  hematuria,  and  have  found 
that  radionuclide  scanning  with  an  agent  such  as  Tc 
99m  glucoheptonate  may  be  valuable  in  the  patient 
with  “mass  effect”  on  intravenous  urography,  espe- 
cially when  either  physician  or  patient  is  hesitant  to 
proceed  directly  with  arteriography.1 

It  is  interesting  to  note  that,  over  the  20-year  pe- 
riod of  this  study,  there  have  been  remarkable  strides 
in  the  advancement  of  our  diagnostic  capabilities,  as 
well  as  marked  advances  in  pre-  and  post-operative 
care  of  patients.  In  spite  of  our  best  technology,  the 
survival  for  patients  of  all  stages  has  not  improved 
since  the  introduction  of  the  technique  of  radical  ne- 
phrectomy by  Robson5  and  the  resulting  improve- 
ment in  survival  rates  reflected  by  our  data.  It  seems 
that  the  data  leads  to  the  conclusion  that  we  must 
search  for  two  goals:  earlier  diagnosis  and  improve- 
ment in  the  treatment  of  disease  beyond  Stage  II. 

The  treatment  of  advanced  renal  cell  carcinoma  is 
a major  problem.  This  has  always  been  considered  a 
surgical  disease,  yet  we  are  beginning  to  see  the  futi- 
lity of  surgical  therapy  of  other  than  localized  le- 
sions. Our  experience  in  a limited  number  of  cases 
suggests  that  preoperative  radiotherapy  may  down- 
stage disease,  if  even  to  a small  degree.  If  so,  should 
we  not  look  back  at  this  regimen?  Experience  with 
bladder  cancer  during  the  past  several  years  has 
shown  improved  survival  with  this  concept  of  radio- 
therapy. We  are  well  aware  that  hormonal  manipula- 
tion and  chemotherapy  have  failed  to  provide  suc- 
cessful adjunct  to  surgical  treatment  of  advanced 
renal  cell  carcinoma  to  a large  degree.312  The  small 
numbers  of  patients  treated  by  each  institution  make 
research  even  more  difficult. 

Conclusion 

The  clinical  presentation,  diagnostic  evaluation, 
therapy  and  survival  of  166  patients  with  renal  cell 


carcinoma  have  been  reviewed.  Earlier  diagnosis  and 
radical  nephrectomy  have  resulted  in  improved  sur- 
vival in  the  patient  with  a localized  lesion,  but  we 
have  seen  little  improvement  in  the  outlook  for  the 
patient  with  advanced  disease.  Improved  diagnostic 
techniques  include  ultrasonography  and  radionuclide 
scanning  with  technetium  glucoheptonate.  Comput- 
erized tomographic  scanning  may  be  helpful  in  cer- 
tain situations.  Therapeutic  advances  such  as  renal 
artery  embolization,  bench  surgery,  and  autotrans- 
plantation or  donor  renal  transplantation  may  prove 
of  limited  value  in  selected  cases. 
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S Aureus  Endocarditis: 

A Review  and  Plea  for  Early  Surgery 

James  M.  May,  MD,  Richmond,  Virginia, 

Rose  Spitz,  MD,  Baltimore,  Maryland, 

Edward  Yourtee,  MD,  New  Haven,  Connecticut, 
and  William  B.  Greenough  III,  MD,  Dacca,  Bangldesh 


In  a study  of  3 1 cases  and  a review  of  the  literature,  Staphylococcus  aureus 
endocarditis  was  distinguished  from  that  due  to  other  organisms  by  the  absence 
of  prior  valvular  disease,  by  the  presence  of  debilitating  illness  or  acute  onset, 
and  by  a toxic  fulminant  course.  Availability  of  semi-synthetic  penicillins  de- 
creased mortality  from  90%  to  about  50%,  with  death  due  to  heart  failure  rather 
than  sepsis.  Valvular  replacement  may  improve  survival  if  employed  at  the  first 
signs  of  cardiac  decompensation,  rather  than  after  medical  therapy  has  failed 
to  stabilize  a downhill  course. 


ENDOCARDITIS  due  to  Staphylococcus  aureus 
(S  aureus)  is  of  special  interest  since  it  is  caused 
by  a virulent  organism,  has  an  abrupt  onset,  often  in- 
volves normal  valves,  and  produces  high  morbidity 
and  mortality.  When  the  course  is  indolent,  progres- 
sive valve  destruction  leading  to  congestive  heart 
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Hopkins  University,  Baltimore,  where  Dr.  May  was  then  a 
resident  in  medicine  at  the  Johns  Hopkins  Hospital,  and 
Drs.  Spitz  and  Yourtee  were  students  at  the  School  of 
Medicine;  their  work  was  supervised  by  Dr.  Greenough, 
who  was  in  the  School’s  Division  of  Infectious  Disease.  Dr. 
May  is  now  with  the  Division  of  Endocrinology  and  Me- 
tabolism at  the  Medical  College  of  Virginia/VCU;  Dr. 
Spitz  is  with  the  Department  of  Medicine  at  Johns  Hop- 
kins; Dr.  Yourtee  is  with  the  Infectious  Disease  Division  of 
Yale  University;  and  Dr.  Greenough  is  at  the  Cholera  Re- 
search Laboratory  in  Dacca. 

Address  correspondence  to  Dr.  May  at  Box  111,  MCV 
Station,  Richmond  VA  23298. 
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failure  may  occur  in  spite  of  seemingly  adequate  an- 
tibiotic therapy.  Interpretation  of  some  reports  is  fur- 
ther complicated  by  failure  to  consider  S aureus 
endocarditis  separately  from  endocarditis  due  to 
Staphylococcus  albus. 

In  the  pre-antibiotic  era,  S aureus  endocarditis  was 
rare  in  some  reports while  common  in  others5  7.  It 
was  nearly  always  fatal5  8.  The  incidence  of  S aureus 
endocarditis  rose  sharply  with  the  widespread  use  of 
penicillin,  although  survival  rates  improved8.  Associ- 
ated with  the  rise  in  incidence  was  the  use  of  invasive 
procedures  and  the  emergence  of  pencillin-resistant 
strains.  Semi-synthetic  penicillins  were  thought  to 
improve  survival  in  instances  of  penicillin  resis- 
tance1'10, but  there  are  few  recent  studies.  Valve  re- 
placement surgery  has  recently  become  an  important 
adjunct  to  antibiotics  in  treating  endocarditis,  espe- 
cially that  caused  by  S aureus  and  characterized  by 
embolic  phenomena,  resistant  infection  and  rapidly 
advancing  heart  failure.  There  are  as  yet  few  firm 
guidelines  with  regard  to  surgical  indications,  timing. 
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and  duration  of  postoperative  antibiotic  therapy  with 
S aureus  valvular  infections. 

We  have  reviewed  the  literature  on  S aureus  endo- 
carditis and  compared  this  experience  to  the  3 1 cases 
at  the  Johns  Hopkins  Hospital  from  1963  to  1975. 

A review  of  the  last  1 1 years  during  which  semi- 
synthetic penicillins  were  available  supplements  pre- 
viously published  studies  from  the  Johns  Hopkins 
Hospital  by  Thayer5  before  antibiotics  and  by  Fisher 
et  al"  during  the  early  antibiotic  and  penicillin  era. 
(It  should  be  noted  that  the  study  by  Fisher  et  al  did 
not  distinguish  between  S aureus  and  S albus.) 

Methods 

The  charts  of  106  patients  seen  at  the  Johns  Hop- 
kins Hospital  from  1963  to  1975  with  the  diagnoses 
of  S aureus  sepsis  and  endocarditis  were  reviewed. 
Case  finding  was  done  through  computer  search  of 
cross-indexed  discharge  or  death  diagnoses,  review  of 
the  infectious  disease  consultations  since  1970,  and 
examination  of  the  autopsy  files.  The  charts  of  24  pa- 
tients with  sepsis  or  endocarditis  were  not  available 
for  review.  A diagnosis  of  S aureus  sepsis  was  ac- 
cepted for  this  study  if  supported  with  two  or  more 
positive  ante-mortem  blood  cultures.  Endocarditis 
was  considered  to  be  present  if  sepsis  was  associated 
with  significant  embolic  phenomena,  new  or  chang- 
ing heart  murmurs,  or  anatomic  evidence  of  valvular 
involvement.  These  strict  criteria  tend  to  bias  the  se- 
ries toward  more  seriously  ill  patients. 

Results 

Age,  Sex  and  Incidence  by  Decade 

In  the  present  study  there  were  31  cases  of  endo- 
carditis due  to  S aureus:  22  males,  9 females.  In- 
cidence and  mortality  per  decade  for  this  study  and 


others  in  the  literature  are  presented  in  Figure  1.  The 
distribution  appears  bimodal,  but  in  our  study  it  was 
skewed  towards  the  older  age  group,  perhaps  because 
several  children  with  congenital  lesions  did  not  meet 
diagnostic  criteria. 


AGE  BY  DECADE 

Fig.  1.  Incidence  of  staphylococcal  endocarditis  and  mor- 
tality by  decade  of  life.  The  data  incorporates  patients  from 
the  present  study  and  those  from  the  literature5,13,18. 

Predisposing  Factors 

Pre-existing  heart  disease,  with  respect  to  etiology 
and  valvular  involvement,  is  described  in  Table  1. 
Using  the  combined  data  from  the  literature,  rheu- 
matic heart  disease  (42%)  and  mitral  valve  infection 
(28%)  predominated,  but  absence  of  underlying  heart 
disease  occurred  in  38%.  Infection  of  both  aortic  and 
mitral  prosthetic  valves  occurred  in  one  instance, 
with  survival.  Conditions  other  than  valvular  dam- 
age that  may  predispose  to  infection  were  congestive 
heart  failure  (eight  cases),  diabetes  mellitus  (eight 
cases),  renal  failure  (three  cases),  and  steroid  or  im- 
munosuppressive therapy  (four  cases).  Survival  was 
poor  when  serious  underlying  illness  was  present.  In 
five  patients  endocarditis  was  a terminal  event  in  a 
rapidly  fatal  illness. 


Table  1.  Pre-existing  Heart  Disease. 


Study 

Present 

Thayer 

Wilson 

Rabinovich 

Quinn 

Shubin 

Jawetz 

Melton 

No.  of  cases 

%+ 

Reference 
No.  of  cases 

31 

(5) 

26 

(24) 

35 

(1) 

26 

(25) 

28 

(12) 

18 

(26) 

13 

(18) 

6 

Total  cases 
183 

Etiology 

Rheumatic 

4 

9 

21 

17 

5 

2 

58/139 

42 

Arteriosclerotic 

3 

0 

3 

— 

0 

— 

0 

0 

6/139 

4 

Congenital 

4 

0 

2 

3 

6 

— 

0 

4 

19/165 

12 

Syphilitic 

0 

0 

1 

— 

0 

— 

0 

0 

1/139 

1 

Other* 

2 

2 

1 

— 

0 

— 

0 

0 

5/139 

4 

Unknown  or  none 

19 

15 

7 

8 

5 

7 

8 

0 

69/183 

38 

Valve  involved 
Mitral 

2 

14 

8 

6 

4 

2 

36/129 

28 

Aortic 

4 

— 

7 

2 

— 

3 

1 

0 

17/129 

13 

Mitral  and  aortic 

2 

— 

10 

4 

— 

2 

0 

0 

18/129 

14 

Tricuspid 

0 

— 

1 

— 

— 

0 

0 

0 

1/103 

1 

Other 

0 

— 

1 

2 

— 

0 

0 

4 

7/129 

5 

“Previous  bacterial  endocarditis:  Thayer,  2;  Present  study,  2.  Cor  pulmonale:  Wilson,  1. 
+Rounded  to  nearest  whole  percent. 
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Table  2.  Site  of  Initial  Infection. 


Study 

Present 

Thayer 

Shubin 

Melton 

No.  of  cases 

%+ 

Reference 

(5) 

(12) 

(18) 

Total  cases 

No.  of  Cases 

31 

25 

18 

6 

80 

Site 

Skin  or  subcutaneous  tissues 

7 

6 

2 

0 

15/80 

19 

Upper  respiratory  passages 

7 

2 

6 

0 

15/80 

19 

Pyelonephritis 

0 

0 

2 

0 

2/80 

3 

IV  drug  addiction 

3 

0 

0 

0 

3/80 

4 

Puerperal  sepsis 

0 

2 

2 

0 

4/80 

5 

Osteomyelitis 

1 

4 

0 

0 

5/80 

6 

Other 

4* 

3 

3 

0 

10/80 

13 

Unknown 

9 

8 

3 

6 

26/80 

33 

‘Related  to  indwelling  intravenous  catheters 
+Rounded  to  nearest  whole  percent. 


Site  of  Initial  Infection 

The  presumed  sites  of  initial  infection  for  this  and 
other  studies  are  noted  in  Table  2.  In  one-third  of 
cases  the  portal  of  entry  was  unknown.  The  most  fre- 
quent areas  implicated  were  skin,  soft  tissue,  and  up- 
per respiratory  passages,  comprising  38%  of  the  total. 
Fifteen  patients  had  antibiotic  therapy  prior  to  ad- 
mission or  diagnosis. 

Clinical  Presentation 

Clinical  findings  in  the  present  series  are  presented 
in  Table  3.  The  typical  infection  was  acute  in  onset, 
with  duration  of  symptoms  less  than  2 weeks  in  78%; 
moreover,  the  onset  was  characterized  by  high  fever, 
toxic  appearance,  leukocytosis,  embolic  phenomena, 
changing  neurologic  status,  and  development  or  pro- 
gression of  heart  failure.  Several  patients  deterio- 
rated in  the  hospital  while  on  seemingly  appropriate 
therapy.  Heart  failure,  renal  insufficiency,  and  coma 
indicated  a poor  prognosis.  In  only  two  patients  was 
the  presentation  typical  of  subacute  bacterial  endo- 
carditis; both  survived. 

Antibiotic  Therapy 

Antibiotic  therapy  is  outlined  in  Table  4.  Often 
several  antibiotics  were  employed  before  the  results 


Table  3.  Clinical  Findings  in  31  Cases. 


Finding 

Present  on 
admission 

No.  % 

Developed 
in  hospital 

No.  % 

Constitutional  symptoms* 

24 

78 

0 

0 

Fever  greater  than  102  F 

23 

74 

3 

10 

Petechial  rash  or  splinters 

14 

45 

4 

13 

Osier  nodes/Janeway  lesions 

4 

13 

2 

6 

Roth  spots 

3 

10 

2 

6 

Localizing  neurologic  signs 

7 

23 

7 

23 

Coma 

3 

10 

8 

23 

Congestive  heart  failure 

6 

17 

10 

32 

Old  heart  murmur 

12 

39 

— 

New  or  changed  heart  murmur 

13 

42 

5 

16 

Splenomegaly 

5 

16 

2 

6 

Shock 

1 

3 

5 

16 

Hematuria 

6 

12 

4 

13 

Anemia  (Hct  <33,  Hgb  < 1 2) 

13 

42 

9 

23 

Leukocytosis  (WBC  >15,000) 

15 

49 

4 

13 

Azotemia  (SUN  >40) 
Duration  of  symptoms  prior 
to  admission 

7 

23 

5 

16 

Less  than  1 month 

20 

65 

— 

Less  than  2 weeks 

24 

78 

— 

‘Includes  chills,  malaise,  weakness 


of  blood  cultures  were  known;  sometimes  multiple 
antimicrobial  drugs  were  continued  throughout  the 
entire  course,  making  difficult  the  interpretation  of 
response  to  individual  antibiotics.  In  21  patients 


Table  4.  Primary1  Antibiotic  Therapy  and  Sensitivities. 


Resistant 

Sensitive2 

Antibiotic(s)  used 

Number  Mortality 

Number 

Mortality 

Penicillin 

1 1 

5 

1 

Semisynthetic  penicillin 

7 

2 

Penicillin  and  semisynthetic  penicillin 

9 

4 

Semisynthetic  and  aminoglycoside 
Penicillin  and  aminoglycoside 

3 

1 

1 

1 

Other 

3 

2 

Unknown  or  untreated 

2 

2 

TOTALS 

1 1 

30 

13 

1.  A “primary”  antibiotic  was  used  exclusively,  until  death,  or  for  the  major  duration  of  the  hospital  course. 

2.  Sensitive  by  disc  or  agar  dilution  methods  to  at  least  one  antibiotic. 
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treated  with  penicillin,  penicillinase-resistant  ana- 
logues or  both,  with  organisms  sensitive  to  at  least 
one  of  the  drugs,  mortality  was  33%.  Two  out  of  our 
patients  treated  by  the  addition  of  an  aminoglycoside 
to  penicillin  or  a semisynthetic  penicillin  died.  Two 
out  of  three  patients  treated  with  other  antibiotics 
died.  In  those  few  cases  in  which  serum  antibiotic  ac- 
tivities against  the  organism  were  available,  patient 
survival  correlated  poorly  with  test  results.  Positive 
blood  cultures  after  one  week  of  appropriate  antibi- 
otic therapy  were  found  in  five  patients,  all  of  whom 
survived.  There  were  no  serious  adverse  reactions  to 
penicillin,  although  methicillin  nephritis  manifested 
by  hematuria  necessitated  a change  of  that  antibiotic 
in  one  instance. 

Autopsy 

All  of  the  patients  who  died  were  autopsied.  Table 
5 depicts  heart  valve  and  organ  involvement  in  the 
cases  from  the  present  study  and  from  the  literature. 
The  mitral  valve  alone  was  affected  in  43%,  mitral 
and  aortic  in  15%,  and  the  aortic  alone  in  19%,  an  in- 
cidence similar  to  that  found  clinically  (Table  1). 
Multiple  valves  on  both  sides  of  the  heart  were  af- 
fected, or  there  was  spread  to  the  mural  endocardium 
in  16%.  Prosthetic  valve  infection,  as  mentioned,  oc- 
curred in  one  instance.  Infection  was  usually  dissemi- 
nated. Metastic  abscess  formation  was  present  in 
more  than  half  the  cases,  and  in  nearly  all  of  ours. 
Myocardial  abscesses  were  present  in  47%.  The  lungs 
(46%)  and  meninges  (23%)  were  also  frequently  in- 
volved clinically  before  death.  In  our  study  survivors 
had  metastatic  abscess  formation  noted  clinically  in 


five  of  17  instances,  whereas  multiple  abscesses  were 
found  in  ten  of  14  autopsied  cases. 

Emergency  Valve  Surgery 

Emergency  valve  replacement  during  the  active 
phase  of  infection  was  undertaken  in  only  three  pa- 
tients in  this  study.  The  aortic  valve  was  uniformly 
involved.  Indications  for  surgery  were  intractable 
heart  failure  in  each  instance,  and  surgery  was  per- 
formed after  5,  30,  and  70  days  of  antibiotic  therapy, 
respectively.  All  three  patients  died  of  operative  com- 
plications not  related  to  valve  dysfunction  per  se. 
These  patients  could  be  described  as  “moribund” 
when  surgery  was  undertaken. 

Mortality  and  Followup 

Mortality  in  this  study  was  14  of  31  or  45%.  Five 
discharged  patients  were  lost  immediately  to  fol- 
lowup, two  were  followed  at  least  3 months,  ten  at 
least  6 months.  Congestive  heart  failure,  severe  in 
two  cases,  occurred  in  six  patients  and  was  present  on 
discharge.  None  of  these  have  had  subsequent  valve 
surgery  to  our  knowledge.  One  patient  had  mild  “ce- 
rebral dysfunction.”  There  were  no  recurrences  of 
bacterial  endocarditis.  Two  patients  died  of  unknown 
causes  3 and  6 years  after  infection. 

Discussion 

Incidence  and  Mortality  of  S aureus  Endocarditis 

Before  the  introduction  of  penicillin,  S aureus  oc- 
curred in  approximately  7%  (84  of  1 140  cases  re- 
viewed) of  all  types  of  bacterial  endocarditis,  with  a 


Table  5.  Results  of  Post-Mortem  Studies. 


Study 

Present 

Thayer 

Watanakunakorn 

No.  of 

autopsied  cases 

%of 

autopsied  cases 

Reference 

Clinical  Autopsy 

(5) 

(13) 

Total 

No.  of  Cases 

31 

14 

26 

39 

79 

Cardiac  involvement 

Aortic  valve 

5 

1 

5 

9 

15/79 

19 

Mitral  valve 

10 

7 

9 

18 

34/79 

43 

Mitral  & aortic  valves 

4 

2 

4 

6 

12/79 

15 

Tricuspid  valve 

0 

0 

5 

2 

7/79 

9 

Mural  endocardium  alone 

— 

I 

0* 

4 

5/79 

6 

Multiple  valves** 

— 

3 

3 

3 

9/79 

10 

Organ  involvement 

Pericardium 

0 

1 

5 

4 

10/79 

12 

Lung 

10 

6 

11 

19 

36/79 

46 

Meninges 

11 

4 

3 

11 

18/79 

23 

A bscesses 

Spleen 

8 

10 

— 

- 

Kidney 

11 

9 

— 

— 

Myocardium 

2 

9 

14 

14 

37/79 

47 

Brain 

11 

7 

11 

— 

‘Eight  cases  of  mural  endocardial  involvement  in  addition  to  valvular  not  included. 
“Valves  on  both  the  right  and  left  side  of  the  heart. 
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mortality  of  91%.  This  incidence  rose  to  18%  (399  of 
1884  cases)  in  the  penicillin  era  with  71%  mortality, 
and  since  about  1963  and  the  advent  of  semi-syn- 
thetic penicillins  the  incidence  has  been  about  20%. 
The  fall  in  mortality  with  penicillin  was  less  than 
might  be  expected,  possibly  due  to  penicillinase  pro- 
duction by  the  organism.  However,  in  patients 
treated  with  semi-synthetic  penicillins  a mortality  of 
51%  in  53  reported  cases  was  present  without  evi- 
dence of  antibiotic  resistance.  Death  in  many  in- 
stances was  due  to  heart  failure  resulting  from  struc- 
tural valve  damage,  not  to  acute  toxic  or  metabolic 
effects  of  infection. 

Clinical  Course 

S aureus  endocarditis  is  usually  “acute,”  with  du- 
ration of  symptoms  less  than  four  weeks,  and  charac- 
terized by  a fulminant  course.  The  organism  ac- 
counts for  about  Vi  of  acute  endocarditis,  with  a 
mortality  of  85%.  On  the  other  hand,  acute  endo- 
carditis occurs  in  89%  of  S aureus  endocarditis,  leav- 
ing 11%  with  a “subacute”  presentation.  In  637  in- 
stances of  subacute  bacterial  endocarditis,  however, 
S aureus  occurred  in  less  than  1%.  The  incidence 
clearly  varies  with  diagnostic  criteria  and  patient  se- 
lection. 

S aureus  endocarditis  is  often  diagnosed  only  at 
autopsy5 12  either  because  blood  cultures  were  not 
obtained  or  because  cardiac  involvement  in  known 
sepsis  was  not  suspected.  It  has  been  said  that  at  least 
92%  of  initial  cultures  in  sepsis  due  to  S aureus  will 
be  positive14,  and  the  same  percentage  applies  to  cul- 
tured S'  aureus  with  endocarditis  present.  Once  the 
diagnosis  of  sepsis  is  established,  that  of  endocarditis 
may  be  obscured  in  that  both  may  have  similar  pre- 
disposing conditions,  portals  of  entry,  and  a toxic 
course  characterized  by  rapid  onset,  high  spiking  fe- 
vers, anemia,  leukocytosis,  abscess  formation,  men- 
ingitis, and  pneumonia.  Typical  signs  of  subacute 
endocarditis  such  as  splenomegaly,  Osier  nodes, 
Janeway  lesions  or  petechial  hemorrhages,  may  be 
absent.  Involvement  of  the  heart  valves  in  many  in- 
stances may  be  a late  event  in  overwhelming  sepsis 
from  another  source5,  or  in  the  terminal  stage  of  a fa- 
tal illness.  Endocarditis  occurs  in  about  6%  of  S 
aureus  sepsis,  although  the  range  varies  greatly  from 
study  to  study. 

5 aureus  endocarditis  occurs  more  than  twice  as  of- 
ten in  males  than  in  females,  conforming  to  the  unex- 
plained pattern  in  sepsis15.  There  is  little  suggestion 
of  age  predominance  (Fig.  1),  although  an  increasing 
incidence  has  been  found  in  older  age  groups16.  This 
study  concurs  with  that  of  Watanakunakorn13,  which 
showed  an  increased  mortality  in  the  older  age 


group,  possibly  because  of  low  cardiac  or  renal  re- 
serve. Pediatric  patients  with  all  types  of  bacterial 
endocarditis  have  a lower  morbidity  and  mortality17. 
As  noted  above,  S aureus  endocarditis  may  be  super- 
imposed on  an  underlying  serious  or  ultimately  fatal 
illness;  in  our  experience  this  is  not  typical  for  less 
virulent  organisms.  S aureus  endocarditis  in  about 
15%  of  cases  may  be  hospital-acquired.  The  diagno- 
sis in  this  situation  is  often  particularly  difficult  be- 
cause of  prior  antibiotic  therapy  and  a paucity  of 
clinical  findings. 

The  clinical  presentation  of  S aureus  endocarditis 
is  further  distinguished  by  a duration  of  symptoms 
before  admission  or  diagnosis  in  terms  of  days,  not 
months.  In  our  study,  78%  of  infections  developed 
over  a 2-week  or  less  period;  while  other  studies  re- 
port 67%  within  4 weeks  or  less5-121318.  The  signs  and 
symptoms  are  of  a toxic  nature:  as  noted  in  Table  3,  a 
high  percentage  progress  to  coma,  cardiac  or  renal 
failure,  with  an  overall  mortality  as  noted  in  the  past 
decade  of  about  50%.  The  poor  survival  may  be  best 
explained,  perhaps,  by  considering  the  particular 
valves  involved,  implications  of  multiple  organ  in- 
volvement, and  resistance  to  antibiotic  therapy. 

Valvular  and  Organ  Involvement  at  Autopsy 

S aureus  accounts  for  about  15%  of  aortic  valve  in- 
volvement in  endocarditis  due  to  all  organisms.  How- 
ever, in  S aureus  endocarditis  specifically,  31%  clini- 
cally have  aortic  valves  affected,  while  at  autopsy 
34%  have  aortic  vegetations  (Table  5).  Aortic  in- 
volvement in  itself  makes  heart  failure  and  death 
much  more  likely. 

Metastatic  abscess  formation  is  frequently  a termi- 
nal event,  but  occurs  in  survivors  as  well.  It  is  often 
difficult  to  diagnose  and  may  contribute  to  sustained 
fever  or  relapse.  The  organs  most  commonly  in- 
volved are  heart,  brain,  and  spleen,  suggesting  the 
value  of  radioisotope  scans  of  these  areas. 

Right-Sided  Endocarditis 

In  right-sided  endocarditis,  S aureus  infection  oc- 
curs frequently,  usually  with  tricuspid  infection.  In- 
fection with  the  organism  is  also  noted  in  up  to  50% 
of  heroin-associated  endocarditis.  In  addicts,  how- 
ever, the  portal  of  entry  is  usually  the  upper  respira- 
tory passages  rather  than  by  contamination  with  nee- 
dles or  injected  material19.  The  clinical  picture  is  one 
of  pleuritic  chest  pain,  cough,  bloody  sputum  and 
positive  blood  cultures  suggesting  septic  emboli,  with 
subsequent  pneumonitis  and  meningitis19.  The  diag- 
nosis is  often  difficult  because  of  minimal  or  absent 
cardiac  signs;  however,  the  disease  is  associated  with 
a mortality  of  only  25%.  This  may  be  due  to  a variety 
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of  factors,  including  youth,  previous  good  health,  in- 
frequency of  valvular  disease  prior  to  infection,  or  to 
early  diagnosis  and  treatment. 

Post-Cardiac-Surgery  Endocarditis 

When  endocarditis  follows  cardiac  surgery,  S 
aureus  is  found  in  about  25-30%  of  cases  within  2 
months  of  the  operation.  The  overall  incidence  of 
staph  infection  is  low,  possibly  due  to  prophylactic 
use  of  antibiotics20.  Invasion  may  occur  during  sur- 
gery, although  the  organism  is  seldom  grown  from 
intra-operative  blood,  and  when  recovered  infre- 
quently results  in  endocarditis21.  An  extra-cardiac 
source  in  the  postoperative  period  may  be  more 
likely22.  In  “late”  postoperative  endocarditis,  S' 
aureus  occurs  in  only  10%.  Following  insertion  of 
prosthetic  valves,  prothesis  infection  with  all  types  of 
organisms  is  more  common  than  infection  following 
other  types  of  open  heart  surgery22;  the  percentages 
noted  above  include  all  types  of  cardiac  surgery. 

Antibiotic  Therapy 

Another  distinguishing  feature  of  S aureus  endo- 
carditis is  the  resistance  to  therapy,  even  with  the 
semi-synthetic  penicillins.  It  is  generally  accepted 
that  susceptibility  studies  provide  good  clinical 
guidelines,  although  as  shown  in  Table  4,  they  are 
not  always  predictive  of  outcome.  With  effective  anti- 
biotics, death  in  the  present  era  results  often  not  from 
the  consequences  of  the  infection  per  se,  but  from  the 
consequences  of  valvular  damage8.  Emergency  valve 
replacement  in  the  active  infection  is  now  well  ac- 
cepted, although  the  reported  experience  with  S 
aureus  is  meager.  For  example,  in  only  ten  cases 
available  for  review,  indications  for  surgery  were 
heart  failure  (nine  cases)  and  persistent  fever  (one 
case).  The  duration  of  antibiotic  therapy  prior  to  sur- 
gery varied  from  3 to  75  days  with  a mean  of  25  days, 
the  aortic  valve  was  involved  in  each  case,  and  six 
patients  died  from  intra-operative  complications.  In 
the  Hopkins  cases,  it  was  difficult  to  control  rapid 
cardiac  decompensation  due  to  valve  perforation  or 
rupture  with  medical  therapy:  progression  was  stead- 
ily downhill.  Usually  the  initial  symptoms  were  rest- 
lessness, anxiety,  loss  of  feeling  of  well-being,  fol- 
lowed by  signs  of  low  cardiac  output,  including 
decreasing  urine  flow,  rising  serum  urea  nitrogen, 
changing  mental  status,  tachycardia,  and  finally 
changing  murmurs  or  overt  heart  failure,  all  occur- 
ring over  a period  of  hours.  It  cannot  be  over- 
emphasized that  in  aortic  disease,  the  time  for  con- 
firmatory arteriography  and  surgery  is  when  heart 
failure  develops,  not  after  medical  therapy  has  failed 
to  stabilize  its  progression,  and  other  complications, 


such  as  coma  or  renal  failure,  have  supervened. 

In  the  patients  who  survived  S aureus  endocarditis, 
usually  after6  8 weeks  of  antibiotic  therapy,  few  com- 
plications developed  which  were  not  present  at  the 
time  of  discharge.  We  had  no  relapses  in  two  patients 
followed3  6 months  nor  in  ten  patients  followed  more 
than  6 months.  Congestive  heart  failure  was  the  most 
common  complication,  severe  in  three  of  six  cases.  In 
the  followup  period,  none  of  our  patients  have  un- 
dergone valvular  replacement,  although  it  has  been 
reported20-23. 

Conclusion 

5 aureus  endocarditis  often  presents  a distinctive 
clinical  picture,  an  often  fulminant  course,  and  a 
high  mortality,  even  with  modern  antibiotics  and 
valve  surgery.  Early  diagnosis  and  initiation  of  ther- 
apy is  an  important  factor,  but  requires  frequent 
blood  cultures  and  awareness  of  the  features  of  endo- 
carditis with  this  particular  organism. 
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Cancer  Trends: 
Surgical  Adjuvant  Therapy 
For  Colorectal  Cancer 

I.  Shelton  Horsley  III,  MD,  Richmond,  Virginia 


Adequate  surgical  resection  is  the  most  effective  primary  treatment  of  poten- 
tially curable  cancer  of  the  colon  and  rectum.  Radiation  therapy,  immunother- 
apy, and  chemotherapy  are  being  evaluated  in  clinical  trials  to  see  if  they 
should  be  recommended  for  adjuvant  therapy. 


THE  American  Cancer  Society1  estimates  there 
will  be  112,000  new  cases  and  52,000  deaths 
from  cancer  of  the  colon  and  rectum  in  the  United 
States  in  1979.  Excluding  the  commonly  occuring 
skin  cancers,  colorectal  and  lung  cancer  are  the  most 
prevalent  cancers  in  the  United  States. 

In  1977  the  Commission  on  Cancer,  American 
College  of  Surgeons,2  surveyed  the  hospitals  with  ap- 
proved cancer  programs  in  the  United  States  regard- 
ing their  management  and  results  of  patients  with 
cancer  of  the  colon.  There  were  327  hospitals  which 
contributed  data  to  this  study.  In  Virginia,  seven  hos- 
pitals with  approved  cancer  programs  participated. 
The  five  year  survival  for  38,621  patients  throughout 
the  United  States  was  36%  and  for  the  592  patients 
from  the  seven  hospitals  in  Virginia  was  35%.  These 
were  classified  according  to  the  original  pathologic 
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classification  described  by  Cuthbert  Dukes3  in  1932. 
Dukes’  A is  a cancer  confined  to  the  wall  of  the  large 
bowel,  Dukes’  B is  a cancer  that  has  spread  through 
the  wall  into  the  perirectal  or  pericolonic  fat  with  no 
involvement  of  lymph  nodes,  and  Dukes’  C is  all 
cancers  with  regional  lymph  node  metastases  but  no 
distant  disease. 

If  you  consider  large  series  of  patients  reported 
with  cancers  of  the  colon  and  rectum  you  will  find 
that  approximately  7%  are  inoperable  when  initially 
seen.  Another  30%  are  unresectable  for  cure  at  the 
time  of  their  surgical  exploration.  The  causes  for  this 
are  usually  equally  divided  between  locally  unresec- 
table disease,  distant  metastases  in  the  abdominal 
cavity  and  liver  metastases.  The  liver,  of  course,  is 
the  organ  which  is  most  commonly  found  to  be  in- 
volved by  metastatic  disease  as  it  receives  the  portal 
circulation. 

Approximately  60%  of  patients  are  surgically  re- 
sectable for  cure.  Of  this  group  some  10%  will  be 
Dukes’  A and  the  remainder  equally  divided  between 
Dukes’  B and  Dukes’  C lesions.  As  one  further  eval- 
uates those  patients  who  undergo  resection  for  cure 
the  operative  mortality  is  3-10%.  Approximately  15% 
develop  local  recurrences,  15%  fiver  metastases,  and 
15%  distant  metastases  with  control  of  the  primary 
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site.  Approximately  3-4%  will  have  a second  primary 
cancer  of  the  colon.  This  leaves  approximately  50% 
as  five  year  survivors  free  of  disease.4  However,  when 
you  realize  that  only  60%  of  patients  are  resected  for 
cure  and  only  50%  of  those  survive  five  years,  the  fig- 
ure of  30%  five  year  absolute  survivors  of  all  patients 
is  substantiated.  Since  the  results  have  been  unsatis- 
factory we  are  looking  for  means  of  more  effective 
control  of  this  disease. 

Before  considering  adjuvant  therapy  we  must  be 
sure  that  the  surgical  resection  is  adequate.  This  re- 
quires wide  removal  of  the  segment  of  bowel  bearing 
the  cancer  and  its  mesentery  containing  the  lym- 
phatic and  venous  drainage  with  the  least  possible 
manipulation.  In  1967  Turnbull5  published  his  now 
famous  paper  on  the  “no  touch”  technique  for  colon 
resection.  He  emphasized  minimal  manipulation  of 
the  tumor,  circumferential  ligation  of  the  bowel  to 
occlude  the  lumen  on  either  side  of  the  tumor  and 
early  ligation  of  the  vascular  supply  and  lymphatic 
drainage. 

His  results  in  Dukes’  A and  B lesions  of  the  colon 
were  essentially  the  same  as  those  of  his  colleagues 
employing  a more  conventional  technique;  But  in 
over  150  patients  with  Dukes’  C cancers  of  the  colon, 
his  five  year  survivors  were  58%  as  compared  to  28% 
with  the  conventional  resection.  This  was  hailed  by 
many  as  one  of  the  most  important  observations 
made  in  the  treatment  of  colorectal  cancer  in  the  past 
30  years.  However,  other  groups67  pointed  out  that 
their  results  were  equally  as  good  in  Dukes’  C lesions 
employing  wide  resection  of  bowel  and  mesentery 
without  great  emphasis  on  the  “no  touch”  technique. 
It  is  imperative  that  an  adequate  amount  of  bowel 
and  mesentery  is  resected.  Where  clinically  feasible 
early  ligation  of  the  lymphatic  and  vascular  supply 
should  be  accomplished  with  the  least  possible  ma- 
nipulation of  the  cancer.  Any  adherent  small  bowel 
or  viscus  is  resected  with  the  cancer. 

Radiation  therapy  has  been  examined  as  a modal- 
ity that  might  prove  effective  as  adjuvant  therapy  to 
surgical  resection.  Interesting  results  have  been  re- 
ported by  the  Veterans  Administration  Adjuvant 
Group,8  where  patients  with  carcinoma  of  the  rectum 
have  received  2000-2500  rads  in  two  weeks  prior  to 
surgical  resection.  A subset  of  these  700  patients  was 
414  patients  undergoing  abdominoperineal  resection 
for  cancer  of  the  rectum  with  essentially  an  equal 
number  of  patients  in  each  group.  The  observed  five 
year  survival  was  40.8%  for  those  receiving  pre- 
operative radiation  as  compared  to  28.4%  for  those 
who  were  treated  with  only  resection.  There  was  a 
decreased  incidence  of  lymph  node  metastases  in  the 
group  which  received  preoperative  radiation  (26.2%) 


as  compared  to  those  that  were  treated  with  surgery 
alone  (44.2%). 

It  is  difficult  to  believe  that  radiation  therapy  ad- 
ministered in  this  low  dosage,  with  surgery  carried 
out  immediately  following  the  completion  of  therapy, 
could  destroy  tumor  cells  in  the  regional  lymph 
nodes.  Also,  the  pathologists  who  studied  the  surgical 
specimens  reported  no  histologic  evidence  of  “ghost” 
cells  in  the  lymph  nodes.  However,  this  suggestive 
evidence  that  the  preoperative  radiation  might  de- 
stroy tumor  cells  in  the  lymph  nodes  with  conversion 
to  a more  favorable  stage  does  warrant  further  study. 

The  theoretical  advantages  of  preoperative  radia- 
tion therapy  are  that  they  might  reduce  the  size  of  the 
primary  tumor  and  metastases  to  the  lymph  nodes. 
The  possibility  that  this  type  of  therapy  could  steri- 
lize tumor  emboli  must  be  considered.  There  is  evi- 
dence in  other  series9  that  the  unresectable  cancer  of 
the  rectum  might  be  converted  to  a resectable  one 
but  this  usually  involves  higher  doses  of  radiation. 
There  is  evidence  to  suggest  that  preoperative  radia- 
tion might  also  decrease  local  recurrence. 

The  disadvantages  of  this  type  of  therapy  are  that 
it  lacks  precise  pretreatment  staging  and  patients 
with  less  advanced  lesions  (Dukes’  A),  who  might  not 
benefit,  would  be  treated  unnecessarily.  It  does  delay 
the  surgical  resection  from  3-12  weeks  and  might 
lead  to  some  delay  in  wound  healing.  The  possibility 
of  increasing  the  difficulty  of  surgery  must  be  consid- 
ered also;  and,  in  those  cases  in  which  it  is  possible  to 
preserve  the  anal  sphincter  and  do  a low  anterior  re- 
section, there  is  some  increase  in  postoperative  com- 
plications such  as  leaks  at  the  bowel  anastomosis.10 
Of  importance  also  is  the  reluctance  of  patients  and 
surgeons  to  participate  in  this  type  of  preoperative 
treatment  because  of  the  delay  and  the  previously 
mentioned  disadvantages. 

Postoperative  radiation  therapy  has  the  advantage 
that  the  extent  of  the  disease  is  known  through  accu- 
rate histopathologic  study  of  the  specimen.  There- 
fore, low  risk  patients  are  spared  any  additional  ther- 
apy which  at  this  time  would  add  little  to  survival.  It 
also  allows  for  accurate  evaluation  and  correlation  of 
results  and  does  not  conflict  with  the  surgical  proce- 
dure, which  often  has  to  be  decided  at  the  time  of  the 
surgical  exploration.  Postoperative  radiation  therapy 
also  causes  no  delay  in  the  definitive  surgical  resec- 
tion. Certainly  it  is  more  easily  accepted  by  the  pa- 
tient and  surgeon  than  the  preoperative  therapy." 

There  is  increasing  evidence  implicating  the  role  of 
immunity  in  tumor  biology.  The  rationale  for  immu- 
notherapy in  colorectal  cancer  appears  sound.  Vari- 
ous groups  are  carrying  on  investigational  studies  of 
this  aspect  of  adjuvant  therapy.  It  would  appear  that 
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immunotherapy  should  be  most  effective  with  the 
smallest  possible  tumor  burden.  Therefore,  this  has 
been  advocated  in  patients  following  surgical  resec- 
tion of  all  gross  cancer.  In  one  of  the  most  recent 
studies  reported  from  the  National  Large  Bowel 
Cancer  Project,12  bacillus  Calmette-Guerin  (BCG) 
was  used  as  an  adjuvant  to  surgical  resection  in  121 
patients  with  Dukes’  C cancers  of  the  colon.  A statis- 
tically significant  prolongation  in  both  the  disease 
free  interval  and  survival  was  obtained.  This  type  of 
therapy  caused  a marked  shift  in  the  prognosis  of  ad- 
juvant treated  Dukes’  C patient  towards  that  of  sur- 
gically treated  Duke’s  B patients,  in  whom  approxi- 
mately 60%  five  year  survival  can  be  anticipated  as 
compared  to  35%  for  surgically  treated  Dukes’  C pa- 
tients. Further  investigation  in  this  field  appears  war- 
ranted. 

Chemotherapy  has  been  the  subject  of  intensive 
research  as  an  adjuvant  for  colorectal  cancer.13  Over 
40  single  cytotoxic  drugs  have  been  adequately  eval- 
uated for  therapeutic  activity  in  these  patients  with 
advanced  disease.  The  most  successful  single  drug 
has  been  the  flourinated  pyrimidine  5-fluorouracil  (5- 
FU).  The  nitrosoureas,  carmustine  (BCNU),  lomus- 
tine  (CCNU)  and  methyl  lomustine  (MeCCNU),  mi- 
tomycin C and  triazinate  (Baker’s  Antifol)  have  also 
been  tried.  However,  none  of  these  agents  alone  have 
exceeded  the  activity  of  5-fluorouracil  for  initial 
treatment  and  are  seldom  successful  as  secondary 
treatment  for  patients  who  have  failed  on  5-fluoro- 
uracil. In  1975,  Moertel14  reported  a 43%  objective 
response  rate  with  a combination  of  5-fluorouracil  (5- 
FU)  methyl  lomustine  (MeCCNU)  and  vincristine 
(VCR)  which  was  greatly  superior  to  the  20%  re- 
sponse rate  in  randomized  controls  treated  with  5- 
fluorouracil  alone.  Subsequently  his  experience, 
when  enlarged,  showed  a reduction  of  response  rate 
with  this  combination  to  27%  of  137  patients.13 

In  January  of  1968  patients  at  the  Medical  College 
of  Virginia  and  University  of  Virginia  undergoing  a 
curative  resection  for  cancer  of  the  colon  or  rectum 
were  randomly  assigned  to  an  intraluminal  5-fluo- 
rouracil or  control  (saline)  group  at  the  time  of  the 
surgical  procedure.  Those  patients  receiving  intra- 
luminal 5-fluorouracil  (30  mg  kg)  also  received  intra- 
venous 5-fluorouracil  (10  mg  per  kg)  on  each  of  the 
first  two  postoperative  days,  and  five  subsequent 
postoperative  courses  of  oral  5-fluorouracil  (90  mg/ 
kg  in  an  18  day  course)  over  a one  year  period.  The 
results  of  this  clinical  trial  with  203  patients  was  re- 
ported in  1978, 15  and  the  survival  disease  free  data 
revealed  no  benefit  from  this  adjuvant  5-fluorouracil. 

To  date  all  of  the  adjuvant  trials  in  colorectal  can- 
cer have  failed  to  show  any  significant  improvement 
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over  surgical  resection  alone.16  However,  this  does 
not  imply  that  these  efforts  should  be  abandoned. 
Enough  progress  has  been  made  in  the  field  of  radia- 
tion therapy,  immunotherapy  and  chemotherapy  to 
warrant  well  structured  clinical  trials  of  these  modal- 
ities as  adjuvants  to  surgical  resection  in  the  initial 
treatment  of  potentially  curable  cancer  of  the  colon 
and  rectum. 

In  November,  1977,  the  National  Surgical  Adju- 
vant Breast  and  Bowel  Project  (NSABP)  initiated 
two  clinical  trials  in  this  area.  One  is  designed  to 
evaluate  postoperative  immunotherapy  and  post- 
operative systemic  chemotherapy  in  the  management 
of  patients  with  surgically  resected  colon  cancer.  Pa- 
tients under  age  80  years  who  undergo  “curative”  co- 
lon resection  and  are  found  on  pathologic  examina- 
tion to  have  Dukes’  B or  C lesions  are  randomized 
between  three  approaches  to  therapy:  1)  control 
group  with  no  additional  therapy;  2)  three  drug  che- 
motherapy with  5-fluorouracil  (5-FU)  methyl  lomus- 
tine (MeCCNU),  and  Vincristine  (VCR);  or  3)  ba- 
cillus Calmette-Guefin  (BCG).  The  drugs  are 
administered  every  ten  weeks  for  eight  courses.  BCG 
is  administered,  one  vial  by  scarification  every  week 
for  the  first  12  weeks  and  then  every  other  week  for 
an  additional  15  months. 

The  other  is  a clinical  trial  to  evaluate  post- 
operative radiation  therapy  and  postoperative  sys- 
temic chemotherapy  in  the  management  of  patients 
with  surgically  resected  rectal  carcinoma.  All  patients 
undergoing  “curative”  rectal  resections  under  the  age 
of  80  years  who  have  a Dukes’  B or  C lesion  are  ran- 
domized to  one  of  three  approaches  to  therapy.  One 
group  receives  no  additional  therapy,  the  second 
group  receives  chemotherapy  similar  to  that  given  in 
the  colon  protocol,  and  the  third  group  receives  post- 
operative radiation  therapy. 

We  feel  that  these  trials  are  indicated,  since  the  lo- 
cal recurrence  rates  after  surgical  resection  are  unsat- 
isfactory and  the  overall  cure  rate  is  poor.  Only  after 
carefully  controlled  clinical  trials  have  shown  signifi- 
cant benefit  should  adjuvant  therapy  be  used  in  addi- 
tion to  adequate  surgical  resection  in  the  initial  treat- 
ment of  potentially  curable  colorectal  cancer. 
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TRENDS  COMMENT 


Dr.  Horsley  presents  an  accurate  review  of  the  cur- 
rent results  in  colorectal  cancer  and  on  the  need  to 
try  to  improve  on  these  results  through  “well  struc- 
tured clinical  trials.”  Since  none  of  the  treatments  to 
be  evaluated,  i.e.,  radiation,  BCG,  and  chemother- 
apy, is  really  “new-new,”  one  wonders  why  the  value 
of  these  modalities  has  not  already  been  determined. 

I would  like  to  advance  the  view  that  many  of  the 
colorectal  adjuvant  clinical  trials  are  fatally  flawed 


before  they  begin.  Let  us  consider  the  plight  of  a clin- 
ical trial  designer  attempting  to  improve  the  results 
of  primary  treatment  of  colorectal  cancer.  Ideally, 
one  would  like  to  divide  the  patients  into  groups,  so 
that  each  member  of  the  group  has  the  same  over-all 
prognosis.  For  this  purpose,  the  Dukes’  A,  B,  C needs 
to  be  expanded  to  divide  the  B and  C groups  on  the 
basis  of  the  extent  of  the  bowel  lesion.  Does  it  pene- 
trate through  the  muscularis  propriae  (B2,  C2)  or  is  it 
confined  to  the  bowel  beyond  the  mucosa  but  not 
beyond  the  muscularis  propria  (B1  or  Cl)?  Five  year 
survivals  then  become  B1  67%,  B2  54%,  Cl  43%,  C2 
22%.  Lumping  B1  and  B2  or  Cl  and  C2  can  well 
mask  small  differences  in  effectiveness  of  the  treat- 
ment. 

The  second  problem  is  that  it  is  not  likely  that  any 
one  of  the  modalities  to  be  tried  is  going  to  have  a 
large  effect  in  improving  survival.  Perhaps  a 10%  in- 
crease in  survival  is  all  that  can  be  expected.  Note 
that  this  is  about  the  magnitude  of  the  survival  dif- 
ferences in  the  revised  Dukes’  staging.  To  find  such 
an  effect,  large  numbers  of  patients  are  required. 

The  third  problem  is  that  there  are  too  many  con- 
tenders for  trial:  radiation  preoperative  or  post- 
operative, immunotherapies,  single  drug  or  multiple 
drug  chemotherapy,  combinations  of  the  above. 

A fourth  problem  is  the  reluctance  of  some  physi- 
cians and  patients  to  participate  in  such  trials. 

It  appears,  unfortunately,  that  the  clinical  trial  de- 
signer opts  for  expediency  as  the  best  solution  to  acti- 
vate the  trial.  Five  groups  are  reduced  to  three 
groups,  Dukes’  A,  B,  C.  All  modalities  of  treatment 
are  appeased.  Trials  using  historical  controls  (Refer- 
ence 12  above)  are  accepted  as  a basis  for  incorporat- 
ing BCG  therapy. 

The  result  will  probably  be  another  suggestive,  but 
hardly  conclusive,  result.  This  in  turn  will  increase 
the  number  of  physicians  who  do  not  participate, 
which  in  turn  leads  to  even  more  compromises  in  the 
design  of  the  next  trial. 

To  break  this  cycle,  the  trials  to  be  designed  must 

1)  accurately  stratify  the  patients  by  prognosis,  and 

2)  severely  limit  the  number  of  questions  to  be  an- 
swered by  relying  on  carefully  and  critically  eval- 
uating small  scale  pilot  studies  to  choose  the  ques- 
tions to  be  answered.  In  turn,  we  physicians  should 
participate  actively  and  fully  in  these  trials  to  provide 
the  number  of  patients  needed  to  produce  a con- 
vincing result. 

Gerald  Goldstein,  MD 
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How  the  General  Practitioner  Can  Determine 
The  Need  for  Ophthalmologic  Referral 

Henry  S.  Campell,  MD,  Martinsville,  Virginia 


WHEN  should  a patient  be  referred  to  an  oph- 
thalmologist? Are  eye  drops  and  sophisticated 
instruments  needed  to  make  the  referral  decision? 
These  questions  are  crucial  to  the  proper  care  of  eye 
problems,  whether  the  patient  presents  initially  to  a 
physician  or  to  a non-medical  practitioner. 

This  study  delineates  the  ways  in  which  the  possi- 
bility of  visual  system  disease  can  be  recognized  in 
non-ophthalmologic  office  practice. 

Method 

The  author,  an  ophthalmologist  practicing  in  a 
semi-rural  area  of  Virginia,  documented  1,000  con- 
secutive office  patient  visits  from  October  9,  1978, 
through  December  14,  1978.  Each  of  these  visits  was 
classified  into  one  of  three  groups:  no  disease,  new 
disease,  and  old  disease.  No  disease  meant  that  the 
patient  had  no  significant  complaints,  may  or  may 
not  have  required  glasses  for  normal  visual  acuity 
and  had  no  findings  of  a significant  medical  problem. 
New  disease  meant  that  the  patient  gave  a history 
suggesting  significant  visual  system  disease  and/or 
was  found  to  have  significant  visual  system  disease; 
new  disease  patients  had  not  been  seen  or  treated 
previously  for  this  problem  by  the  examiner  or  by  his 
partner  ophthalmologist.  Old  disease  patients  had  a 
significant  visual  system  disease  which  had  been  seen 
and/or  treated  previously  by  the  examiner  and/or  by 
his  partner  ophthalmologist.  Patients  with  con- 
comitant old  and  new  disease  problems  were  classi- 
fied according  to  the  new  problem.  Patients  with 
more  than  one  old  disease  problem  were  classified 
according  to  the  more  serious  problem. 


Address  correspondence  to  Dr.  Campell  at  PO  Drawer 
3151,  Martinsville  V A 24 1 1 2. 

Submitted  1-12-79. 


All  patient  examinations  included  history,  visual 
acuity,  external  examination,  slit  lamp  biomicroscope 
examination  and  a view  of  the  fundus  oculi  through 
undilated  pupils.  Tonometry  was  done  in  all  adult 
patients  without  infection.  A dilated  fundus  exami- 
nation was  done  in  all  patients  scheduled  for  a rou- 
tine examination  plus  those  patients  where  history 
and/or  other  examination  indicated  the  need.  Visual 
field  examinations  were  done  where  indicated. 

Results 

In  a mature  ophthalmologic  practice,  one  expects 
to  see  relatively  few  patients  without  disease.  Indeed, 
the  examiner  in  this  study  saw  only  284  patients 
(28.4%)  without  disease  and  716  (71.6%)  with  disease. 
In  the  diseased  group,  491  (65.6%)  were  already  un- 
der observation  or  treatment. 

Table  1 lists  the  means  by  which  disease  was  sus- 
pected. Notice  the  heavy  preponderance  of  history, 
visual  acuity,  and  external  examination  by  hand-held 
flashlight  as  the  initial  clues  to  disease.  These  three 
are,  of  course,  different  facets  of  the  same  stone  and 
could  well  be  combined,  i.e.,  if  a patient  states  that  he 
does  not  see  well,  and  if  his  visual  acuity  is  indeed 
decreased,  then  the  patient’s  history  is  confirmed.  In 
610  (85.2%)  of  the  716  patients  with  disease,  this  triad 


Table  1.  Examining  Elements  That  Indicated  Ophthalmologic 
Disease  in  716  Patients. 


History 

255 

(35.6%) 

Visual  Acuity 

External  Examination  by  Hand-Held 

198 

(27.7%) 

Flashlight 

157 

(21.9%) 

Refraction 

4 

( .6%) 

Tonometry 

69 

( 9.6%) 

Slit  Lamp 

23 

( 3.2%) 

Undilated  Fundus 

9 

( 1.3%) 

Dilated  Fundus 

1 

( -1%) 

716 

100% 
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indicated  visual  system  disease.  Refracting  four  high 
myopes  or  noticing  thick  spectacle  lenses  would  have 
indicated  the  need  for  careful  indirect  ophthaloscopy 
for  peripheral  retinal  abnormalities. 

The  majority  of  patients  with  new  disease  pre- 
sented with  acute  processes,  such  as  infection,  iri- 
docyclitis, foreign  bodies  and  the  like;  here  history, 
visual  acuity  and  external  examination  by  hand-held 
flashlight  again  gave  the  clue.  Those  patients  with 
old  disease  had  chronic  disorders  such  as  cataracts 
and  glaucoma;  for  these,  tonometry  and  slit  lamp  ex- 
amination added  meaningful  information.  The  69 
patients  found  to  have  glaucoma  could  have  been 
suspected  of  the  disease  by  using  Schoitz  tonometry 
or  non-contact  “air  puff’  tonometry.  The  nine  pa- 
tients found  to  have  optic  atrophy,  glaucomatous 
cupping,  diabetic  retinopathy,  and  macular  degener- 
ation were  suspected  by  viewing  the  fundus  oculi 
through  the  undilated  pupil. 

Slit  lamp  biomicroscopic  examination  gave  the 
clue  in  23  of  the  716  patients  with  disease,  mainly  for 
diseases  of  the  cornea,  silent  iridocyclitis,  and  poten- 
tial narrow-angle  glaucoma.  Two  new  and  seven  old 
patients  with  potential  narrow-angle  glaucoma  were 
seen.  Dilating  the  pupils  of  these  nine  patients  could 
have  precipitated  disastrous  attacks  of  acute  narrow- 
angle  glaucoma,  and  mydriatic  eye  drops  were  dis- 
tinctly contraindicated. 

An  asymptomatic  superior  retinal  hole  was  found 
in  one  patient  because  the  history  of  retinal  detach- 
ment in  the  other  eye  made  an  extraordinarily  dili- 
gent search  of  the  retina  mandatory.  Without  this 
history  and  with  only  a routine  examination  of  the 
retina,  the  hole  would  have  been  missed  by  the  ex- 
aminer. 

Only  one  patient  had  a significant  abnormality 
which  was  not  suspected  prior  to  dilating  the  pupil. 
Although  her  benign  choroidal  nevus  was  known  to 
her  from  an  examination  about  one  year  prior,  she 
did  not  reveal  this  to  the  examiner  initially. 

Table  2 sums  up  how  disease  was  suspected  in  the 
716  patients  found  to  have  visual  system  problems. 

Conclusions 

How,  then,  can  the  non-ophthalmolgic  practitioner 
know  when  a patient  should  be  referred  to  an  oph- 
thalmologist? Most  often,  the  study  shows,  through 
the  basic  medical  triad  of  history,  visual  acuity,  and 
looking  at  the  external  eye  with  a flashlight.  Family 
physicians  can  take  heart  at  this.  And  they  may  be 
cheered  as  well  to  know  that  the  success  of  this  triad 
obviates  the  need  for  sophisticated  instruments:  In 
only  23  of  the  716  patients  suspected  of  having  dis- 


Table  2.  How  the  Non-Ophthalmolgic  Practitioner  Could  Have 
Determined  the  Need  for  Ophthalmolgic  Referral  in  716  Patients. 


History,  visual  acuity,  external 
examination  (the  basic 
medical  triad) 

610/716 

(85.2%) 

History,  visual  acuity,  external 
examination,  undilated  fundus 

619/716 

(86.5%) 

History,  visual  acuity,  external 
examination,  undilated  fundus, 
tonometry 

688/716 

(96.1%) 

History,  visual  acuity,  external 
examination,  undilated  fundus, 
tonometry,  noticing  thick 
spectacle  lenses 

694/716 

(96.6%) 

History,  visual  acuity,  external 
examination,  undilated  fundus, 
tonometry,  noticing  thick 
spectacle  lenses,  slit  lamp 

715/716 

(99.9%) 

NOTE:  In  nine  of  the  above  716  patients,  dilation  of  the  pupil 
with  eye  drops  could  have  induced  an  attack  of  acute  narrow-angle 
glaucoma. 


ease  was  an  instrument  required  that  is  not  in  the  of- 
fice of  most  physicians,  namely,  a slit  lamp. 

As  for  eye  drops,  the  recommendation  is  BE- 
WARE. Eye  drops  can,  in  certain  cases,  change  a 
chronic  visual  problem  into  a dangerous  emergency. 
Nine  patients  seen  in  this  study,  as  noted,  had  the  po- 
tential for  acute  narrow-angle  glaucoma,  and  dilating 
the  pupils  of  any  of  these  nine  patients  could  have 
produced  an  extreme  emergency  in  the  office  of  the 
general  practitioner  or  non-medical  optometrist. 
Moreover,  eye  drops  may  precipitate  alarming  side 
effects;  in  the  course  of  this  study  two  patients  with 
corneal  foreign  bodies  became  faint,  with  decrease  in 
blood  pressure  and  nausea,  after  application  of  topi- 
cal anesthetic  drops  (although  neither  patient  had  a 
seizure  or  total  loss  of  consciousness). 

In  sum,  to  both  the  conscientious  physician  and 
the  conscientious  optometrist  the  need  for  referral  of 
a patient  to  an  ophthalmologist  is  usually  obvious 
through  the  application  of  history,  visual  acuity,  and 
external  examination  by  hand-held  flashlight,  and 
does  not  require  sophisticated  instruments. 

Most  importantly,  do  not  dilate  the  pupil.  Routine 
tonometry  according  to  established  standards  and 
viewing  the  fundus  oculi  through  the  undilated  pupil 
are  the  additional  needed  methods.  The  use  of  myd- 
riatic drugs  to  dilate  the  pupil  risks  precipitating 
acute  narrow-angle  glaucoma  by  a 9 : 1 ratio  over  un- 
covering any  hidden  disease  process. 
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Nonoperative  Extraction  of  Retained  Biliary  Calculi 

Barry  T.  Katzen,  MD,  Alexandria,  Virginia 


RETAINED  biliary  calculi  remain  a problem  in 
calculus  surgery  due  to  several  factors  includ- 
ing diagnostic  error  at  the  time  of  cholangiography, 
suboptimal  cholangiographic  technique  and  a small 
percentage  of  patients  in  whom  no  abnormalities  are 
demonstrated  at  cholangiography.  Previous  reports' 
have  estimated  5%  of  patients  undergoing  common 
duct  exploration  will  be  found  to  have  retained  cal- 
culi. Generally  speaking,  morbidity  and  mortality  of 
the  second  surgical  procedure  is  higher  than  the  pri- 
mary procedure1. 

Several  methods  of  nonsurgical  extraction  of  these 
calculi  have  been  described26,  however,  we  have 
found  the  method  described  by  Burhenne17  to  be 
quite  effective,  almost  completely  eliminating  the 
need  for  repeat  operative  intervention.  The  purpose 
of  this  report  is  to  describe  our  technique,  and  report 
on  the  efficacy  of  percutaneous  biliary  stone  extrac- 
tion. 

Technique 

Since  an  adequate  size  fistula  is  necessary  for  post- 
operative manipulation,  it  is  recommended  that  a 
large  T-tube  be  placed  at  the  time  of  the  initial  sur- 
gery to  facilitate  future  manipulation.  A T-tube  size 
of  at  least  14  French  is  recommended,  with  16 
French  being  preferable.  In  addition,  the  T-tube 
should  not  be  placed  through  the  cystic  duct  rem- 
nant, as  this  makes  manipulation  more  difficult. 

When  retained  biliary  calculi  are  demonstrated  on 
postoperative  cholangiography,  the  patient  is  dis- 
charged and  readmitted  4-6  weeks  following  initial 
surgery  for  extraction  under  fluoroscopic  control. 
This  interval  is  necessary  to  allow  formation  of  a 
well-defined  fistula  tract.  It  is  helpful  if  the  tract  is  lo- 
cated more  laterally  than  anteriorly. 

From  the  Department  of  Radiology,  the  Alexandria 
Hospital,  4320  Seminary  Road,  Alexandria  VA  22314. 
Submitted  4-2-79. 


Percutaneous  extraction  of  retained  calculi  is  per- 
formed without  premedication  or  sedation  in  almost 
all  patients.  Some  pain  may  be  experienced  during 
removal  of  the  calculus  through  the  fistula  and  intra- 
venous analgesia  may  be  employed  if  needed,  al- 
though we  have  rarely  found  this  necessary.  Broad 
spectrum  intravenous  antibiotic  therapy  is  started  the 
night  prior  to  manipulation.  Cardiac  monitoring  is 
routine.  Following  sterile  preparation  of  the  field, 
preliminary  cholangiography  is  performed  for  local- 
ization and  definition  of  anatomy.  The  T-tube  is  then 
removed,  and  a steerable  catheter/wire  apparatus  is 
placed  through  the  fistula  into  the  common  bile  duct 
(Fig.  A).  In  most  patients,  apparent  angulation  and 
deformity  of  the  common  bile  duct  (Fig.  B)  dis- 
appears once  the  T-tube  is  removed.  Under  fluoro- 
scopic control,  the  catheter  is  guided  to  a position  ad- 
jacent to  the  calculus.  A retrieval  basket  is  then 
passed  through  the  catheter  so  that  it  will  open  adja- 
cent to  the  calculus  within  the  common  bile  duct. 
Once  the  calculus  has  been  trapped  within  the  bas- 
ket, the  basket  and  catheter  are  then  approximated  to 
secure  the  calculus  within  the  basket.  Generally 
speaking,  calculi  of  up  to  10  mm  in  size  may  be  ex- 
tracted through  a 14  French  fistula  tract,  although 
occasional  fragmentation  of  the  stones  may  be  neces- 
sary. In  the  event  a calculus  appears  lodged  at  the 
distal  common  bile  duct  and  cannot  be  moved  with 
the  steerable  apparatus,  a small  vascular  occlusion 
balloon,  or  Fogarty  balloon,  may  be  passed  to  the 
distal  portion  of  the  common  bile  duct,  inflated,  and 
used  to  bring  the  calculus  more  proximally  in  the  bil- 
iary tree.  Following  removal  of  the  calculus,  a red 
rubber  tube  or  modified  T-tube  is  placed  into  the  bil- 
iary tree  for  continuous  drainage.  Repeat  cholangi- 
ography is  performed  in  24  hours.  If  retained  frag- 
ments are  still  present  and  these  are  significant  in  size 
(greater  than  4 mm),  repeat  extraction  is  performed. 
If  the  biliary  tree  is  without  filling  defects,  the  drain- 
age catheter  is  removed  and  the  fistula  allowed  to 
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Fig.  A.  Diagrammatic  illustration  of 
stone  retrieval.  1)  T-tube  in  place 
with  single  common  bile  duct  stone. 
2)  T-tube  removed.  3)  Steerable  cath- 
eter passed  into  common  bile  duct.  4) 
Basket  apparatus  passed  through 
catheter.  5)  Calculus  captured.  6) 
Calculus  removed  through  fistula. 
Reproduced  by  permission  from  Ra- 
diology'. 


Fig.  B.  Left,  T-tube  cholangiogram 
showing  two  retained  common  bile  duct 
stones  (arrows)  in  a 72-year-old  female. 
Above,  following  removal  of  T-tube, 
Burhenne  apparatus  is  placed  in  com- 
mon bile  duct  and  stone  is  trapped  in 
basket  (arrow).  Both  calculi  removed  in 
two  minutes  fluoroscopy  time.  Right,  T- 
tube  cholangiogram  two  days  post  re- 
trieval showing  no  residual  calculi. 
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close.  If  small  filling  defects  are  noted,  the  tube  may 
be  left  in  place;  most  of  the  fragments  will  pass  into 
the  duodenum  or,  occasionally,  through  the  drainage 
tube. 

Results 

Of  23  patients,  22  (96%)  underwent  successful  bili- 
ary stone  extraction  of  at  least  one  calculus.  Ages 
ranged  from  23  to  80,  and  the  average  hospital  stay 
was  three  days.  Fluoroscopic  time  varied  from  60 
seconds  to  50  minutes  but  averaged  15  minutes.  In 
the  one  unsuccessful  extraction,  three  separate  proce- 
dures of  approximately  one  hour  in  length  were  per- 
formed. No  complications  were  encountered.  In  the 
one  technical  failure,  a large  stone  was  encountered 
which  tended  to  lodge  in  the  most  distal  portion  of 
the  common  bile  duct,  which  was  distorted  by  pre- 
vious surgery,  making  it  relatively  inaccessible  to  a 
basket.  Reoperation  was  performed,  with  successful 
although  difficult  removal  requiring  nearly  five 
hours. 

Conclusion 

Due  to  numerous  factors,  inadvertent  retained  bili- 
ary calculi  may  occur  in  approximately  5%  of  com- 
mon duct  explorations.  Percutaneous  extraction  is  a 
safe,  effective  method  of  eliminating  the  need  for  re- 
peat operative  intervention  and  may  be  done  on  an 
elective  basis.  The  use  of  local  anesthesia,  little  or  no 
sedation,  relatively  short  hospital  stay,  and  little  pa- 
tient discomfort  make  this  the  method  of  choice  for 
removal  of  retained  biliary  calculi.  Although  failures 
may  occur  due  to  unusual  anatomic  factors,  the  suc- 
cess rate  of  96%  makes  the  necessity  of  repeat  surgi- 
cal intervention  extremely  unlikely. 
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Librax 

Each  capsule  contains  5 mg. 
chlordiazepoxide  HCl  and  2.5  mg  clidlnium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis 
Final  classification  of  the  less-than- 
effective  indications  fequires  further 
investigation. 

Contraindications:  Glaucoma:  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g. , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® - 
(chlordiazepoxide  HCI/Roche)  to  known 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazmes. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions-reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression:  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  not 
established 

Adverse  Reactions : No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated:  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramida!  symp- 
toms. increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice,  hepatic  dysfunction 
reported  occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy 
Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e..  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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High-Fiber  Diet  Its  Role  in  (he  Treatment  erf 
Diabetes  MdMtus  Reviewed 


Michael  M.  Van  Ness,  MD,  and  Munsey  S.  Wheby,  MD, 
Charlottesville,  Virginia 


DIETARY  FIBER  is  receiving  considerable  at- 
tention in  both  the  lay  and  medical  press.  It  has 
been  touted  as  prophylaxis  against,  or  treatment  for, 
a variety  of  conditions,  including  diverticulosis,  ap- 
pendicitis, tumors  of  the  large  bowel,  gallbladder  dis- 
ease, varicose  veins,  hiatal  hernia,  and  obesity.1  3 
This  review  examines  current  medical  research 
which  suggests  that  a diet  high  in  fiber  is  beneficial  in 
the  treatment  of  diabetes. 

Fiber  and  Dietary  Fiber 

The  main  high  fiber  compounds  of  interest  include 
cellulose,  hemicellulose,  lignin,  pectin  substances  and 
gums.4  Numerous  methods  to  quantify  fiber  content 
exist.  More  than  200  years  ago,  farmers  used  a simple 
acid  and  alkaline  extraction  of  animal  foodstuffs  to 
determine  the  amount  of  indigestible  material  they 
called  “crude  fiber”.  In  general,  crude  fiber  determi- 
nations estimate  only  50-80%  cellulose,  20%  hemi- 
cellulose, and  10-15%  lignin.5  Nevertheless,  because 
of  the  ease  of  this  method,  crude  fiber  determinations 
continue  to  be  calculated  and  are  used  extensively 
today.6  There  are  more  accurate  and  more  expensive 
methods  to  measure  fiber  content,7  10  but  none  has 
been  widely  adopted. 

Burkitt  and  Trowell  proposed  the  term  “dietary  fi- 
ber” to  define  the  “remnants  of  vegetable  cell  walls 
which  are  not  hydrolyzed  by  alimentary  enzymes  of 
man.”"  The  dietary  fiber  content  of  foods  is  an  em- 
piric value  and  cannot  be  calculated  by  present 
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methods.  It  can,  however,  be  estimated  using  the  val- 
ues for  crude  fiber  and  indigestible  residue,  the  food 
residue  after  in  vitro  digestion  by  pepsin  and  pan- 
creatin.10  For  example,  the  crude  fiber  content  of 
wheat  bran  is  9%  while  the  indigestible  residue  is 
49%.  The  dietary  fiber  content  lies  somewhere  in  be- 
tween these  values,  probably  closer  to  49%.  Crude  fi- 
ber content  of  fruits  and  vegetables  more  accurately 
estimates  their  dietary  fiber  content.  For  practical 
purposes,  the  amount  of  total  dietary  fiber  in  foods 
ranges  from  two  to  five  times  the  crude  fiber  content.6 

Historical  Aspects 

In  1956,  Cleve12  advanced  the  saccharine  hypothe- 
sis: that  Western  man  was  adapting  poorly  to  the  in- 
creasing amounts  of  refined  carbohydrates  in  his  diet. 
In  1969,  he  further  proposed  that  depletion  of  dietary 
fiber  in  the  Western  diet  is  aggravating  those  condi- 
tions peculiar  to  Western  culture,  including  constipa- 
tion, hemorrhoids,  varicose  veins,  coronary  throm- 
bosis, and  diabetes.13  In  1971  and  1972,  Painter, 
Burkitt,  and  Trowell14 15  recognized  in  the  rural  Afri- 
can patient  population  in  Uganda  a low  prevalence 
of  these  conditions  as  well  as  a low  prevalence  of 
obesity  and  carcinoma  of  the  large  bowel.  They  spec- 
ulated that  the  lack  of  complex  carbohydrates  and 
dietary  fiber  and  the  vast  amounts  of  refined  car- 
bohydrates in  Western  diets,  as  opposed  to  rural  Af- 
rican diets,  might  be  important  etiologic  factors.16 
For  example,  they  calculated  the  typical  Western  diet 
to  include  3-5  g of  crude  fiber  per  day  while  the  typi- 
cal rural  African  diet  contained  20-25  g. 17-19 

Trowell20  pointed  out  that  diabetes  mellitus  death 
rates  in  England  and  Wales  fell  50-60%  during  1940- 
54,  the  years  of  food  controls.  During  this  time  the 
consumption  of  national  flour  (0.4-0. 7%  crude  fiber 
versus  0.1%  crude  fiber  in  white  bread)  was  manda- 
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tory.  Several  physicians  have  reported  isolated  cases 
where  the  use  of  high-fiber  or  raw  diets  have  proved 
useful  in  treatment  of  diabetes.2123 

Recent  Studies 

Study  1:  Several  authors  have  tested  the  hypothesis 
that  high-fiber  foods  are  useful  in  the  treatment  of  di- 
abetes mellitus.  Jenkins  et  al24  studied  the  effect  of 
unabsorbable  carbohydrate  on  post-prandial  hyper- 
glycemia. The  test  group  consisted  of  1 1 diabetic  vol- 
unteers, three  of  whom  required  insulin  for  manage- 
ment. After  a 14-hour  overnight  fast,  a low-fiber 
meal  containing  106  g of  carbohydrate  was  eaten  by 
all  1 1 subjects.  Serum  glucose  and  insulin  levels  were 
measured  for  3 hours  following  this  low-fiber  meal. 
At  a later  date  (1-2  weeks  later),  a fiber-supple- 
mented meal  containing  16  g guar  (a  high-fiber  com- 
pound), 10  g pectin,  and  106  g carbohydrate  was 
eaten.  Serum  glucose  and  serum  insulin  values  were 
measured  for  3 hours  following  this  meal.  A signifi- 
cant decrease  in  post-prandial  glucose  and  insulin 
levels  was  observed  following  the  fiber-supplemented 
meal.  This  effect  was  seen  in  both  the  insulin-depen- 
dent and  non-insulin  dependent  diabetic  patients. 

Conclusion:  High  fiber  compounds  can  alter  post- 
prandial glucose  response  in  diabetic  patients. 

Study  2:  The  possible  beneficial  effects  of  a high- 
carbohydrate,  high-fiber  diet  in  hyperglycemic  dia- 
betic men  was  explored  by  Kiehm  et  al25  following 
the  observation  that  glucose  tolerance  in  diabetic  pa- 
tients could  be  improved  by  carbohydrate  feeding.26 
Three  patient  groups  were  studied:  (A)  five  insulin- 
dependent  diabetic  men  who  required  15-28  units  of 
insulin  per  day  (low-insulin  group);  (B)  five  men  tak- 
ing oral  hypoglycemic  agents  (oral-hypoglycemic 
group);  and  (C)  three  insulin-dependent  diabetics 
who  required  40-55  units  of  insulin  per  day  (high-in- 
sulin  group).  Patients  in  groups  A and  B had  features 
of  adult-onset  diatetes  (weight  > 120%  of  ideal  body 
weight,  late  age  onset).  Patients  in  group  C resem- 
bled juvenile-onset  diabetics  (weight  82-88%  of  ideal 
body  weight,  early  age  of  onset).  All  three  groups 
were  fed  individualized  American  Diabetic  Associa- 
tion (ADA)  diets  calculated  to  be  weight-maintain- 
ing. These  diets  contained  43%  of  calories  as  car- 
bohydrate and  averaged  4.7  g of  crude  fiber.  All 
groups  were  then  placed  on  a diet  containing  75%  of 
calories  as  carbohydrates  and  averaging  14.2  g of 
crude  fiber,  mainly  cellulose.  After  2 weeks  on  the 
latter  diet,  fasting  plasma  glucose  values  were  signifi- 
cantly lower  (p  < 0.001)  in  both  the  low-insulin 
group  and  the  oral-hypoglycemic  group.  All  five  men 
taking  oral  hypoglycemic  agents  were  able  to  discon- 


tinue their  medications.  Four  of  the  five  men  in  the 
low-insulin  group  were  able  to  discontinue  insulin, 
while  the  fifth  man  was  able  to  reduce  his  daily  dose 
from  28  units  to  15  units.  However,  in  the  high-in- 
sulin group,  fasting  plasma  glucose  levels  were  un- 
changed, and  no  change  in  insulin  dose  was  possible. 

Fasting  serum  cholesterol  values  and  fasting  serum 
triglyceride  values  were  found  to  be  lower  on  the 
high-fiber  diet  in  all  three  groups. 

Several  high-fiber  compounds  have  been  recog- 
nized to  lower  serum  cholesterol,  particularly  gum 
compounds  like  pectin,  guar,  and  tragacanth. 27,28 
Since  diabetic  patients  carry  an  increased  risk  of  ath- 
erosclerotic disease,  a condition  which  may  be  aggra- 
vated by  hypercholesterolemia  and  hyper- 
triglyceridemia,29 the  high-fiber,  75%-carbohydrate 
diet  with  generous  amounts  of  such  dietary  fiber  as 
wheat  bran,  pectin,  and  guar  may  benefit  the  mild  to 
moderate  diabetic.  Although  the  mechanism  by 
which  the  high-fiber,  75%-carbohydrate  diet  results 
in  an  improvement  in  glucose  metabolism  remains 
unclear,  the  authors  conclude  that  the  availability  of 
endogenous  insulin  may  be  required  to  derive  maxi- 
mal benefit  from  this  diet. 

Conclusion:  The  beneficial  effects  of  a high-car- 
bohydrate,  high-fiber  diet  on  hyperglycemic  men  in- 
clude decreased  fasting  serum  glucose,  cholesterol, 
and  triglyceride  levels. 

Study  3:  Miranda  and  Horwitz30  studied  eight  in- 
sulin-requiring diabetics  using  a diet  containing  ei- 
ther 3 g of  cellulose  (low-fiber)  or  20  g of  cellulose 
(high-fiber).  Each  diet  was  continued  for  10  days.  No 
changes  were  made  in  insulin  dosages.  They  found 
that  mean  plasma  glucose  was  significantly  lower 
while  patients  were  eating  the  high-fiber  diet  (120.8 
± 10.1  mg%  versus  169.4  ± 11.7  mg%,  p < 0.001). 
Hypoglycemic  reactions  were  more  frequent  in  pa- 
tients on  the  high-fiber  diet.  Mean  serum  insulin  lev- 
els were  unchanged  on  the  two  diets;  means  serum 
glucagon  levels  were  significantly  lower  on  the  high- 
fiber  diet  (p  < 0.001). 

Conclusion:  This  study  suggests  that  substantial 
lowering  of  plasma  glucose  with  a high-fiber  diet 
may  be  possible  without  increasing  insulin  dosage. 

Study  4:  A.  The  ability  of  several  different  dietary 
fiber  compounds  to  modify  blood  glucose  levels  was 
studied  by  Jenkins  et  al.31  These  researchers  per- 
formed oral  glucose  tolerance  tests  (GTT)  using  50  g 
of  glucose  on  normal  volunteers  with  and  without  the 
addition  of  one  of  six  dietary  fiber  compounds:  guar, 
pectin,  gum  tragacanth,  methylcellulose,  wheat  bran, 
or  cholestyramine.  One  of  these  dietary  fiber  com- 
pounds was  added  to  each  glucose  load  to  the  equiv- 
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alent  of  12  g crude  fiber.  Results  of  the  GTT  reveal 
that  significant  reduction  in  the  serum  glucose  re- 
sponse occurred  with  the  high-fiber  compounds.  The 
greatest  flattening  of  the  glucose  response  was  ob- 
served with  guar  (50.6%  decrease  in  the  mean  peak 
rise  in  glucose  concentration,  p < 0.01).  Serum  in- 
sulin response  was  measured  and  was  found  to  be 
flattened  with  the  high-fiber  compounds.  Again,  guar 
resulted  in  the  greatest  decrease  in  serum  insulin  con- 
centration. These  results  confirmed  earlier  work 
demonstrating  the  ability  of  guar  and  pectin,  alone 
and  in  combination,  to  lower  post-prandial  serum 
glucose  and  insulin  concentration.32  These  authors 
also  demonstrated  that  the  addition  of  guar  gum  (25 
g)  to  the  regular  diet  of  nine  diabetic  patients  re- 
duced glucosuria  46-54%.33 

Conclusion:  Guar,  a high-fiber  compound,  will  ef- 
fectively a)  lower  post-prandial  glucose  response  and 
b)  decrease  urinary  glucose  loss  in  diabetic  patients. 

B.  Jenkins  et  al31  tested  the  hypothesis  that  the  vis- 
cosity of  the  high-fiber  solutions  correlates  with  flat- 
tening of  the  GTT  response  curve.  They  calculated 
the  viscosity  of  each  of  the  six  solutions  created  by 
the  addition  of  one  of  the  high-fiber  compounds  to 
the  50  g glucose  load.  A positive  correlation  was 
found  between  the  increase  in  viscosity  of  the  high- 
fiber  solutions  and  the  decrease  in  mean  peak  rise  in 
blood  glucose  concentration  (r  = 0.926;  p < 0.01). 
For  example,  when  added  to  water,  guar  produces  an 
almost  jelly-like  solution.34  Alternatively,  hydrolyzed 
guar  produces  a non-viscous  solution  when  added  to 
water  and  produced  no  significant  decrease  in  the 
mean  peak  rise  in  glucose  concentration.  Malabsorp- 
tion of  glucose  as  an  explanation  of  these  results  was 
ruled  out  by  simultaneous  absorption  studies  using 
xylose. 

Conclusion:  The  viscosity  of  high-fiber  solutions 
plays  an  important  role  in  the  decrease  in  post-pran- 
dial glucose  response. 

C.  Jenkins  et  al31  next  investigated  the  correlation 
between  mouth-to-cecum  transit  time  and  the  reduc- 
tion in  mean  peak  rise  in  glucose  concentration.  They 
determined  transit  time  by  adding  lactulose  to  the  50 
g glucose  load  and  then  measuring  expired  hydrogen 
resulting  from  colonic  fermentation  of  lactulose. 
These  workers  found  that  those  substances  which 
produced  the  greatest  increase  in  viscosity  of  the  glu- 
cose solution  resulted  in:  (1)  the  greatest  increase  in 
mouth-to-cecum  transit  time  and  (2)  the  greatest  de- 
crease in  mean  peak  rise  in  serum  glucose  con- 
centratration  (r  = 0.885;  p < 0.02). 

Conclusion:  High-fiber  compounds  increase  the 
viscosity  of  test  solutions,  which  results  in  slower  in- 
tesinal  transit  and  flattened  glucose  response  curves. 


Summary 

Dietary  manipulation  has  long  been  a mainstay  of 
treatment  of  adult-onset  diabetes.  Weight  loss  and  a 
diet  low  in  refined  carbohydrate  have  often  allowed 
either  reduction  or  discontinuation  of  oral  hypogly- 
cemic agents  or  insulin.29  The  evidence  presented  in 
this  review  suggests  that  complex  carbohydrates  and 
high-fiber  compounds  can  play  a significant  role  in 
this  dietary  manipulation  and  merit  further  study. 
The  mechanism  by  which  hyperglycemia  is  amelio- 
rated may  be  the  increased  viscosity  of  intestinal  con- 
tents with  slower  small  bowel  transit  time  resulting  in 
slow,  but  sustained  absorption  of  glucose. 
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Pediatric  Cancer:  Beating  the  Odds 

Diane  M.  Komp,  MD,  Charlottesville,  Virginia 


FOR  the  moment,  I’d  like  you  to  forget  that  you 
are  a doctor,  nurse,  medical  student  or  other 
health  professional.  I want  you  to  picture  yourself  as 
a parent.  Your  beautiful  3-year-old  daughter  has  not 
been  her  usual  self.  She  appears  tired  and  sallow  to 
you,  so  you  take  her  to  your  physician.  He  admits  her 
to  the  hospital  and  performs  tests.  After  an  anxious 
wait,  the  verdict  comes  in  from  the  laboratory.  Your 
physician  explains  to  you  that  the  disease  from  which 
she  suffers  has  no  cure — but  there  are  medications 
available  to  which  90-100%  of  similarly  afflicted  chil- 
dren respond.  Once  the  disease  remits,  however,  it 
will  be  necessary  to  continue  medication  or  the  dis- 
ease will  relapse.  And  the  medication  is  not  without 
side  effects.  The  chances  are  better  now  than  ever, 
you  are  told,  that  your  daughter  will  live  to  adult- 
hood. If  she  becomes  pregnant,  however,  her  preg- 
nancies will  be  considered  high  risk;  fetal  wastage  is 
a strong  possibility,  and  birth  defects  have  been  re- 
ported in  a significant  number  of  offspring  of 
mothers  who  have  been  similarly  treated. 

You,  as  a parent,  ask  what  will  happen  if  no  treat- 
ment is  given.  Spontaneous  remissions  are  rare,  you 
are  told,  and  without  treatment  your  daughter  most 
certainly  will  die.  What  is  your  choice?  How  would 
you  weigh  the  preview  of  the  quality  of  your  child’s 
life?  Why  not  allow  her  to  slip  away  now  rather  than 
risk  toxic  treatment  of  an  “incurable”  disease  with 

This  article  was  originally  presented  orally  at  Pediatric 
Grand  Rounds,  University  of  Virginia  School  of  Medicine, 
on  September  8,  1978.  The  presentation  was  dedicated  to 
the  late  MacLemore  Birdsong,  MD,  who  suggested  the 
topic,  and  it  was  Dr.  Komp’s  last  Grand  Rounds  contribu- 
tion as  Professor  of  Pediatrics  and  Chief  of  Pediatric/On- 
cology. She  is  now  Professor  of  Pediatrics  and  Head  of  the 
Division  of  Hematology/Oncology,  Department  of  Pediat- 
rics, at  the  Yale  University  School  of  Medicine.  Address 
correspondence  to  her  there  at  333  Cedar  Street,  New 
Haven  CONN  06504. 

Submitted  1 1-17-78. 


the  potential  of  death  at  a later  point?  Would  your 
choice  be  influenced  by  the  fact  that  the  hypothetical 
child  I described  has,  not  cancer,  but  diabetes  mel- 
litus? 

We  Americans  have  been  taught  to  fear  cancer, 
and  the  first  battle  in  the  war  against  cancer  is 
against  our  own  attitudes.  If  we  take  a pessimistic  at- 
titude towards  the  unfortunate  children  with  cancer, 
none  of  them  will  beat  the  odds.  Here  are  case  re- 
ports of  three  children  who  had  metastatic  cancer  but 
have  now  been  disease-free  for  many  years. 

Case  1,  Leukemia 

E.  P.  was  14  years  old  when  he  developed  hip  pain. 
He  was  seen  by  a physician  when  he  had  a choking 
feeling  and  could  not  get  his  breath.  A CBC  showed 
a total  WBC  of  45,000/mm3  with  97%  lymphoblasts. 
The  diagnosis  of  acute  lymphoblastic  leukemia  was 
confirmed  by  bone  marrow  aspirate.  Induction  ther- 
apy was  begun  with  6-mercaptopurine  and  predni- 
sone. The  initial  course  was  complicated  by  hyper- 
uricemia, but  remission  was  achieved  within  a month 
and  prednisone  tapered.  His  therapy  consisted  of  6- 
MP  daily  with  pulses  of  prednisone  one  month  out  of 
four. 

In  1970,  when  he  was  17,  his  father  died.  His  com- 
pliance with  medication  thereafter  was  minimal,  but 
this  was  not  appreciated  till  we  discussed  with  him 
permanent  discontinuation  of  medication  after  6 
years  of  continuous  complete  remission. 

He  is  now  26  years  old,  married,  the  father  of  two 
children  and  gainfully  employed.  He  continues  in 
complete  remission  12  years  after  diagnosis  and  eight 
years  after  the  discontinuation  of  therapy. 

Case  2,  Wilms’  tumor 

J.  H.  was  18  months  old  when  he  was  brought  to 
his  pediatrician  because  of  painless  hematuria.  An 
abdominal  mass  was  noted,  and  an  IVP  demon- 
strated a left  upper  pole  renal  mass.  At  surgery,  a 
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Wilms’  tumor  was  found,  confined  to  the  kidney. 
Postoperatively,  he  received  radiotherapy  to  the 
renal  bed  and  actinomycin  D.  Eight  months  after  ne- 
phrectomy, a coin  lesion  was  found  on  X-ray  in  the 
left  upper  lobe.  A lobectomy  was  performed  and 
pathologic  examination  confirmed  metastatic  Wilms’ 
tumor.  Both  lungs  were  given  1400  R,  and  vincristine 
was  administered  intravenously  over  a period  of  15 
months.  Therapy  was  discontinued  in  June  1972. 

He  is  now  10  years  old,  disease-free  for  eight  years 
and  off  all  therapy  for  six  years.  He  is  an  active  vol- 
unteer for  the  American  Cancer  Society  and  plans  to 
be  a doctor  specializing  in  cancer  when  he  grows  up. 

Case  3,  Hodgkin’s  disease 

D.  H.  was  3 years  old  when  he  had  a biopsy  of  a 
right  cervical  node  consistent  with  Hodgkin’s  disease. 
Staging  consisted  of  IVP,  inferior  venacavagram, 
chest  X-ray  and  lymphangiogram.  By  these  tech- 
niques, he  was  judged  to  be  stage  I A and  treated  with 
3600  R to  a mantle  field. 

One  year  after  diagnosis  recurrence  was  suspected 
because  of  splenomegaly.  A repeat  lymphangiogram 
demonstrated  positive  periaortic  nodes.  The  spleen 
and  nodes  below  the  diaphragm  were  given  3500  R, 
but  generalized  disease  was  apparent  6 months  later 
when  he  developed  fever,  weight  loss  and  abdominal 
pain.  A laparotomy  was  performed,  revealing  mul- 
tiple liver  nodules  and  many  enlarged  nodes,  con- 
firmed pathologically  as  recurrent  Hodgkin’s  disease. 

For  the  next  3 years,  he  had  numerous  remissions 
and  relapses,  for  which  he  had  the  following  drugs: 
“MOPP” — nitrogen  mustard,  Oncovin,  prednisone 
and  procarbazine,  vinblastine,  5-fluorouracil, 
CCNU,  azapicyl  and  adriamycin.  His  remarkable  re- 
sponses to  these  medications  have  been  the  subject  of 
four  publications. 

In  April  1974  he  had  remained  in  complete  remis- 


sion for  one  year,  achieved  by  adriamycin.  At  that 
point  chemotherapy  was  discontinued. 

He  is  now  14  years  old.  He  continues  in  complete 
remission  for  5 'A  years,  4'A  years  after  the  discontin- 
uation of  therapy. 

Discussion 

The  first  point  that  these  three  children  have  in 
common  is  that  we  cannot  clinically  distinguish  them 
from  other  “bad  prognosis”  patients  with  the  same 
diseases.  Our  concepts  of  staging  for  prognosis  may 
give  us  an  idea  of  what  will  happen  to  X%  of  similar 
patients  but  not  for  any  one  patient.  For  a single  pa- 
tient, the  prognosis  is  either  0%  or  100%.  Not  daring 
for  cure,  cures  no  one. 

This  brings  us  to  the  issue  of  hope.  None  of  us 
lives  without  it,  yet  as  physicians  we’re  so  afraid  to 
hold  out  unrealistic  hope  that  we  frequently  fail  to 
hold  out  any  hope.  It  is  of  interest  that  among  the 
things  that  parents  of  children  with  cancer  recall  as 
most  distressing  in  their  initial  discussions  with  phy- 
sicians is  the  withholding  of  any  hope.  How  often  is 
that  withholding  of  hope  related  to  our  attitudes  to- 
wards cancer  rather  than  the  existence  of  a zero  prog- 
nosis? 

The  third  point  is  the  integral  part  of  clinical  re- 
search in  the  success  of  these  patients  against  the 
odds.  If  their  parents  had  not  agreed  to  research  trials 
. . . ? If  their  physicians  had  stuck  with  “standard 
therapy”  . . .?  The  current  encouraging  results  in  the 
treatment  of  childhood  cancer  were  achieved  by  a 
partnership  of  parents  and  oncologists  who  were  not 
satisfied  with  standard  therapy  and  trusted  each 
other  enough  to  dare  for  better. 

In  summary,  cancer  is  not  a hopeless  disease  in 
children.  Further  improvements  in  the  prognosis  for 
these  children  can  only  be  expected  if  their  parents 
and  physicians  hope  they  can  do  better. 
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Evaluating  the  Pre-Hospital  Phase 
Of  the  E mergency  Medical  System 

V.  Wenzel,  RN,  E.  Attinger,  MD,  D.  Rockwell,  RN,  C.  Steams,  BS, 
K.  Rosenthal,  RRA,  R.  Buck,  MEd,  and  R.  Edlich,  MD, 
Charlottesville , Virginia 


A COMPREHENSIVE  emergency  medical  sys- 
tem (EMS)  is  being  implemented  in  Planning 
District  10  in  Virginia.  The  physical  design  and  oper- 
ation of  this  system  must  be  guided  by  a carefully  de- 
signed evaluation  of  its  effectiveness.  Outcome  and 
process  measures  of  care  are  essential  to  evaluate  the 
EMS. 

This  evaluation  must  include  data  points  from  the 
time  of  injury  or  illness  until  discharge  from  the  hos- 
pital. The  process  and  outcome  of  care  in  the  pre- 
hospital phase  of  the  system  is  recorded  on  the  am- 
bulance report  form.  This  record  is  composed  of  a set 
of  data  points  which  are  essential  for  the  system’s 
evaluation.  This  report  reviews  the  development  of  a 
standardized  ambulance  report  form  and  addresses 
its  role  in  the  system’s  evaluation.  We  encourage  its 
use  in  other  systems  in  Virginia  and  recommend  it  be 
modified  to  meet  their  special  need. 

Methodology 

The  ambulance  report  form  was  designed  with  in- 
put from  representatives  of  the  emergency  medical 
nurses,  physicians,  and  the  Biomedical  Engineering 
Department  of  the  University  of  Virginia  and  all  of 
the  rescue  squads  in  Planning  District  10.  Nineteen 
of  the  pre-hospital  minimum  data  elements  described 
in  the  EMS  Handbook  for  Patient  Recordkeeping  and 
List  of  Minimum  Data'  plus  additional  data  points 
chosen  to  meet  the  needs  of  the  squads  and  hospital 
were  incorporated  into  the  form.  A glossary  defining 
all  terms  and  providing  instructions  for  completion 
of  the  form  was  compiled  and  distributed  to  each 

From  the  Emergency  Medical  Service  and  Department 
of  Biomedical  Engineering,  University  of  Virginia  Medical 
Center.  Address  correspondence  to  Dr.  Edlich  at  the  Cen- 
ter, Charlottesville  VA  22908.  Submitted  9-6-78. 


provider  to  insure  standardization  of  information  ob- 
tained. Since  many  of  the  data  elements  can  be  sup- 
plied by  checking  an  answer,  writing  and  data  entry 
are  minimized. 

The  form  is  printed  on  three-part  NCR  paper  pro- 
viding individual  records  for  the  receiving  hospital, 
rescue  squad  and  the  regional  information  system. 
Prototypes  of  the  form  were  field  tested  prior  to  its 
implementation.  The  medical  staff  approved  this 
form  as  part  of  the  patient’s  permanent  hospital  rec- 
ord. The  Department  of  Biomedical  Engineering 
conducts  the  data  evaluation  of  the  forms.  The  ele- 
ments are  entered  into  a computer  using  a cathode 
ray  tube  terminal.  Quarterly  and  monthly  reports  of 
the  process  and  outcome  data  are  now  being  sent  to 
each  rescue  squad  and  hospital.  The  use  of  a comput- 
erized information  system  facilitates  storage,  manip- 
ulation, and  evaluation  of  data. 

Measures  of  Performance 

Most  of  the  data  elements  included  refer  to  the 
process  of  care.  The  timing  of  the  response  to  the  ill- 
ness or  injury  is  one  of  the  most  important.  This  re- 
sponse consists  of  two  components:  a patient  decision 
delay  and  a delay  due  to  the  EMS.  The  first  is  the 
time  between  the  onset  of  illness  or  injury  and  the 
call  for  help;  this  decision  delay  may  be  very  short 
but  in  the  case  of  myocardial  infarction,  can  often  be 
one  hour  to  as  long  as  30  hours.2  A prolonged  delay 
in  seeking  help  can  considerably  limit  the  benefit  of 
the  most  efficient  advanced  life  support  system.  If  the 
public  is  hesitant  to  contact  the  rescue  squad,  a pub- 
lic educational  program  must  be  instituted  to  encour- 
age better  use  of  the  EMS. 

Once  the  call  is  received  by  the  dispatcher,  the  dis- 
patcher must  expeditiously  send  the  most  appropri- 
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ate  mobile  unit  to  the  scene  of  the  accident  or  illness. 
Generally  this  decision  is  made  in  less  than  one  min- 
ute,2 but  the  dispatch  delay  could  be  critical  if  the 
rescue  squad  offers  two  different  levels  of  care,  basic 
life  support  and  advanced  life  support.  If  this  deci- 
sion is  made  after  a lengthy  conversation,  this  time 
delay  may  be  devastating  to  the  caller.  Conversely, 
dispatching  a mobile  intensive  care  team  for  the  pa- 
tient who  has  no  life-threatening  illness  often  leaves 
the  community  temporally  without  advanced  life 
support.  The  dispatcher  is  faced  with  this  decision 
frequently,  with  an  estimated  one-third  of  the  emer- 
gency calls  requiring  advanced  life  support.3  Dis- 
patcher training  is  mandatory  to  minimize  this  delay. 

A process  measure  which  has  received  much  noto- 
riety is  the  response  time  of  the  ambulance  to  the 
scene  of  the  illness  or  injury.  Response  times  (from 
the  time  the  call  for  help  is  received  until  ambulance 
arrival  at  the  scene)  of  10  and  30  minutes  in  urban 
and  rural  communities,  respectively,  are  considered 
acceptable.4  If  the  response  times  are  longer,  ambu- 
lance placement  strategies  must  be  considered  and 
implemented  to  resolve  this  problem.5 

The  time  required  for  treatment  and  transport 
must  also  be  appreciated.  Delays  in  initiating  or  im- 
plementing treatment  are  often  signs  of  skill  decay 
that  can  be  corrected  by  re-training.  The  time  of  day 
at  which  the  calls  occur  is  also  important  information 
for  personnel  scheduling  purposes.  If  cyclical  varia- 
tions in  the  number  of  calls  can  be  temporally  pre- 
dicted, the  staffing  patterns  can  be  changed  to  meet 
the  differing  patient  demands. 

Ideally,  basic  life  support  should  be  initiated  by  a 
lay  person  or  a member  of  a public  safety  agency  at 
the  scene  of  injury  or  illness  prior  to  the  arrival  of  the 
rescue  squad.  The  benefits  of  this  treatment  by  the 
first  responder  are  being  realized  particularly  in  the 
patient  with  cardiac  arrest.  When  cardiopulmonary 
resuscitation  (CPR)  is  initiated  1-5  minutes  after  car- 
diac arrest,  17%  of  the  patients  survive,  as  compared 
to  1%  in  victims  in  which  CPR  is  delayed  more  than 
10  minutes  after  arrest.6  Public  educational  cam- 
paigns must  be  instituted  in  every  community  to 
train  the  first  responser  to  initiate  these  life  saving 
techniques. 

The  process  of  care  being  delivered  by  the  emer- 
gency medical  technician  (EMT)  is  another  impor- 


tant consideration.  Based  on  the  results  of  a careful 
history  and  physical  examination,  the  rescue  squad 
personnel  must  make  a correct  diagnosis  and  initiate 
appropriate  treatment.  In  our  EMS,  the  diagnostic 
accuracy  of  the  emergency  medical  technician  can  be 
easily  checked  by  comparing  his  clinical  impression 
to  that  of  the  physician.  This  latter  data  point  should 
be  included  in  any  information  system.  This  evalua- 
tion of  performance  is  a more  important  process 
measure  than  is  a simple  listing  of  the  number  of  ill- 
nesses or  treatments.  This  performance  data  element 
will  have  considerable  influence  on  the  design  of 
continuing  medical  education  programs  for  all  mem- 
bers of  pre-hospital  emergency  teams. 

Finally,  the  influence  of  the  already  listed  data 
points  on  the  critical  outcome  measures,  patient  mor- 
bidity and  mortality,  must  be  ascertained.  These  crit- 
ical data  elements,  which  will  be  derived  from  the 
hospital  record,  must  be  included  in  the  program- 
matic evaluation. 

The  implications  of  this  evaluation  program  are 
several.  First,  it  provides  essential  data  to  measure 
the  efficacy  of  the  system.  Secondly,  it  justifies  bud- 
getary requests  to  the  community.  By  relating  these 
process  and  outcome  measures  of  care  to  cost,  a fis- 
cally responsible  program  can  be  initiated  in  the  re- 
gional program  which  will  provide  optimal  care  to 
the  critically  ill. 
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An  Assessment  of  ToWcfiiie  Blue 

For  the  Diagnosis  of  lip  Lesions 


Marvin  E.  Pizer,  DDS,  Alexandria,  Virginia,  and 
David  D.  Dubois,  PhD,  Washington  DC 


THE  purpose  of  this  study  was  to  determine  the 
effectiveness  of  a 2%  tcluidine  blue  solution  as  a 
screening  technique  for  the  diagnosis  of  significant 
lesions  involving  primarily  the  vermilion  surface  of 
the  lips. 

Methodology 

All  patients  18  years  of  age  or  older  presenting 
themselves  for  professional  care  were  examined  for 
significant  lip  lesions  (on  the  vermilion  surface),  by 
the  application  of  a 2%  toluidine  blue  solution. 

The  technique  consisted  of  cleansing  the  surface  of 
the  lips  with  a cotton  applicator  saturated  with  1% 
acetic  acid  solution,  a mucolytic  agent.  Following 
this,  the  surface  of  the  lips  were  dried  with  a cotton 
applicator.  The  2%  toluidine  blue  solution  was  next 
applied  to  the  lips  with  a cotton  applicator  saturated 
with  the  dye.  The  toluidine  blue  dye  was  allowed  to 
remain  on  the  lips  30-60  seconds,  after  which  decolo- 
rization  was  accomplished  with  additional  1%  acetic 
acid  solution  on  cotton  applicators.  Retention  of  the 
dye  was  evidenced  by  a blue  stained  area  on  the  lip, 
not  removable  except  by  excessive  rubbing  sufficient 
to  produce  obvious  irritation.  This  area  of  retained 
dye  was  considered  a positive  stain. 

The  size  and  location  of  the  positive  stain  on  the 
lip  was  recorded.  The  patient  was  asked  to  return  for 
the  same  dye  test  no  sooner  than  two  weeks,  nor  later 
than  three  weeks,  after  the  initial  test. 

If  the  initial  positive  stain  was  thought  to  be  from 
local  irritation  (such  as  lip  biting,  pipe,  or  cigarette 

From  the  Oral  Surgery  Section,  Department  of  Surgery, 
Alexandria  Hospital,  Alexandria,  Virginia  (Dr.  Pizer)  and 
the  American  University,  Washington  DC  (Dr.  Dubois). 
Address  correspondence  to  Dr.  Pizer  at  4901  Seminary 
Road,  Alexandria  V A 223 1 1 . 

Submitted  11-5-78. 


holding)  the  patient  was  asked  to  refrain  from  the 
obvious  irritant.  When  chapped  lips  were  the  sus- 
pected cause  for  the  positive  stain,  the  patient  was 
advised  to  use  a lip  balm  during  the  day  and  petro- 
leum jelly  before  retiring.  Patients  with  other  viral  or 
bacterial  lesions  which  produced  a positive  stain 
were  treated  with  the  appropriate  medication. 

The  precise  procedure  described  above  was  used 
for  the  second  application  of  the  dye.  If  the  original 
site  (or  sites)  stained  positive  on  the  second  appli- 
cation of  the  dye,  a biopsy  of  the  site  (or  sites)  was 
advised.  Patients  who  refused  to  be  biopsied  were  ex- 
cluded from  the  study. 

The  biopsied  tissue  was  sent  to  the  laboratory  at 
the  Medical  College  of  Virginia,  Department  of  Oral 
Pathology.  Two  oral  pathologists  reviewed  each  mi- 
croscopic specimen  prior  to  establishing  the  final  di- 
agnosis. 

The  reliability  and  validity  of  this  staining  tech- 
nique was  determined  by  correlating  the  persistent 
positive  stain  on  the  lip  with  the  microscopic  diagno- 
sis of  the  stained  area. 

Review 

Toluidine  blue  solution  is  a dye  capable  of  retain- 
ing a stain  in  neoplasms  exposed  to  the  epithelial  sur- 
face. This  is  due  to  its  affinity  to  cell  nucleic  acids 
DNA  and  RNA.' 

Richart2  was  one  of  the  first  investigators  to  report 
the  value  of  toluidine  blue  solution  in  the  manage- 
ment of  neoplasia.  He  used  this  dye  to  stain  and  de- 
lineate areas  of  neoplastic  epithelium  on  the  exposed 
portion  of  the  cervix. 

Neibel  and  Chomet3  were  the  first  to  utilize  toluid- 
ine blue  solution  as  a staining  test  in  the  oral  cavity. 
In  a series  of  20  patients,  1 1 stained  positive  and  were 
found  to  have  dysplasia,  carcinoma  in  situ,  or  carci- 
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noma  by  biopsy  and  histological  examination. 

Shedd  et  al4  studied  85  patients  and  noted  that  the 
dye  could  detect  occult  second  primary  carcinomas, 
satellites,  or  extensions  of  a tumor.  Dysplastic  lesions 
which  had  not  reached  the  stage  of  carcinoma  in  situ 
could  also  be  detected  by  use  of  toluidine  blue  solu- 
tion. 

Strong  et  al5  concluded  that  the  use  of  a 2%  toluid- 
ine blue  solution  could  provide  adequate  information 
regarding  the  most  likely  site  to  biopsy,  the  surface  of 
the  lesion,  and  presence  of  satellite  tumors.  This  ap- 
proach was  recommended  for  the  diagnosis  and  man- 
agement of  carcinomas  of  the  oral  cavity,  oropha- 
rynx, and  larynx. 

Myers6  described  the  toluidine  blue  test  as  a valu- 
able screening  test  but  not  a substitute  for  biopsy  and 
close  observation.  Rosen  et  al7,  in  contrast,  did  not 
consider  the  toluidine  blue  test  to  be  reliable,  primar- 
ily due  to  the  high  incidence  of  false  positives. 

Vaughan8  advocated  liberal  use  of  the  dye  and 
maintained  that  very  early  lesions  not  apparent  to 
the  naked  eye  were  detected  with  this  dye. 

Helsper9  found  the  toluidine  blue  test  a valuable 
screening  technique,  useful  in  differentiating  a trau- 
matic or  inflammatory  ulcer  from  carcinoma.  Deter- 
mining margins  of  a lesion  prior  to  resection,  and  the 
revelation  of  small  satellite  lesions  adjacent  large  le- 
sions, were  included  with  his  findings. 

Reddy  et  al10  considered  the  reliability  of  the  to- 
luidine blue  test  as  quite  high,  based  on  the  fact  that 
all  of  420  oral  carcinomas  took  a positive  stain  and 
were  verified  by  microscopic  examination. 

Russell"  considered  the  1%  toluidine  blue  dye  test 
valuable  since  it  revealed  the  preferred  site  to  biopsy 
in  field  cancerization.  He  also  utilized  the  toluidine 
blue  test  to  impress  upon  the  patient  that  there  was  a 
suspicious  site  in  the  mouth  that  required  a biopsy. 

Analysis  of  Data 

A total  of  263  patients  were  stained  using  the 
methodology.  Of  these,  185  stained  negative  on  the 
initial  examination,  while  78  stained  positive.  Eight 
of  the  78  patients  who  initially  stained  positive  did 
not  return  for  a second  toluidine  blue  test;  con- 
sequently they  were  eliminated  from  this  study.  A to- 
tal of  255  patients  were  processed. 

The  second  application  of  the  toluidine  blue  test 
revealed  that  ten  patients,  or  4%  of  the  255  patients, 
stained  positive  again  at  the  same  anatomic  site  as 
the  initial  positive  stain.  These  ten  patients  were 
biopsied  at  the  site  of  the  positive  stain  for  the  pur- 
pose of  obtaining  a microscopic  diagnosis.  Seven  of 
these  ten  patients  were  found  to  have  significant  le- 
sions based  on  microscopic  diagnosis.  Of  the  255  pa- 


tients examined,  three  patients  had  carcinoma  and 
four  patients  had  precancerous  lesions. 

One  of  the  three  patients  with  carcinoma  of  the 
right  lower  lip  also  had  epithelial  dysplasia  of  the  left 
lower  lip;  both  sites  persistently  stained  positive  with 
the  toluidine  blue  test  and  the  diagnosis  were  con- 
firmed by  microscopic  examinations. 

The  three  false  positives  on  microscopic  examina- 
tion were  found  to  be  hyperkeratosis.  Possibly  the  ir- 
ritants which  produced  the  initial  positive  toluidine 
blue  stain  were  not  eliminated  prior  to  the  second 
staining.  The  authors,  in  their  experience  and  in  re- 
viewing the  literature,  have  found  that  hyper- 
keratotic  lesions  do  not  retain  the  toluidine  blue  dye. 

Two  patients  who  stained  negative  with  the  toluid- 
ine blue  test  were  biopsied  because  the  surgeon’s 
clinical  judgment  indicated  a need  for  a microscopic 
diagnosis.  Both  patients  had  benign  lesions,  a lichen 
planus  and  myxofibroma.  This  study,  therefore,  had 
no  false  negatives. 

The  investigators  are  cognizant  that  the  60  patients 
v/ho  stained  negative  at  the  time  of  the  second  stain, 
in  an  absolutely  controlled  study,  should  also  have 
been  biopsied.  This,  though  ideal,  was  not  realistic 
when  treating  patients  in  a private  practice. 

The  two  squamous  cell  carcinomas  were  of  the  in- 
filtrative type,  potentially  capable  of  metastasis.  One 
of  these  carcinomas  could  not  be  seen  by  the  naked 
eye  or  with  the  magnifying  lens.  The  diagnosis  was 
made  by  microscopic  examination  after  discovery 
with  the  toluidine  blue  dye.  The  second  squamous 
cell  carcinoma  was  clinically  visible,  but  was  atypical 
in  appearance  and  did  not  appear  as  an  ominous  le- 
sion. 

The  epithelial  dysplasias  ranged  from  moderate  to 
severe  histologically.  They,  like  solar  keratosis,  were 
significant  lesions  and  considered  pre-cancerous. 

The  patient  with  carcinoma  in  situ  appeared  clini- 
cally to  have  an  angular  cheilosis.  Positive  persistent 
stain  with  toluidine  blue  solution  resulted  in  a biopsy 
and  the  microscopic  diagnosis  of  this  lesion. 

Conclusions 

From  a clinical  point  of  view,  the  toluidine  blue 
test  used  on  the  vermilion  surface  of  the  lips  revealed 
a 70%  reliability  rate  for  screening  significant  lesions. 
There  were  three  false  positives. 

The  authors  were  impressed  with  the  number  of 
patients  who  discontinued  smoking  when  told  that  a 
positive  stain  may  have  resulted  from  holding  ciga- 
rette, pipe,  or  cigars  on  the  lip.  Whether  the  patients 
discontinued  permanently  was  not  known.  It  would 
have  been  interesting  to  know  the  number  of  patients 
who  smoked  and  stained  positive  on  the  initial  visit, 
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discontinued  smoking,  and  then  did  not  take  a posi- 
tive stain  on  the  second  visit. 

There  have  been  no  studies  reported  where  only 
the  vermilion  surface  of  the  lips  had  been  screened 
by  this  methodology.  The  findings  in  our  study  com- 
pared favorably  with  most  investigators  screening  in- 
tra-oral epithelial  lesions;  this  is  interesting  since  the 
vermilion  surface  of  the  lips  are  not  protected  by 
mucous  but  are  exposed  to  the  elements  and  other 
superimposed  irritants.  The  major  difference  between 
this  study  and  the  studies  in  the  literature  was  the 
minimal  number  of  false  positives.  This  meant  a sig- 
nificant reduction  in  the  number  of  biopsied  patients. 

Toluidine  blue  was  in  this  study  a valuable  screen- 
ing technique  for  detecting  significant  lesions  of  the 
vermilion  surface  of  the  lip.  However,  it  was  not  a 
substitute  for  good  clinical  judgment  and  biopsy 
when  a definitive  diagnosis  was  indicated.  Knowing 
the  advantages  and  shortcomings  of  this  technique, 
clinicians  can  reduce  the  mortality  and  morbidity  of 
those  rare  and  not  so  rare  lesions  that  involve  the 
oral,  nasal,  and  pharyngeal  mucosa. 

A reliable  screening  test  capable  of  detecting  sig- 
nificant lesions  which  are  invisible  and  asympto- 
matic, involving  accessible  mucous  membranes  of 
the  head  and  neck,  would  be  a major  breakthrough. 
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ADo  Aiiti-D  Production 
In  a D Positive  Patient 

David  W.  Roycroft,  MD, 

Mary  Wientjes,  MT, 

Deborah  Lovell,  MT, 
and  Vickie  Lynn  Young,  CL  A, 
Martinsville,  Virginia 

It  is  commonly  held  in  Blood  Bank  procedure 
that,  except  in  cases  of  autoimmune  disease,  an  indi- 
vidual cannot  form  antibody  against  a red  cell  anti- 
gen unless  his  own  cells  lack  that  antigen.  However, 
there  have  been  reports  of  Rh0  (D)  positive  individ- 
uals who  form  non-autoimmune  anti-D,  upon  ex- 
posure to  the  D antigen12.  The  current  explanation 
for  this  phenomenon  is  that  the  D antigen  is  in  real- 
ity a group  of  antigens,  i.e.,  a mosaic.  Most  D posi- 
tive individuals  possess  the  entire  mosaic,  while  all  D 
negative  individuals  lack  the  entire  mosaic.  Since 
anti-D  typing  sera  is  obtained  from  D negative  do- 
nors, it  contains  antibodies  with  specificity  against  all 
parts  of  the  genetic  mosaic.  Individuals  who  type  D 
positive,  yet  produce  an  anti-D  when  transfused  with 
D positive  blood,  are  lacking  one  or  more  of  the  D 
mosaic  parts.  They  will  make  anti-D  specific  for  only 
those  portion(s)  of  the  mosaic  which  their  own  cells 
lack.  Thus,  their  antibody  is  immune  and  not  au- 
toimmune. 

The  following  case  is  presented  to  point  out  once 
again  the  transfusion  dangers  faced  by  those  rare  in- 
dividuals whose  red  cells  lack  one  or  more  parts  of 
the  D mosaic. 

Case  Report 

CK,  a 43  year  old  black  female,  was  admitted  to  the  Me- 
morial Hospital  of  Martinsville  and  Henry  County  with  a 
diagnosis  of  sickle  cell  crisis.  Hgb  was  6.5  gm,  reticulocyte 
count  50.4%.  The  white  count  was  moderately  elevated, 
and  many  sickle  cells  were  seen  on  the  peripheral  smear. 
Urinalysis  revealed  a moderate  amount  of  red  blood  cells, 
small  amount  of  bilirubin,  and  4+  protein.  Because  of  her 
low  hemoglobin,  blood  was  ordered  for  transfusion.  Pre- 
vious Blood  Bank  records  indicated  that  this  patient  had 
been  transfused  2 1/2  years  previously  with  one  unit  of 
blood.  At  that  time  she  had  been  typed  O positive  by  two 
separate  technicians  and  was  found  to  have  a preexisting 
anti-Fya  in  her  serum.  Before  trying  to  cross-match  her  this 
time,  another  type,  Rh,  antibody  screen,  and  antibody 

From  the  Memorial  Hospital  of  Martinsville  and  Henry 
County.  Address  correspondence  to  Dr.  Roycroft  at  the 
hospital.  Commonwealth  Boulevard,  Martinsville  VA 
24112.  Submitted  6-10-79. 


identification  panel  was  done  to  confirm  the  findings  of  2 
1/2  years  previously.  She  was  O positive,  anti-Fya  was  con- 
firmed, and  no  other  irregular  antibodies  were  identified. 
Accordingly,  three  units  of  O positive,  Fya  negative  red 
cells  were  cross-matched  and  were  compatible.  She  was 
transfused  with  two  of  these  units,  her  hemoglobin  rose  to 
9.7  gm,  and  she  was  discharged  5 days  after  admission. 
Four  days  later  she  again  presented  to  the  emergency  room 
with  complaints  of  back  and  arm  pain.  Again  she  was  ad- 
mitted with  a diagnosis  of  sickle  cell  crisis.  Her  hemoglobin 
was  5.3  gm,  much  hemoglobin  and  bilirubin  was  found  in 
her  urine,  and  urine  protein  was  4+.  Sickling  was  again 
seen  on  the  peripheral  smear.  By  the  following  morning, 
Hgb  had  dropped  to  3.9  gm.  Two  units  of  red  blood  cells 
were  ordered  for  transfusion.  She  was  again  cross-matched 
with  O positive,  Fya  negative  cells;  however,  these  were 
strongly  incompatible  after  the  Coombs  phase.  Her  direct 
Coombs  was  strongly  positive  with  both  broad  spectrum 
and  anti-IgG.  Because  a delayed  hemolytic  transfusion  re- 
action was  now  highly  suspected,  total  bilirubins  were 
done  on  the  pre-  and  post-transfusion  serums.  The  pre 
value  was  3.9  mg/dl,  and  the  post  6.5  mg/dl.  Elution  iden- 
tified the  offending  antibodies  as  anti-D  and  anti-E.  In  ad- 
dition, a probable  anti-Jkb  was  now  found  in  her  serum 
along  with  the  original  anti-Fya.  Because  of  her  deteriorat- 
ing condition,  she  was  transferred  to  a nearby  center, 
where  she  was  eventually  transfused  with  blood  lacking  the 
antigens  to  which  her  four  antibodies  were  directed.  Her 
direct  Coombs  subsequently  converted  to  negative,  and  she 
recovered  from  the  episode. 

Discussion 

This  unfortunate  woman,  in  addition  to  her  sickle 
cell  disease,  is  lacking  one  or  more  portions  of  the  D 
antigen  mosaic.  She  had  been  previously  sensitized 
to  four  antigens  (D,  E,  Fya  and  probably  Jkb).  Except 
for  the  anti-Fya,  all  were  undetectable  at  the  time  of 
cross-match.  However,  when  she  was  transfused  with 
D positive,  E positive  blood,  the  antibodies  rapidly 
appeared  thru  an  anamnestic  response  and  caused 
destruction  of  the  transfused  cells,  with  correspond- 
ing precipitous  fall  in  hemoglobin,  appearance  of  he- 
moglobin and  bilirubin  in  the  urine,  and  increase  in 
total  serum  bilirubin.  Because  the  antibodies  may 
disappear  again  with  time,  she  is  in  danger  of  again 
receiving  D positive  blood  at  a hospital  with  no 
knowledge  of  her  history.  In  addition,  she  is  obvi- 
ously a rapid  antibody  former  and  may  well  develop 
even  more  red  cell  antibodies,  thus  finally  being  very 
difficult  or  even  impossible  to  transfuse  successfully. 
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Successful  Management  of  Drug-Induced  Talc  Gran- 
ulomatosis with  Corticosteroids.  Rodney  H.  Smith, 
MD,  Michael  S.  Graf,  MD,  and  Jan  F.  Silverman, 
MD,  Richmond. 

A former  intravenous  drug  abuser  who  developed 
pulmonary  talc  granulomatosis  of  the  interstitial  type 
is  presented.  Both  the  long  latent  period  between 
cessation  of  his  abuse  and  the  development  of  his 
symptoms,  and  the  dramatic  response  to  corticoste- 
riods  contribute  to  the  uniqueness  of  this  case.  Chest 
73:552-554,  1978. 

Bone  Scans  in  Condensing  Osteitis  of  the  Clavicle. 

Charles  D.  Teates,  MD,  Anne  C.  Brower,  MD, 
Brian  R.  J.  Williamson,  MD,  and  Theodore  E. 
Keats,  MD,  Charlottesville. 

In  1 974  Brower  and  associates  reported  a new  clini- 
cal and  roentgenographic  entity,  condensing  osteitis 
of  the  clavicle.  Two  additional  cases  are  reported 
here.  Technetium  Tc  99m  phosphate  bone  scans  were 
positive  in  both  cases.  Clinical  and  roentgenographic 
manifestations  may  allow  nonoperative  diagnoses  of 
this  entity,  which  mimics  metastatic  disease  on  bone 
scans.  South  Med  J 71:736-738. 

Ultrasonic  Demonstration  of  a Cyst  of  the  Velum  In- 
terpositum.  Richard  F.  Lees,  MB,  R.  Brent  Harri- 
son, MD,  C.  David  Teates,  MD,  and  Brian  R.  J. 
Williamson,  BA,  MB,  Charlottesville. 

Two-dimensional  ultrasonic  echograms  may  be 
used  to  demonstrate  intracranial  anatomy  in  infancy. 
An  ependymal  cyst  of  the  velum  interpositum  and 
hydrocephalus  was  diagnosed  in  this  manner.  South 
Med  J 71:401-402,  1978. 

The  Importance  of  Histologic  Grade  in  State  II  En- 
dometrial Carcinoma.  Dean  R.  Goplerud,  MD, 
and  Richard  Belgrad,  MD,  Richmond. 

The  results  of  a recent  retrospective  review  of  pa- 
tients with  Stage  II  endometrial  carcinoma,  disease 
involving  corpus  and  cervix,  suggest  that  tumor  his- 
tology is  important  in  this  advanced  stage,  although 
the  commonly  used  staging  system  makes  no  provi- 
sion for  histologic  differences.  Twenty-six  patients 
with  Stage  II  endometrial  carcinoma  were  reviewed. 
Survival  time  was  found  to  be  influenced  most  by 
histology.  Fifteen  of  19  patients  with  a favorable  his- 
tologic grade  survived.  The  combination  of  Stage  II 


disease  and  unfavorable  histologic  condition  proved 
to  be  ominous,  as  there  were  no  disease-free  survi- 
vors in  this  group.  Adequate  combinations  of  pelvic 
irradiation  and  operation,  as  well  as  radiation  ther- 
apy alone,  provided  satisfactory  local  control.  Pre- 
operative external  irradiation  and  intracavitary  in- 
sertion, followed  by  total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy,  are  the  pre- 
ferred treatment  sequence.  Surg  Gyn  Ob  148:406- 
408,  1979 

Use  of  Anticonvulsant  Drugs.  Fritz  E.  Dreifuss, 
MB,  Charlottesville. 

The  past  decade  has  seen  considerable  changes  in 
epilepsy  management,  to  which  the  introduction  of 
new  anticonvulsant  drugs  has  contributed.  The  au- 
thor gives  the  new,  more  accurate  identification  and 
classification  of  epilepsies,  together  with  principles  of 
treatment  and  special  treatment  considerations,  and 
discusses  these  anticonvulsants:  carbamazepine,  val- 
poric  acid,  ethosuximide,  phenytoin,  phenobarbital, 
the  benzodiazepines,  and  primidone.  JAMA  241:607- 
609,  1979 

Idiopathic  Scoliosis  in  Identical  (Monozygotic) 
Twins.  Richard  L.  Gaertner,  MD,  Vienna. 

Idiopathic  scoliosis  occurring  in  identical  twins  is 
an  unusual  event,  having  been  reported  infrequently 
in  large  series  both  in  North  America  and  abroad. 
Two  sets  of  identical  twins  with  concordant  scoliosis 
are  presented,  along  with  treatment,  followup,  and  a 
discussion  of  etiology.  South  Med  J 72:231,  1979 

Adult  Respiratory  Distress  Syndrome  Secondary  to 
Diffuse  Pulmonary  Blastomycosis.  Robert  S.  Lock- 
RIDGE,  Jr.,  MD,  and  Frederick  L.  Glauser,  MD, 
Richmond. 

Viral  and  diffuse  bacterial  pneumonias  are  well 
known  causes  of  progressive  hypoxemia  character- 
istic of  adult  respiratory  distress  syndrome  (ARDS). 
Recently,  miliary  tuberculosis  has  been  reported  to 
present  an  ARDS  type  of  picture.  Pulmonary  fungal 
infection  resulting  in  respiratory  failure  has  been  less 
well  appreciated.  The  authors  describe  bilateral,  dif- 
fuse pulmonary  blastomycosis  leading  to  fatal  re- 
spiratory failure  in  a previously  healthy  19-year-old 
man.  South  Med  J 72:235,  1979 

Continued  over 
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Calcium  and  Parathyroid  Disorders  in  Children: 
Chronic  Renal  Failure  and  Treatment  with  Calcitriol. 

James  C.  M.  Chan,  MD,  Richmond , and  Hector  R. 
DeLuca,  PhD,  Madison,  Wisconsin. 

Progression  of  renal  failure,  represented  by  rising 
serum  creatinine  concentrations,  was  correlated  with 
progressive  elevation  of  serum  parathyroid  hormone 
(PTH)  concentrations  in  23  children.  A significant 
linear  relationship  was  established.  Despite  normal 
serum  calcium  concentrations  in  1 1 children  receiv- 
ing maintenance  hemodialysis,  circulating  PTH  con- 
centrations were  elevated  after  six  months.  Progres- 
sive deterioration  with  time  occurred  in  all  variables 
tested,  at  six-month  intervals.  These  complications 
were  reversible  with  kidney  transplantation  or  treat- 
ment with  0.25  to  2 jag/day  of  calcitriol  for  four  to  20 
weeks.  JAMA  241:1242-1244,  1979 

New  Concepts  in  Otitis  Media.  Richard  H. 
Schwartz,  MD,  Vienna. 

Pneumatic  otoscopy  increases  the  physician’s  diag- 
nostic acumen.  Movement  of  the  tympanic  mem- 
brane is  observed  and  measured  more  precisely  by 
tympanometry  and  acoustic  impedance.  Ampicillin- 
resistant  strains  of  Hemophilus  influenzae  are  ap- 
pearing. It  is  possible  to  detect  these  with  deep  naso- 
pharyngeal cultures.  New  reports  show  the  value  of 
antimicrobial  prophylaxis  in  recurrent  otitis  media. 
High-risk  populations  that  deserve  special  attention 
are  children  with  cleft  palate  and  Down’s  syndrome. 
Am  Fam  Physician  19:91-98,  1979 

Advising  the  Mastectomy  Patient  About  Reconstruc- 
tion. Richard  V.  Dowden,  MD,  Charles  E.  Hor- 
ton, MD,  and  JOHN  B.  McCRAW,  MD,  Norfolk. 

Breast  reconstruction  deserves  critical  consid- 
eration and  discussion  in  each  patient’s  case.  The 
psychologic  benefits  from  the  procedure  are 
enormous.  Reconstructive  goals  are:  skin  coverage, 
contour  restoration  and  formation  of  the  nipple-are- 
ola. The  prospect  of  reconstruction  must  have  no  ef- 
fect on  the  procedure  for  extirpation  of  the  cancer. 
Breast  reconstruction  is  now  possible  even  after  the 
removal  of  large  amounts  of  skin  and  muscle.  Am 
Fam  Physician  19:103-106,  1979 

Preventing  Disruption  of  Abdominal  Wounds.  Wil- 
liam Levi  Old,  Jr.,  MD,  and  T.  Lane  Stokes, 
MD,  Norfolk. 

The  use  of  silver  wire  retention  sutures  requires 
added  operating  room  time  and  expense,  and  it  in- 
curs the  potential  hazards  of  caught  viscera,  the  pos- 
sibility of  more  adhesions,  leakage  of  intraperitoneal 
fluid  through  the  exit  wound,  mild  infection  of  exit 


wounds,  and,  on  removal  of  the  sutures,  pain  despite 
sedation,  cutting  of  viscera,  and  a residual  cross- 
hatched  scar.  Nevertheless,  we  believe  that  use  of  the 
technic  is  amply  justified  by  the  prevention  of  ab- 
dominal wound  disruption,  ease  in  visualization  of 
the  wound,  ease  in  providing  equal  distribution  of 
wound  tension  and  periodic  adjustment  of  it,  and  in 
reapproximation  of  superficial  tissues  in  the  event  of 
wound  breakdown,  as  well  as  in  the  elimination  of 
need  for  any  external  supportive  device.  The  exis- 
tence of  a voluminous  literature  on  the  placing,  mak- 
ing, and  closing  of  abdominal  incisions  suggests  that 
no  single  ideal  method  exists.  Major  disruption  of  ab- 
dominal wounds  continues  to  be  a serious  problem, 
despite  the  infrequency  of  its  occurrence.  The  use  of 
through-and-through  semirigid  silver  wire  retention 
sutures  with  adjustable  tension  as  a complement  to 
the  routine  layered  closure  can  prevent  disruption  of 
abdominal  wounds  while  causing  only  minor  compli- 
cations. South  Med  J 72:545-550,  1979 

Alternatives  to  Absolute  Termination  of  Parental 
Rights  after  Long-Term  Foster  Care.  Andre  P. 
Derdeyn,  MD,  Andrew  R.  Rogoff,  JD,  and 
Scott  W.  Williams,  JD. 

This  article  explores  in  detail  the  variety  of  child 
placement  arrangements,  both  within  and  outside  the 
system,  which  can  be  tailored  to  meet  the  needs  of 
children  and  their  biological  or  foster  parents.  This 
examination  reveals  numerous  statutory  reforms  and 
recent  judicial  decisions  that  promise  increasingly 
flexible  approaches  to  the  traditional  custodial  alter- 
natives following  long-term  foster  care.  Particular 
emphasis  is  devoted  to  the  termination  of  parental 
rights  case  that  first  united  the  authors  and  con- 
fronted them  with  the  fact  that  none  of  the  tradi- 
tional legal  alternatives  available  to  these  children 
could  adequately  meet  their  emotional  needs.  Van- 
derbilt Law  Review  31:1 165-1192,  1978 

Evaluation  of  Virucidal  Compounds  for  Inactivation 
of  Rhinovirus  on  Hands.  J.  Owen  Hendley,  MD, 
Leonard  A.  Mika,  MD,  and  Jack  M.  Gwaltney, 
Jr.,  MD,  Charlottesville. 

Antimicrobial  liquids  and  foams  were  applied  to 
the  hands  to  determine  their  virucidal  activity  against 
rhinoviruses.  Dilute  solutions  (1%)  of  iodine  in  ethyl 
alcohol  or  in  water  were  most  effective  in  causing  in- 
activation of  rhinovirus  when  applied  immediately 
after  viral  contamination.  Iodine  also  had  a residual 
virucidal  activity  which  persisted  on  the  hands  for  up 
to  1 h.  Less  effective  inactivation  of  rhinovirus  was 
observed  with  foams  containing  0.23%  hexachloro- 
phene  and  58%  ethyl  alcohol  and  another  containing 
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0.2%  benzalkonium  chloride  and  50%  ethyl  alcohol. 
Ethyl  alcohol  alone  or  in  a mixture  with  benzyl  alco- 
hol was  the  least  effective  preparation  tested.  Anti- 
microb  Agents  Chemother  14:690-694,  1978 

A Decongestant-Antihistamine  Mixture  in  the  Pre- 
vention of  Otitis  Media  in  Children  with  Colds.  JOHN 
E.  Randall,  MD,  and  J.  Owen  Hendley,  MD, 
Charlottesville. 

One  hundred  four  preschool-age  patients  in  a pri- 
vate pediatric  practice  were  treated  prospectively 
during  colds  with  either  decongestant-antihistamine 
or  placebo  to  determine  if  the  decongestant-anti- 
histamine  mixture  was  effective  in  the  prevention  of 
otitis  media.  Each  child  received  a standard  dosage 
of  the  study  medicine  according  to  a double-blind, 
crossover  design.  Otitis  media  was  diagnosed  on  the 
basis  of  clinical  criteria. 

Fifteen  (6.4%)  of  234  colds  treated  with  placebo 
and  14  (5.8%)  of  241  colds  treated  with  the  study 
drug  were  followed  by  otitis.  The  decongestant-anti- 
histamine  mixture  was  not  useful  in  preventing  de- 
velopment of  otitis  media  in  children  with  colds.  Pe- 
diatrics 63:483-485,  1979 

Surgical  Implications  of  Acid  Ingestion.  Kimball  I. 
Maull,  MD,  Larry  A.  Scher,  MD,  and  Lazar  J. 
Greenfield,  MD,  Richmond. 

Ingestion  of  mineral  acid  may  be  accidental  or  in- 
tentional. This  form  of  corrosive  usually  sears  the 
esophageal  mucosa  only  to  produce  major  injury  to 
the  stomach.  The  prepyloric  antrum  is  almost  always 
injured,  but  the  fundus  and  cardia  may  be  involved  if 
the  stomach  is  empty  at  the  time  of  ingestion.  Clini- 
cally, significant  esophageal  injury  occurs  in  less  than 
20  per  cent.  Initial  treatment  is  supportive,  with  early 
operation  reserved  for  patients  with  severe  ingestion 
in  whom  gastric  necrosis  rapidly  ensues.  In  the  more 
typical  patient,  however,  late  gastric  outlet  obstruc- 
tion still  makes  surgical  therapy  mandatory.  Subtotal 
gastrectomy  with  Billroth  I reconstruction  is  usually 
possible  and  is  the  treatment  of  choice.  Total  parent- 
eral nutrition  is  a useful  adjunct.  Surg  Gynecol  Ob- 
stetr  148:895-898,  1977 

Simple  Screening  Technic  to  Estimate  Postoperative 
Narcotic  Use.  Thomas  N.  Wise,  MD,  Walter  A. 
Hall,  BA,  and  Otto  Wong,  PhD,  Falls  Church. 

The  General  Health  Questionnaire,  a 30-item,  self- 
response inventory,  identified  individuals  who  re- 
quired significantly  more  pain  medication  after  elec- 
tive cholecystectomy.  The  questionnaire  is  well  toler- 
ated by  surgical  patients  and  is  easy  to  score.  It  can 
identify  those  individuals  prone  to  request  excessive 


narcotic  medication  postoperatively.  South  Med  J 
72:415-417,  1979 

Norepinephrine-Secreting  Tumor  of  the  Organ  of 
Zuckerkandl:  Response  to  Propranolol  Alone.  He- 

ber  H.  Newsome,  Jr.,  MD,  Gordon  C.  Weir, 
MD,  and  Thomas  M.  Daniel,  MD,  Richmond. 

A 24-year-old  man  with  diagnosed  pheochromocy- 
toma  of  the  organ  of  Zuckerkandl,  was  successfully 
treated  with  propranolol  hydrochloride  to  lower  his 
blood  pressure.  In  view  of  the  positive  response  to 
propranolol,  the  patient  was  expected  to  have  an  epi- 
nephrine-secreting tumor.  However,  measurement  of 
catecholamines  showed  that  preoperative  peripheral 
blood,  vena  caval  samples  from  the  tumor,  intra- 
operative peripheral  samples,  and  the  tumor  itself 
contained  almost  exclusively  norepinephrine.  A re- 
sponse of  blood  pressure  to  propranolol  in  a hyper- 
tensive patient  does  not  rule  out  the  possibility  of  a 
pheochromocytoma,  even  one  with  the  usual  norepi- 
nephrine predominance.  JAMA  242:540-541,  1979 

Microsurgical  Removal  of  Lumbar  Herniated  Nu- 
cleus Pulposus.  Harold  J.  Goald,  MD,  Alexandria. 

An  operating  microscope  and  special  instruments 
make  it  possible  to  remove  a herniated  nucleus  pul- 
posus without  laminectomy  through  a 1 inch  skin  in- 
cision. In  a follow-up  study  of  200  patients  operated 
upon  over  a two  and  three-fourths  year  period,  the 
cure  rate  has  been  96  per  cent  and  the  postoperative 
stay  reduced  to  less  than  three  days.  One  year  after 
operation,  all  noncompensation  patients  were  work- 
ing as  were  80  per  cent  of  the  compensation  patients. 
Surg  Gynecol  Obstetr  149:247-248,  1979 

Pseudohypoxemia  Secondary  to  Leukemia  and 
Thrombocytosis.  Charles  E.  Hess,  MD,  Allen  B. 
Nichols,  MD,  William  B.  Hunt,  MD,  and  Paul 
M.  SURATT,  MD,  Charlottesville. 

Between  the  times  when  an  arterial-blood  sample 
is  obtained  and  blood  gas  is  analyzed,  there  are  sev- 
eral steps  during  which  the  blood  is  at  room  temper- 
ature: before  the  syringe  containing  the  blood  sample 
is  immersed  in  ice,  while  the  sample  is  being  agitated 
before  analysis,  and  while  the  sample  is  in  the  blood- 
gas  analyzer,  where  the  temperature  rapidly  increases 
to  approximately  37°C.  If  these  steps  are  prolonged 
for  any  reason,  the  PaO,  will  fall.  In  the  presence  of 
extreme  leukocytosis  or  thrombocytosis,  this  fall  in 
Pa02  is  accelerated  and  can  lead  to  an  incorrect  diag- 
nosis of  hypoxemia.  This  problem,  which  occurred  in 
several  of  our  recent  patients  with  leukemia,  can  be 
averted  if  the  arterial  blood  sample  is  immersed  in 
ice  immediately  after  it  is  drawn  and  kept  at  2°C  un- 
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til  blood-gas  analysis  is  performed.  N Eng  J Med 
301:361-363,  1979 

Rifampin  Therapy  of  Staphylococcus  epidermidis.  Use 
in  Infections  from  Indwelling  Artificial  Devices.  Gor- 
don L.  Archer,  MD,  Marvin  J.  Tenenbaum, 
MD,  and  Hubert  B.  Haywood  III,  MD,  Richmond. 

Rifampin  was  added  to  existing  antibiotic  regimens 
in  two  patients  with  Staphylococcus  epidermidis  infec- 
tions; one  patient  had  prosthetic  valve  endocarditis 
and  the  other  had  an  infection  of  a CSF  shunt.  The 
addition  of  rifampin  increased  serum  or  CSF  bacteri- 
cidal titers  16-fold  or  greater  and  was  correlated  with 
a favorable  clinical  response.  The  results  of  tests  for 
tube-dilution  antibiotic  susceptibility  showed  rifam- 
pin to  be  the  most  active  of  all  antibiotics  tested 
against  the  patients'  organisms.  The  combinations  of 
gentamicin  sulfate,  nafcillin  sodium,  or  vancomycin 
hydrochloride  with  rifampin  prevented  the  emer- 
gence of  rifampin  resistance  in  vitro  and  promoted 
enhanced  killing  when  compared  with  either  antibi- 
otic alone.  JAMA  240:751-753,  1978 

Early  Insults  to  the  Injured  Brain.  J.  Douglas 
Miller,  MD,  Raymond  C.  Sweet,  MD,  Raj  Nara- 
yan,  MD,  and  Donald  P.  Becker,  MD,  Richmond. 

Of  100  consecutive  patients  with  severe  head  injury 
who  arrived  at  a major  trauma  center,  half  of  whom 
came  direct  from  the  accident  site  and  half  from 
another  hospital,  potentially  serious  systemic  insults 
to  the  brain  were  present  in  44  cases.  Arterial  hypo- 
tension (13  cases),  anemia  (12  cases),  and  hyper- 
carbia  (4  cases)  were  almost  exclusively  associated 
with  multiple  injuries,  which  were  present  in  57  pa- 
tients and  were  caused  usually  by  vehicular  accidents. 
Hypoxia  was  seen  in  30  patients,  including  several 
with  brain  injury  alone.  These  systemic  insults  to  the 
already  injured  brain  were  associated  with  an  in- 
crease in  mortality  and  morbidity.  We  believe  that 
direct  transfer  to  a trauma  center  that  has  full-time 
neurosurgical  facilities  for  victims  of  automobile  ac- 
cidents and  patients  who  have  been  rendered  uncon- 
scious by  a fall  or  blow  on  the  head  will  increase 
survival.  Care  for  the  patient  with  head  injuries 
should  start  at  the  roadside.  JAMA  240:439-442, 
1978 

Three-Year  Followup  Study  of  Stroke  Patients  at  the 
Medical  College  of  Virginia.  Charles  A.  Cohen, 
MD,  Richmond. 

Thirty-two  patients  with  recent  stroke  were  fol- 
lowed up  for  a three-year  period.  Correlation  of  reha- 
bilitation therapy,  survival,  and  life-style  integration 
is  discussed.  Problems  related  to  physician-patient 
relationship  are  emphasized,  including  impact  of 


available  facilities  on  long-term  prognosis.  South 
Med  J 7 1 .930-934,  1978 

Multiple  Sclerosis  Masquerading  as  Lithium  Toxicity. 

Jonathan  G.  Solomon,  MD,  Hampton. 

The  author  presents  a case  report  of  a manic-de- 
pressive patient  who  developed  dysarthria  and  ataxia 
while  on  lithium  maintenance.  These  symptoms  were 
erroneously  attributed  to  lithium  toxicity  occurring 
at  therapeutic  serum  levels.  However,  the  symptoms 
persisted  despite  diminution  in  lithium  dosage  and  a 
neurological  consultation  revealed  the  diagnosis  of 
multiple  sclerosis.  The  author  concludes  that  lithium 
therapy  is  effective  with  manic-depressive  patients, 
that  adverse  side  effects  are  infrequent  and  can  occur 
at  toxic  or  therapeutic  serum  lithium  levels,  and  that 
the  exceptional  patient  may  have  a second  illness 
incorrectly  attributed  to  lithium  toxicity.  J Nerv 
Mental  Dis  166:663-665,  1978 

Preoperative  Radiotherapy  for  Stage  III  Carcinoma  of 
the  Breast.  Jose  J.  Terz,  MD,  Carlos  A.  Romero, 
MD,  Saul  Kay,  MD,  Peter  W.  Brown,  MD,  James 
Wassum,  MD,  E.  Richard  King,  MD,  and  Walter 
Lawrence,  Jr.,  MD,  Richmond. 

We  have  concluded  from  the  observations  in  this 
pilot  study  that  preoperative  radiation  therapy  does 
not  play  a particularly  helpful  role  in  the  manage- 
ment of  patients  who  have  the  clinical  finding  of 
borderline  operable  carcinoma  of  the  breast  and  it 
does  not  improve  the  survival  rate.  Patients  within 
this  category  of  locally  advanced  disease  must  be 
considered  to  have  systemic  metastatic  disease  at  the 
time  of  diagnosis,  as  has  previously  been  stressed  by 
many.  For  this  reason,  any  therapy  directed  to  the 
regional  area  for  local  control  must  be  combined  with 
some  form  of  systemic  therapy  if  there  is  to  be  any 
hope  for  an  increase  in  survival  time.  Surg  Gyn  Ob- 
stetr  147:497-502,  1978 

Management  of  the  Rape  Victim.  William  F.  Enos, 
MD,  and  James  C.  Beyer,  MD,  Arlington. 

If  a rape  crisis  center  and  specialized  personnel  are 
not  available,  the  family  physician  can  adequately 
examine  and  treat  the  rape  victim  as  well  as  collect 
and  properly  handle  all  the  required  medical  evi- 
dence. The  detailed  history  has  several  facets.  Labo- 
ratory confirmation  can  be  obtained  for  prior  con- 
sensual intercourse,  sodomy  and  other  special 
aspects.  Treatment  is  indicated  for  the  prevention  of 
veneral  disease  and  pregnancy.  Psychologic  support 
is  essential.  The  physician's  examination  and  testi- 
mony can  play  an  important  legal  role.  Am  Fam  Phy, 
September  1978,  pp  97-102 
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ABSTRACTS 

These  are  abstracts  of  papers  presented  by  students  of  the  Medical  College  of  Virginia/  Virginia  Commonwealth 
University  at  the  annual  Kinloch  Nelson  Student  Honors  Day  program  on  May  2,  1979. 


Receptors  for  Peanut  (Arachus  Hypogea)  Agglutinin 
in  Childhood  Acute  Lymphoblastic  Leukemia  and 
Possible  Significance.  Stephen  Levin,  MD  (M-79), 
E.  C.  Russell,  MD,  and  T.  Mohanakumar,  PhD. 
First  prize. 

Childhood  acute  lymphoblastic  leukemia  (ALL)  is 
a protean  disease  which  may  be  classified  into  T-cell 
(thymus  dependent),  B-cell  (bone  marrow  depen- 
dent) and  null  cell  (non-T,  non-B)  types  on  the  basis 
of  surface  markers.  While  prognosis  may  be  roughly 
correlated  with  immunologic  subtypes,  efforts  are  un- 
derway to  find  surface  markers  which  may  have 
greater  predictive  value.  Peanut  agglutinin  (PNA)  is 
a lectin  which  binds  specifically  to  the  terminal  ga- 
lactose residues  of  cell  surface  glycoproteins  and  has 
been  shown  to  bind  to  immature  T lymphocytes  and 
embryonic  carcinoma  cells  in  mice.  In  the  present 
studies,  fluorescein-isothiocyanate  conjugated  PNA 
was  used  to  study  lymphoblasts  from  children  with 
ALL.  Receptors  for  PNA  were  identified  in  2/2  T- 
cell  ALL  patients,  5/8  null  cell  patients,  and  2/4  B- 
cell  patients.  Preliminary  prognostic  studies  indicate 
that  the  tendency  to  relapse  is  closely  correlated  with 
an  increased  percentage  of  PNA  positive  blasts  and 
that  this  surface  marker  may  be  useful  in  predicting 
the  clinical  course  of  childhood  ALL. 

Role  of  Immunoglobulin  IgG  in  Human  Alternative 
Complement  Pathway.  Benjamin  Nelson  (M-81) 
and  Shaun  Ruddy,  MD.  Second  prize. 

Incubation  of  normal  serum  with  certain  sub- 
stances, such  as  polysaccharides  or  rabbit  erythro- 
cytes, leads  to  activation  of  the  complement  system 
by  a pathway  independent  of  the  classical  com- 
plement pathway.  Adsorption  of  human  serum  with 
rabbit  erythrocytes  (E)  or  stromata  at  0°C  removes 
about  30%  of  its  alternative  pathway  activity  as  mea- 
sured by  lysis  of  rabbit  E in  a buffer  containing  mag- 
nesium but  not  calcium.  The  activity  is  restored  by 
adding  back  a low  pH  eluate  from  the  stromata. 
Hypogammaglobulinemic  sera  have  much  lower  lev- 


els of  eluate  activity  than  do  normal  sera.  The  activ- 
ity of  the  eluate  is  totally  abrogated  by  treating  it 
with  anti-IgG  immunoabsorbant  or  staphylococcal 
protein  A,  which  binds  IgG.  Reciprocal  experiments 
comparing  eluates  from  rabbit  E stromata  or  zymo- 
san (a  yeast  cell  wall  polysaccharide)  revealed  that 
eluate  from  zymosan  had  no  restorative  effect  on  the 
lysis  of  rabbit  E by  stromata-adsorbed  serum  and 
that  the  eluate  from  the  stromata  effected  no  increase 
in  consumption  of  the  third  complement  components 
when  zymosan-absorbed  serum  was  exposed  to 
zymosan  at  37°C.  Conversely,  each  of  the  eluates  en- 
hanced alternative  pathway  activity  when  tested  with 
their  respective  adsorbed  sera.  That  this  activity  is 
not  essential  for  alternative  pathway  activation  was 
demonstrated  by  the  ability  of  hypogammaglobuli- 
nemic sera  to  lyse  rabbit  E despite  depletion  of  IgG 
to  levels  of  less  than  80  ng  per  ml  as  detected  by  ra- 
dioimmunoassay. The  results  of  these  experiments 
suggest  that  specific  IgG  antibodies  enhance,  but  are 
not  essential  for,  lysis  of  rabbit  E by  the  alternative 
pathway  of  human  complement. 

Quantitation  of  Collagen  Types  in  Normal  Early 
Wounds  and  Human  Keloid.  JOHN  N.  CLORE  (M-82), 
Kelman  I.  Cohen,  MD,  and  Robert  F.  Diegel- 
MAN,  PhD.  Third  prize. 

There  are  four  distinct  collagen  types,  each  having 
a characteristic  distribution  for  each  organ  system. 
Alteration  in  the  ratio  of  collagen  types  occurs  in  dis- 
eases such  as  cirrhosis,  atherosclerosis,  and  Type  IV 
Ehlers-Danlos.  These  alterations  relate  to  functional 
changes  in  the  organ  systems  involved.  Similarly,  al- 
terations of  collagen  types  could  be  important  in  nor- 
mal and  abnormal  skin  healing.  Knowing  that  the  ra- 
tio of  collagen  Types  III: I in  normal  skin  is  20:80,  we 
determined  the  percent  Type  III  collagen  in  a normal 
rat  skin  wound  model  and  compared  this  with  keloid, 
an  abnormal  human  skin  wound.  Open  rat  wounds 
(5  mm)  and  skin  were  excised  and  analyzed  from  10 
hours  post-wounding  through  day  12.  In  addition. 


Distribution  of  Type  III  Collagen  During  Early  Wound  Healing. 

Time  lOhrs  24  hrs  48  hrs  72  hrs  5 days  7 days  9 days  12  days 

% III  31*  20  19  20  18  20  17  24 


*p  < 0.05 


870 


VIRGINIA  MEDICAL/NOVEMBER,  1979 


VOLUME  106 


normal  human  skin,  keloid,  and  fibroblasts  derived 
from  these  tissues  were  analyzed  for  collagen  Types  I 
and  III  by  molecular  sieve  column  chromatography 
(A-5M).  Results  are  expressed  as  percent  Type  III 
compared  to  total  Type  I and  III.  Rat  skin  wounds 
produced  significantly  more  Type  III  collagen  at  10 
hours  compared  to  all  other  periods. 

There  were  no  significant  differences  in  the  percent 
Type  III  collagen  synthesized  by  normal  human  skin 
compared  to  keloid. 

Distribution  of  Type  III  Collagen  in  Keloid. 

Biopsy  Fibroblasts 

Normal  Skin  20%,  n = 5 6%,  n = 13 

Keloid  22%,  n = 6 7%,  n = 12 

Conclusions:  1)  There  is  an  increased  synthesis  of 
Type  III  collagen  in  the  rat  wound  as  early  as  10 
hours  post-wounding.  Although  increased  Type  III 
collagen  is  no  longer  apparent  after  24  hours,  it  may 
provide  initial  wound  strength  and  function  as  a scaf- 
folding for  subsequent  healing  events.  2)  Keloid  is 
unlike  other  connective  tissue  diseases  which  are  as- 
sociated with  an  altered  ratio  of  Type  III  to  Type  I 
collagen.  3)  Alteration  of  Type  III  collagen  does  not 
appear  to  be  related  to  the  excessive  collagen  deposi- 
tion seen  in  keloid. 

Noninvasive  Measurement  of  Alveolar-Capillary 
Membrane  Leak  Using  the  Gamma  Scintillation 
Camera  in  Dogs.  John  M.  Stoneburner,  Jr.,  MD 
(M-79),  Harvey  J.  Sugerman,  MD,  Jerry  I. 
Hirsch,  PharmD,  Alfred  M.  Strash,  PhD,  Phil- 
lip T.  Kan,  PhD,  Alton  R.  Sharpe,  Jr.,  MD,  and 
Lazar  J.  Greenfield,  MD. 

Using  a noninvasive  method,  we  measured  the 
leak  of  albumin  through  the  alveolar-capillary  mem- 
brane of  dogs  with  oleic  acid  induced  lung  injury. 
Two  dogs  were  given  an  intravenous  bolus  of  radio- 
active technetium  labeled  human  serum  albumin, 
and  the  concentration  of  radioactive  protein  was  re- 
corded over  the  lung  and  heart  regions  with  a gamma 
scintillation  camera.  A computer  produced  curves  of 
radioactivity  intensity  per  pixel  per  second  over  the 
lung  and  heart  regions  as  well  as  lung:heart  radio- 
activity ratios.  Oleic  acid  was  given  intravenously, 
following  which  there  was  obvious  demonstration  of 
an  alveolar-capillary  membrane  leak  by  scintiscan.  A 
statistically  significant  rise  in  lung  and  heart  radio- 
activity ratio  occurred  in  both  dogs.  The  gamma 
scintillation  camera  may  be  a useful  tool  to  measure 
pulmonary  protein  flux  for  the  study  of  the  patho- 
physiology and  therapy  of  the  acute  respiratory  dis- 
tress syndrome. 


Firearms  Fatalities  in  Central  Virginia.  Michael  W. 
Russell  (M-81),  David  K.  Wiecking,  MD,  and 
Marcella  F.  Fierro,  MD. 

This  study  was  conducted  using  the  case  files  of 
the  Office  of  the  Chief  Medical  Examiner  of  Virginia. 
Attempts  were  made  to  describe  the  situations  which 
resulted  in  fatal  shooting  incidents  and  to  define  the 
characteristics  of  the  “at  risk”  population.  Major 
points  identified  include  1)  the  preponderance  of 
black  males  as  homicide  victims,  2)  the  pre- 
ponderance of  white  males  as  suicide  victims,  3)  the 
overwhelming  frequency  of  intrafamilial  homicide 
and  homicide  between  intimates;  4)  the  favored 
status  of  handguns  as  the  fatal  weapons;  5)  the  simi- 
larity of  data  gathered  from  rural  and  urban  areas;  6) 
the  apparent  contribution  of  alcohol  to  firearm  fatali- 
ties; and  7)  the  low  level  of  research  interest  and  fi- 
nancing afforded  to  firearms  deaths  and  fatal  inter- 
personal violence  in  general,  in  relation  to  the 
magnitude  of  the  problem.  (Supported  by  a fellow- 
ship from  the  MCV  Department  of  Psychology.) 

Regulator  of  Ribonucleotide  Reductase  Synthesis 

and  the  Cell  Cycle.  Mark  A.  Welsh  (M-81),  Alan 
L.  Lin,  PhD,  and  Howard  L.  Elford,  PhD. 

Ribonucleotide  reductase,  a rate  controlling  en- 
zyme in  DNA  synthesis  and  cell  replication,  is 
known  to  vary  in  activity  with  cell  proliferation  rates 
and  during  the  cell  cycle  due  mainly  to  de  novo  syn- 
thesis and  degradation  rather  than  to  enzyme  activa- 
tion. In  order  to  pinpoint  the  time  sequence  in  which 
a regulator  substance  is  produced  and  affects  reduc- 
tase as  well  as  provide  information  as  to  what  that 
substance  might  be,  HeLa  cells  were  interrupted  at 
various  stages  in  the  cell  cycle  using  a series  of  drugs. 
When  cell  division  was  arrested  at  the  G,/S  bound- 
ary using  hydroxyurea,  or  in  mid-S  phase  using  cyto- 
sine arabinoside,  the  greatest  increase  in  reductase 
activity  was  noted.  Using  mitomycin-C  and  nalidixic 
acid  which  interrupt  the  cell  cycle  in  mid  to  late  S 
phase,  an  increase  in  reductase  activity  was  also  ob- 
served. On  the  other  hand,  vincristine  and  colchicine, 
which  inhibit  spindle  microtubular  formation  during 
M phase,  resulted  in  a decrease  in  ribonucleotide  re- 
ductase activity.  These  results  suggest  that  the  re- 
pressor substance  is  elaborated  and  functions  during 
G2.  Cell  flow  microfluorometry  analysis  was  carried 
out  concurrently  so  as  to  more  accurately  visualize 
the  point  where  these  drugs  interrupted  the  cell  cycle. 
The  results  of  microfluorometry  analysis  were  con- 
sistant  with  the  proposed  inhibitory  mechanisms  of 
these  drugs  on  the  cell  cycle.  (Supported  by  a sum- 
mer fellowship  from  the  MCV/VCU  Cancer  Center.) 
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President:  James  H.  Stallings,  Jr.,  MD,  107  North  Virginia  Avenue,  Falls  Church  VA  22046 
Secretary-Treasurer:  Joseph  R.  Zanga,  MD,  Box  514,  Medical  College  of  Virginia,  Richmond  VA  23298 

Virginia  Chapter,  American  Association  of  Public  Health  Physicians 
President:  Robert  L.  Price,  MD,  109  Governor  Street,  Richmond  VA  23219 
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Virginia  Society  of  Internal  Medicine 

President:  Robert  A.  Abernathy,  MD,  2949  West  Front  Street,  Richlands  VA  24641 
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Secretary:  David  K.  Wiecking,  MD,  9 North  14th  Street,  Richmond  VA  23219 
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Stephen  Hurt  Watts  and  the 
Surgical  Tradition  in  Charlottesville 


THE  profile  of  Dr.  William  Henry  Muller,  Jr.,  in 
this  issue  of  the  journal  is  a reminder  that  two 
professors  of  surgery  at  the  University  of  Virginia 
were  trained  in  the  surgical  residency  system  at  Johns 
Hopkins  Hospital:  Dr.  Muller  and  Dr.  Stephen  Hurt 
Watts.  Dr.  Watts,  to  whom  is  dedicated  the  chair 
held  today  by  Dr.  Muller,  was  the  University’s  sev- 
enth professor  of  surgery  and  is  generally  recognized 
as  the  first  modem  chairman  of  its  department  of  sur- 
gery. 

Dr.  Watts’  date  of  birth  in  Lynchburg  in  1878 
takes  us  well  back  into  the  iast  century.  He  received 
his  master  of  arts  degree  from  Randolph  Macon  Col- 
lege in  Ashland  in  1896.  To  meet  the  necessary  pre- 
medical requirements,  he  was  a postgraduate  student 
in  chemistry  for  one  year  at  the  University.  He  must 
not  have  devoted  all  of  his  time  to  chemistry  for  he 
was  a member  of  Sigma  Chi  fraternity  as  well  as  a 
T.I.L.K.A.  and  a “Z.” 

After  receiving  his  medical  degree  from  Johns 
Hopkins  University  in  1901,  Dr.  Watts  became  suc- 
cessively house  office,  assistant,  and  resident  surgeon 
at  the  Hopkins  Hospital.  The  professor  of  surgery. 
Dr.  William  S.  Halsted,  was  unquestionably  the  out- 
standing American  surgeon  of  his  day,  and  the  resi- 
dency system  installed  by  him  was  world  renowned. 
The  Halstedian  technique  continues  and  is  found  in 
virtually  all  American  medical  schools  today.  (Dr. 
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Muller’s  mentor  at  Hopkins  was  the  renowned  Dr. 
Alfred  P.  Blalock,  originator  of  the  “blue  baby”  op- 
eration.) 

Surgery  at  the  turn  of  the  century  was  not  seg- 
mented into  specialties;  the  graduates  who  partici- 
pated in  the  Hopkins  residency  program  could 
hardly  be  said  to  have  rotated  through  the  dis- 
ciplines, but  rather  they  evolved  by  degrees  after 
spending  a year  or  so  in  each  of  the  various  special- 
ties. It  was  not  uncommon  for  the  chief  resident  sur- 
geon to  continue  in  that  office  for  several  years, 
which  usually  meant  that  he  remained  until  he  re- 
ceived an  offer  of  a professorship  in  a desirable  medi- 
cal school.  By  the  same  token,  it  meant  that  assistant 
residents  were  correspondingly  delayed  in  becoming 
chief  residents.  Dr.  Watts  is  still  recalled  as  having 
served  the  shortest  tenure  as  chief  resident  at  Hop- 
kins, for  after  three  months  the  University  of  Vir- 
ginia asked  him  to  fill  the  chair  (or  rather  the  settee) 
of  surgery  that  had  been  occupied  jointly  by  Drs. 
William  Mann  Randolph  and  A.  H.  Buckamster.  It  is 
a little  difficult  from  this  distance  in  time  to  deter- 
mine who  was  the  senior  surgeon  from  1904  to  1906. 

There  was  no  question,  however,  as  to  who  the 
professor  of  surgery  and  gynecology  was  when  Dr. 
Watts  arrived  at  the  University  in  1907.  He  brought 
with  him  Dr.  Harvey  Brinton  Stone,  a fellow  house 
staff  member  at  Hopkins  Hospital,  who  was  desig- 
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nated  adjunct  professor  of  general  surgery  and  gyne- 
cology. After  two  years  Dr.  Stone  returned  to  his  na- 
tive Baltimore,  where  he  became  an  outstanding 
surgeon;  he  is  recalled  especially  for  his  colon  sur- 
gery and  his  introduction  of  the  Stone  clamp. 

The  medical  school  Dr.  Watts  found  in  1907  bore 
little  resemblance  to  the  present  day  department.  The 
hospital  had  a bed  capacity  of  50  in  1906  and  an  ad- 
ditional 50  beds  were  opened  the  year  he  arrived. 
The  teaching  program  had  been  largely  didactic  until 
shortly  before  his  appointment.  Emphasis  must  have 
been  primarily  on  scholarship,  for  although  during 
the  first  90  years  6,214  students  had  entered  the  med- 
ical department,  only  1,825  had  received  medical  de- 
grees. It  is  of  interest  that  107  students  matriculated 
in  the  fall  of  1907  and  only  18  were  given  medical  di- 
plomas the  following  June. 

Dr.  Watts’  additional  (and  doubtless  unsolicited) 
role  as  director  of  the  hospital  must  have  tested  his 
administrative  ability,  for  as  late  as  1914  over  one- 
half  of  the  patients  were  unable  to  pay  any  part  of 
their  hospitalization.  Fortunately  the  per  diem  cost 


per  hospital  patient  in  1914  was  a nominal  $1.03,  and 
the  state  legislature  had,  on  occasions,  grudgingly 
given  $10,000  to  balance  the  hospital  budget. 

He  must  have  felt  more  at  home  in  the  operating 
room  or  the  lecture  hall.  Unquestionably  he  was  clin- 
ically oriented,  and  this  was  probably  true  even  dur- 
ing his  residency  days,  for  Dr.  Halsted,  who  kept 
copious  notes,  referred  only  once  to  Dr.  Watts’  par- 
ticipation in  an  experiment.  He  brought  the  Halsted 
technique  with  him  to  Charlottesville  and  in  turn 
transmitted  it  to  his  resident  staff.  He  was  an  active 
participant  in  meetings  of  the  senior  surgical  societies 
and  contributed  articles  to  the  surgical  journals.  The 
era  of  government  grants  lay  far  in  the  future;  little 
medical  research  as  we  know  it  today  was  done  out- 
side Baltimore,  and  Virginia  was  no  exception  in  this. 

But  someone  must  have  been  doing  well  in  Char- 
lottesville, for  when  the  long  anticipated  report  by  Si- 
mon Flexner  appeared  in  1913,  the  University  of  Vir- 
ginia was  one  of  three  medical  schools  south  of  the 
Potomac  to  receive  an  “A”  rating.  And  Dr.  Watts  no 
doubt  was  a factor  in  the  achievement  of  that  coveted 
designation. 

Students  referred  to  him  as  “Burley”  Watts,  and 
the  sobriquet  was  deserved,  for  he  was  a large,  ruddy, 
handsome,  bluff  person  with  a thick  torso  and  rather 
slender  legs.  He  no  doubt  knew  of  his  cognomen  and 
doubtless  enjoyed  it.  His  lectures  were  lucid,  and  he 
once  remarked  that  no  teacher  could  cover  all  of  sur- 
gery, but  he  tried  to  give  students  a skeleton  outline 
upon  which  they  could  hang  subsequent  information. 
As  was  also  true  of  Scotsman  Hunter,  “he  did  not  rel- 
ish fools  gladly”,  but  he  was  always  available  to  stu- 
dents, his  associates,  and  his  patients.  He  also  was 
aware  of  the  frailties  of  human  nature  and  was 
known  to  have  served  on  occasion  as  an  advocate  for 
students  who  had  fallen  from  grace. 

As  time  passed,  8 o’clock  ward  rounds  became  an 
increasing  chore  for  him,  especially  in  the  winter, 
and  after  21  years  of  professorship  he  retired  to  his 
home  in  Farmington,  where  he  was  active  in  organiz- 
ing the  Farmington  Country  Club.  His  wife  died  in 
April  1953,  and  he  died  the  following  June,  at  the  age 
of  75.  They  had  no  children. 

Harry  J.  Warthen,  MD 
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Douglas  P.  Rucker,  MO 

Dr.  Douglas  Pendleton  Rucker,  Richmond  obste- 
trician and  gynecologist,  died  September  21  in  a 
Richmond  hospital  after  a long  illness.  He  was  64 
years  old.  A brother  with  whom  he  was  in  practice, 
Dr.  Edwin  Macrae  Rucker,  died  last  January  at  the 
age  of  72.  Both  were  sons  of  the  late  M.  Pierce 
Rucker,  MD,  Editor  of  the  Virginia  Medical 
Monthly  from  1942  to  1953  and  President  of  The 
Medical  Society  of  Virginia  1948-1949. 

A native  of  Richmond,  Dr.  Douglas  Pendleton 
Rucker  received  his  undergraduate  degree  in  1939 
from  the  University  of  Virginia  and  his  medical  de- 
gree in  1950  from  Duke  University.  He  trained  also 
at  Duke,  then  entered  private  practice  with  his  father 
and  his  brother.  He  had  served  as  an  assistant  clinical 
professor  of  obstetrics  and  gynecology  at  the  Medical 
College  of  Virginia  and  early  this  year  became  co- 
chairman  of  obstetrics  and  gynecology  at  Chippen- 
ham Hospital,  Richmond,  succeeding  his  brother. 
During  World  War  II,  he  served  as  an  aviator  in  the 
Navy  and  was  discharged  with  the  rank  of  lieutenant 
commander. 

Dr.  Rucker  was  a past  president  of  the  Richmond 
Obstetrical  and  Gynecological  Society.  A long-time 
member  of  The  Medical  Society  of  Virginia,  he  be- 
longed also  to  the  American  College  of  Obstetrics 
and  Gynecology,  the  Royal  Academy  of  Medicine, 
and  the  F.  Bayard  Carter  Society  of  Duke  Univer- 
sity. He  greatly  valued  the  study  of  history  and  held 
memberships  in  the  Virginia  Historical  Society,  the 
Society  of  Colonial  Wars  in  Virginia,  and  the  Anti- 
quarian Society  of  Virginia,  which  he  had  served  as 
president. 

Ira  L.  Hancock,  Jr.,  MD 

Dr.  Ira  Lionel  Hancock,  Jr.,  former  chairman  of 
the  Virginia  State  Hospital  Board  and  a past  member 
of  the  Virginia  State  Board  of  Medicine,  died  Sep- 
tember 16  in  Virginia  Beach.  He  was  71  years  old. 

A Richmond  native.  Dr.  Hancock  was  a graduate 
of  the  University  of  Richmond  and  earned  his  medi- 
cal degree  at  the  Medical  College  of  Virginia.  He  had 
been  a general  practitioner  for  about  45  years,  serv- 
ing in  his  home  community  of  Creeds;  during  those 
same  years  he  was  Virginia  Beach  jail  physician,  re- 
tiring in  January  of  this  year.  In  1956  The  Medical 


Society  of  Virginia  named  him  as  Virginia’s  general 
practitioner  of  the  year. 

Dr.  Hancock  had  been  an  MSV  member  for  46 
years.  He  belonged  also  to  the  American  Academy  of 
Family  Physicians,  for  whom  he  had  served  as  a 
delegate  from  Virginia. 

W.  H.  Christian,  Jr.,  MD 

Dr.  William  Henry  Christian,  Jr.,  Williamsburg, 
died  April  18  at  Walter  Reed  Hospital,  Washington. 
He  was  76  years  old. 

A native  of  Decatur,  Georgia,  Dr.  Christian  was 
graduated  from  Emory  University  School  of  Medi- 
cine. He  was  a full  colonel  with  the  US  Army  medi- 
cal corps,  retired,  and  from  1956-1965  was  medical 
examiner  for  the  Norfolk  & Western  Railroad.  He 
retired  from  the  staff  of  Eastern  State  Hospital  in 
1972.  Dr.  Christian  was  given  his  50-Year  Club  cer- 
tificate by  The  Medical  Society  of  Virginia  at  the 
1976  annual  meeting.  He  belonged  also  to  the  Ameri- 
can Medical  Association,  the  American  Psychiatric 
Association,  and  the  Sons  of  the  American  Revolu- 
tion. 

Dorsey  T.  Mahin,  MD 

Dr.  Dorsey  Taylor  Mahin,  Richmond,  died  Sep- 
tember 29  at  Richmond  Memorial  Hospital  of  heart 
disease  he  had  suffered  from  for  several  years.  He 
was  55  and  chief  of  Richmond  Memorial’s  depart- 
ment of  nuclear  medicine. 

A native  of  Lafayette,  Indiana,  Dr.  Mahin  was  ap- 
pointed to  the  US  Military  Academy  in  1942  and  was 
graduated  with  honors  in  1945.  He  served  for  a year 
as  a supply  officer  in  the  Corps  of  Engineers  and  then 
was  transferred  to  Albuquerque,  new  Mexico,  where 
he  was  among  the  Army  group  that  took  over  from 
civilians  the  assembly,  testing  and  delivery  of  nuclear 
weapons. 

He  resigned  from  the  Army  in  1949  to  go  to  Co- 
lumbia University’s  College  of  Physicians  and  Sur- 
geons, from  which  he  was  graduated  in  1955,  and 
then  rejoined  the  Army  as  a physician.  He  then 
served  as  chief  of  medical  outpatient  services  at  Wal- 
ter Reed  Army  Medical  Center  in  Washington,  direc- 
tor of  nuclear  medicine  in  the  Walter  Reed  Army  In- 
stitute of  Research,  and  director  of  medical  research  _ 
in  the  Army’s  Research  and  Development  Corn- 
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mand.  He  retired  from  that  post  in  1972,  with  the 
rank  of  colonel,  and  joined  Richmond  Memorial 
Hospital  two  years  later  after  a fellowship  in  the  nu- 
clear medicine  department  of  Johns  Hopkins  and  a 
year  as  director  of  nuclear  medicine  at  Anne  Arundel 
General  Hospital,  Annapolis. 

Dr.  Mahin  wrote  and  was  co-author  of  many  re- 
search papers  and  belonged  to  many  professional 
groups,  including  the  American  Association  for  the 
Advancement  of  Science,  the  American  Federation 
of  Clinical  Research,  the  Cryobiological  Society,  the 
Society  of  Nuclear  Medicine  and  the  American  Col- 
lege of  Nuclear  Physicians. 


William  F.  Bryce 
1910-1978 

By  William  R.  Hill,  MD, 

DuPont  Guerry,  MD,  and  A.  L.  Herring,  Jr.,  MD 

William  Fielding  Bryce  was  bom  in  Richmond, 
Virginia,  on  July  16,  1910,  the  son  of  William  Field- 
ing and  Martha  Susan  Wicker  Bryce.  He  received  his 
education  in  the  Richmond  public  schools  and  at- 
tended the  University  of  Richmond.  He  received  his 
medical  degree  from  the  Medical  College  of  Virginia 
in  1934.  He  received  many  honors  while  in  medical 
school  and  was  a member  of  Phi  Rho  Sigma  and  the 
Brown  Sequard  Society.  He  obtained  a very  high 
scholastic  average  as  a medical  student. 

He  served  a one-year  internship  at  MCV  in  1934- 
35  and  was  a fellow  in  ophthalmology  at  the  Mayo 
Clinic  in  1935-36,  and  a resident  in  Ophthalmology 
in  1936-37  at  the  Brooklyn  Eye  and  Ear  Hospital.  He 
entered  private  practice  in  ophthalmology  on  De- 
cember 20,  1937,  associated  with  his  uncle.  Dr.  E.  C. 
Bryce.  From  1954  until  his  death,  he  served  with  dis- 
tinction on  the  staff  of  the  Department  of  Ophthal- 
mology of  the  Medical  College  of  Virginia,  rising  to 
the  rank  of  associate  professor  of  ophthalmology. 

He  married  Miss  Helen  Thacker  July  20,  1937  and 
they  had  two  children,  William  F.  Bryce,  Jr.  and  Su- 
zanne Bryce. 

Dr.  Bryce  was  a member  of  the  Richmond  Acad- 
emy of  Medicine,  Richmond  Eye,  Ear,  Nose  and 
Throat  Society.  The  Medical  Society  of  Virginia, 
AMA,  Virginia  Society  of  Ophthalmology  and  Oto- 
laryngology, American  Academy  of  Ophthalmology 


and  Otolaryngology  and  American  College  of  Sur- 
geons, and  was  a diplomate  of  the  Board  of  Ophthal- 
mology. 

He  also  served  as  a consultant  in  ophthalmology  at 
McGuire  Veterans  Hospital  and  consultant  for  the 
United  States  Army  at  Fort  Lee,  Virginia.  He  also 
found  time  to  serve  on  the  board  of  directors  of 
Charter  Medical  Corporation  in  Macon,  Georgia, 
and  was  a steward  of  Westover  Hills  Methodist 
Church.  During  World  War  II,  Dr.  Bryce  served  as  a 
captain  in  the  United  States  Army.  He  was  also  con- 
sultant in  Virginia  for  the  American  College  of  Sur- 
geons. 

Dr.  Bryce  strove  for  excellence  in  his  work  and  this 
he  certainly  attained  in  his  chosen  field.  He  was  a 
quiet,  gentle  and  hard  working  man.  Only  those  who 
worked  closely  with  him  will  know  of  his  many  con- 
tributions. One  wonders  how  he  found  the  time  to 
devote  to  other  interests  when  we  realize  the  many 
hours  he  devoted  to  his  patients.  He  had  regular  of- 
fice hours  each  Saturday  and,  yes,  even  on  Sunday’s. 

Dr.  Bryce  was  honored  by  the  Old  Dominion  Eye 
Bank  and  the  Lion’s  Club  in  1972  and  the  following 
is  a quote  from  the  “Eye  Opener”  about  Dr.  Bryce, 
who  was  serving  as  vice  chairman  of  the  Eye  Bank 
board  of  directors.  “He  has  served  the  Eye  Bank  con- 
sistently and  consecutively  for  years — without  fuss  or 
fanfare.  He  is  the  quiet  but  very  efficient  type — who 
is  always  ready  to  perform  any  assignment  he  is 
asked  to  take.  He  is  the  typical  busy  man — who  al- 
ways finds  time  for  one  more  chore.  It  is  his  spare 
time  that  we  appreciate  most — the  large  amount  of 
time  that  he  devotes  gratuitously  to  the  work  of  the 
Old  Dominion  Eye  Bank.  We  are  fortunate  that  our 
cause  attracts  men  of  his  caliber”. 

Tragedy  struck  his  family  in  1975  when  his  daugh- 
ter, Suzanne,  and  her  husband  lost  their  fives  in  an 
apartment  fire  in  Minnesota,  but  he  overcame  this 
grief  and  established  a memorial  fund  for  Suzanne  in 
the  Westover  Hills  Methodist  Church,  the  money  to 
be  used  for  young  people’s  education,  with  no  obliga- 
tion to  refund  the  money. 

Dr.  Bryce  was  involved  in  an  auto  accident  on  Lee 
Bridge  in  October  1975.  The  injury  was  thought  to  be 
insignificant  at  first,  and  he  was  able  to  return  to 
work.  However,  this  was  the  beginning  of  the  end. 
His  condition  deteriorated  for  the  next  few  years  and 
he  expired  on  November  1 1,  1978. 

This  quiet,  kind  gentleman  is  sorely  missed  by  his 
family,  colleagues  and  many  friends  and  patients. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rales:  $10  per  insertion  for  50  words  or 
less,  I0<1  per  word  in  excess  of  50.  Classified  display  available 


PHYSICIANS  WANTED 
RICHMOND  ENVIRONS 

Physician  to  work  four  or  five  hours,  one  or  two  af- 
ternoons or  evenings  per  week,  licensed  hospital 
resident  acceptable;  also  full-time  internist  or  gener- 
alist and  a semi-retired  physician.  JCAH  hospital 
nearby.  Send  curriculum  vitae  to  Box  20,  Virginia 
Medical,  4205  Dover  Road,  Richmond  VA  23221. 


WEST  VIRGINIA — Unique  opportunities  available  for  ca- 
reer-minded Emergency  Medicine  physicians.  Director- 
ships as  well  as  staff  positions,  full  and  part-time.  Excellent 
salary  and  benefits  package.  Near  recreation  and  colleges. 
For  further  details  contact  J.  Booker,  Community  Physi- 
cians, Inc.,  113  Landmark  Square,  Virginia  Beach  VA 
23452,  (804)  486-0844. 

STAFF  PHYSICIAN  needed  immediately — internal  medi- 
cine or  family  practice  experience  preferred.  Progressive 
psycho-geriatric  rehabilitation  hospital.  Relaxed  atmo- 
sphere within  one  hour  of  several  cities.  Attractive  fringe 
benefit  package  includes  staff  housing  at  moderate  cost  and 
paid  liability  insurance.  Virginia  license  required.  Salary 
$32,000-49,500  (commensurate  w/experience).  Piedmont 
Geriatric  Hospital,  Burkeville  VA  23922,  (804)  767-4414  or 
4422.  An  EEO  Employer. 

WILL  RELOCATE — 44-year-old  adult-child  allergist,  cer- 
tified and  university  trained,  desires  relocation  in  Tide- 
water Virginia.  14  years  of  solo  practice.  Prefer  group  or 
partnership.  For  additional  information,  write  to  Box  26, 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA 
23221. 

MEDICAL  OFFICE  SPACE,  Seven  Corners.  3-building 
medical  complex  complete  with  pharmacy,  restaurant,  and 
a variety  of  medical  services  and  specialists.  Ample  free 
parking!  Centrally  located  to  serve  Arlington,  Fairfax,  Al- 
exandria and  Falls  Church.  Suite  now  available.  Call  Gor- 
don & Meekins,  Inc.,  (703)  256-2500. 

AVAILABLE — 1000  square  feet  of  fully  furnished  and 
equipped  office  space  in  Henrico  Doctors’  Hospital  office 
building,  Richmond.  Call  (804)  282-6541. 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221. 


VIRGINIA — Unique  opportunity.  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 

OPHTHALMOLOGIST,  retiring,  wants  to  sell  building 
and  practice.  Excellent  real  estate  investment.  In  practice 
31  years.  95%  collection  rate.  Located  in  Jacksonville, 
Florida,  Gateway  City  to  Florida  and  its  largest!  Call  (904) 
398-0354  after  8:30  PM. 

FOR  SALE— Three  14x16  x-ray  cassetes  with  Par 
screens;  two  10x12  x-ray  cassetes  with  Par  screens;  one  30 
ma  bedside  x-ray  unit,  self-contained,  excellent  shape;  two 
dark  room  lights,  film  markers,  and  dozen  film  hangers.  For 
salvage  value  offer,  all  or  part.  Stonega  Clinic,  Stonega  VA 
24285,  Mrs.  Barker,  (703)  523-3320,  Ext.  432,  or  Dr.  Bar- 
ton at  (615)  247-5483. 

PHYSICIAN  ASSISTANT — Innovative  primary  health 
care  practitioner,  capable  of  increasing  amount  of  quality 
patient  care  delivered  in  your  practice  or  clinic,  seeks  posi- 
tion. Virginia  Registration  and  NCCPA  Board  Certifica- 
tion eligible.  Graduate  B.S.  and  A.M.A.  approved  program. 
Contact  Melanie  Meyers,  P.A.,  4905  Sulky  Drive,  #201, 
Richmond  VA  23228,  (804)  266-6716. 

NORTH  CAROLINA — Family  Practice/Emergency  Med- 
icine. Unique  opportunity,  immediate  partnership  available. 
Rapidly  growing  practice.  Small  hospital,  rural  area,  two 
hours  to  Atlantic  beaches.  Start  at  $55,000  guarantee.  Un- 
limited growth.  Excellent  benefit  package.  Call  or  write 
about  this  excellent  opportunity:  Community  Physicians, 
Inc.,  113  Landmark  Square,  Virginia  Beach  VA  23452, 
(804)  486-0844. 


ATTENTION  PSYCHIATRISTS 

Established  modern  35-bed  Center  for  Care  and 
Treatment  of  mentally  ill  and  retarded.  Building  over 
8,000  sq.  ft.  Seven  plus  acres.  97%  plus  annual  occu- 
pancy rate.  Financing  available.  Selling  over  $40,000 
below  building,  land  and  contents  cost  due  to  other 
business  interests.  Fine  opportunity  for  doctor  want- 
ing guaranteed  income  plus  time  and  facilities  for 
outpatient  practice.  For  appointment  phone  (703) 
942-0505,  Waynesboro  VA. 
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GENERAL  SURGEON 

required  for  a surgical  group's  satellite.  Eull-time 
employment,  Richmond  area.  All  replies  will  be 
treated  in  confidence.  Write  to  PO  Box  14529,  Rich- 
mond VA  23221. 


FAMILY  PRACTITIONER,  45  years  old,  desires  associ- 
ate or  group  practice  in  Richmond.  Available  near  end  of 
1979.  Please  reply  to  Box  29,  Virginia  Medical,  4205 
Dover  Road,  Richmond  VA  23221. 

LOCUM  TENENS  wanted  in  Radiology.  Licensed  in  Vir- 
ginia, West  Virginia,  North  Carolina,  South  Carolina, 
Washington  DC.  Reply  to  Box  28,  Virginia  Medical, 
4205  Dover  Road,  Richmond  VA  23221. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Sports  Center  with  tennis, 
dining,  swimming.  Beautiful  golf  course.  Hiking.  Horse- 
back riding.  Skiing  starts  December  15 — Treeloft  Village 
located  atop  major  slopes.  Rent  as  “guest  of  owner”.  Call 
(804)  293-9121. 


DR.  PERSONNEL 

A PROFESSIONAL  PERSONNEL  SERVICE 
FOR  THE  HEALTH  COMMUNITY 

*Our  services  save  lost  practice  time  and  adver- 
tising costs  for  physicians,  dentists,  and  other 
health  care  professionals. 

*We  handle  all  advertising,  initial  interviewing, 
reference  checks,  screening,  and  refer  only  the 
most  qualified  applicants  for  your  consideration. 

WATCH  YOUR  MAIL 
FOR  OUR  MONTHLY  LIST 
OF  QUALIFIED  APPLICANTS 

OR.  PERSONNEL  DR.  PERSONNEL 

Richmond  Medical  Park  Norfolk  Medical  Tower 

2000  Bremo  Road  Norfolk,  Va.  23507 

Richmond,  Va.  23226  (804)  627-7400 

(804)  288-3295  Peninsula  (804)  380-1619 

Call  us  for  professional  assistance 
in  filling  your  next  vacancy. 


$13,212 
HR  10  — ^ssecr, 


ALLOWABLE  DEDUCTION 

THERE  IS  AN  ALTERNATIVE! 


Certain  highly  compensated,  unincorporated  (or  tax  option)  professionals  may  be  able 
to  as  much  as  DOUBLE  their  tax-free  HR-10  contributions  with  our  DEFINED  BENEFIT 
plan.  (Yes,  we  have  an  IRS  letter.) 


Here’s  what  our  DEFINED  BENEFIT  plan  can  do  for  a male  age  40,  annual  salary  $50,000: 


Annual 

Contribution 

Regular  HR-10  (Defined  Contribution)  $ 7,500 

DEFINED  BENEFIT  HR-10  $13,212 


Cash  Value 
@65 

$249,668 

$440,433 


Mo.  Income 
@65* 

$1,672 

$2,950 


We’d  like  to  tell  your  more  about  our  DEFINED  BENEFIT  plan.  If  you’re  interested,  just 
clip  and  mail  the  coupon.  You’ll  be  glad  you  did! 

* Life,  10  years  certain,  based  on  current  rates— not  guaranteed. 

James  B.  Hunter,  III,  VP,  SUTER  ASSOCIATES  RETIREMENT  PLANNING  CO. 

2425  Wilson  Blvd.,  Suite  503,  Arlington,  VA  22201 

I’d  like  to  know  more  about  the  Defined  Benefit  Plan. 

Name Phone 

Address 

City State Zip 
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WHO’S  WHO 


As  a young  man,  William  Henry 
Muller,  Jr.,  of  Charlottesville  was 
all  set  to  go  to  the  US  Military 
Academy  at  West  Point,  but  he 
changed  his  mind  and  headed  for 
medical  school  instead.  That  was 
the  Army’s  great  loss  and  medicine’s 
great  gain:  Last  month  Dr.  Muller 
became  one  of  medicine’s  4-star 
generals,  taking  office  as  president 
of  the  American  College  of  Sur- 
geons. 

For  more  than  30  years  now, 
“Harry”  Muller  has  been  fighting 
for  patients’  lives  as  a cardiovascu- 
lar surgeon,  and  he’s  won  plenty  of 
tough  battles.  Used  throughout  the 
world  is  the  Muller  banding  proce- 
dure for  the  pulmonary  arteries  of 
children,  to  prevent  lung  damage 
until  a child  is  sufficiently  developed 
for  heart  surgery.  He  was  the  first 
surgeon  to  correct  valvular  and 
blood  vessel  malformations  in  pa- 
tients with  Marfan’s  syndrome;  and 
his  device  for  replacing  an  entire 
heart  valve,  originated  in  1959,  was 
an  internationally  recognized  ad- 
vance in  open  heart  surgery. 

But  Dr.  Muller  is  as  well  known 
for  his  ability  to  marshall  troops, 
and  in  1976  he  was  named  vice  pres- 
ident for  health  affairs  at  the  Uni- 
versity of  Virginia’s  largest  com- 
ponent, its  Medical  Center.  As  an 
administrator.  Dr.  Muller  demon- 
strates a rare  capacity  for  reconcil- 
ing differences  of  opinion.  “He 
doesn’t  talk  much,”  says  a UVa  col- 
league. “He  listens.” 

Lawyers  know  the  power  of  lis- 
tening, and  Dr.  Muller  may  have 
picked  up  the  trait  from  his  father, 
who  was  an  attorney  in  Dillon, 
South  Carolina.  In  Dillon  Harry 
Muller  was  born,  of  Swiss  and  Ger- 
man antecedents  who  came  to  the 


Carolinas  in  the  1700s.  Both  a great- 
great-  and  a great-grandfather  were 
doctors;  the  latter,  John  Conrad 
Muller,  served  as  a Confederate 
physician.  Early  schooling  at  the 
semi-military  McCallie  School  in 
Chattanooga,  Tennessee,  nudged 
Harry  Muller  toward  the  military 
academy  appointment.  To  fill  the 
year  before  it  became  effective,  he 
enrolled  at  the  Citadel;  there  he  was 
so  impressed  by  a surgeon  who  op- 
erated on  him  to  correct  an  enlarged 
vein  that  he  switched  to  a premed 
curriculum,  kissed  West  Point  good- 
bye, and  went  on  to  a Citadel  di- 
ploma. Duke  University’s  School  of 
Medicine  was  the  next  tour  of  schol- 
arly duty,  and  then  Johns  Hopkins 
for  internship  and  residency. 

Harry  Muller  loved  each  of  his 
schools  and  excelled  in  their  de- 
mands, and  his  schools  have  loved 
him  back:  The  Citadel  has  given 
him  an  honorary  doctorate  of  sci- 
ence, and  Duke  University  has  ap- 


pointed him  to  its  board  of  trustees. 
After  training,  he  kept  right  on  go- 
ing to  school,  joining  the  faculty  of 
the  new  medical  school  at  the  Uni- 
versity of  California  at  Los  Angeles. 
By  1954,  when  the  University  of 
Virginia  was  looking  for  an  occu- 
pant for  its  Stephen  H.  Watts  Chair 
of  Surgery,  Dr.  Muller’s  stature  was 
clearly  visible  on  the  Western  hori- 
zon, and  he  was  made  the  offer.  Af- 
ter a look  around  Thomas  Jeffer- 
son’s campus,  he  accepted.  “Once 
you  see  the  Lawn,”  he  says,  “you 
never  forget  it.”  This  fall  he  and  his 
wife,  the  former  Hildwin  Headley  of 
Baltimore,  moved  into  a house  on 
the  Lawn,  leaving  the  suburban 
home  in  which  they  had  reared 
three  children:  Marietta  Clare,  who 
is  married  to  Dr.  Frank  W. 
Gwathmey,  orthopedic  surgeon  in 
Norfolk;  William  Henry  III,  an  at- 
torney, and  John  Lewis,  who  is  in 
the  hotel  business. 

Surgeon,  professor,  chairman,  ad- 
ministrator— and  yet  more.  An  as- 
siduous writer,  Dr.  Muller’s  bibliog- 
raphy lists  almost  150  manuscripts. 
And  then  there  is  his  recurrent  elec- 
tion to  leadership.  In  1975  he  be- 
came the  only  man  ever  to  be  presi- 
dent simultaneously  of  both  the 
American  and  Southern  Surgical 
Associations,  and  he  has  been  presi- 
dent of  the  Society  for  Vascular 
Surgery  and  the  Society  of  Univer- 
sity Surgeons,  and  vice  president  of 
the  International  Cardiovascular 
Society. 

Rare  these  days  are  the  pleasures 
of  golf,  tennis,  and  woodworking,  but 
occasionally  a space  can  be  created 
for  some  fishing  at  the  family  cot- 
tage on  the  Rappahannock  River. 
There  the  quietude  becomes  him, 
for  Dr.  Muller  is  a quiet  man,  qui- 
etly accepting  the  honors  that  come 
his  way,  quietly  mastering  their  bur- 
dens. That’s  the  Harry  Muller  the 
surgeons  of  the  American  College 
have  chosen  as  president.  They’re 
mighty  lucky  to  have  him. 

A.  G. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA 
and  its  COMPONENT  SOCIETIES 

Sponsored 

INSURANCE  PLANS 

for  Members  and  their  Families 


6.  EXCESS  MAJOR  MEDICAL  PLAN 
($250,000) 

■ Pays  100%  of  most  medical  expenses  up  to 
$250,000  after  satisfaction  of  $15,000, 
$25,000  or  $50,000  deductible. 

7.  IN-HOSPITAL  EXPENSE  PLAN* 

Benefits  paid  to  you 

■ Daily  benefits  of  up  to  $100  are  payable  to 
you  for  each  day  you  or  your  dependents 
are  hospital  confined.  Increased  benefits  for 
Cancer  and  Intensive  Care  are  also  included. 


1.  LIFE  INSURANCE* 

■ Member  limits  increased  to  $250',000 

■ Spouse  limits  also  increased  to  $250,000 

■ Reduced  premiums. 

2.  DISABILITY  INCOME 

Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

■ Benefits  increased  to  $4,000  per  month  for 
first  two  years  of  disability — $2,000  per 
month  thereafter. 


8.  CANCER  EXPENSE  INSURANCE 

■ New  plan  offered  strictly  to  combat 
high  cost  of  treating  Cancer. 


the 


■ New  Cost  of  Living  Adjustment 

3.  MAJOR  MEDICAL  INSURANCE 

($100,000)* 

■ Maximum  Limit  increased  to  $100,000  with 
100%  payable  after  insured  has  incurred 
$25,000  of  expenses. 

■ Room  and  Board  Benefits  increased  to  80% 
of  $125. 

| Medicare  Supplement  now  available. 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  are 
disabled 

■ Benefits  now  available  up  to  $5,040  per 
month  with  new  up-to-date  plan  design. 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE* 

■ Up  to  $500,000  now  available  to  members. 

■ Benefits  now  offered  to  all  family  members. 
*Also  available  to  employees  of  members. 


9.  EMPLOYEE  DISABILITY 

Pays  your  employee  an  income  when 
disabled 

■ Benefits  available  up  to  $800  per  month  for 
up  to  one  year  of  disability. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 

IN  ROANOKE 
PHONE  344-5000 

DAVID  A.  DYER 
& ASSOCIATES 

Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
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THERE  are  many  bold  and 
skillful  physicians  and  sur- 
geons in  the  annals  of  medicine  in 
Virginia.  None  surpass  the  courage 
and  skill  of  Jessee  Bennett. 

Dr.  Bennett  was  born  in  Frank- 
fort, Pennsylvania,  on  July  10,  1769. 
He  “read”  medicine  with  several 
Philadelphia  physicians  and  then 
completed  his  medical  education  at 

Address  correspondence  to  Dr.  Nipe 
at  1031  South  Main  Street,  Harrison- 
burg VA  22801. 


the  University  of  Pennsylvania.  He 
settled  in  Edom  near  Rocktown 
(now  Harrisonburg,  Virginia)  in  the 
Shenandoah  Valley  in  1792.  In  1793 
Bennett  married  Elizabeth,  daugh- 
ter of  Major  Peter  Hog,  a pioneer 
lawyer  and  a veteran  of  the  French 
and  Indian  War. 

On  January  14,  1794,  Elizabeth 
began  labor  with  her  first  preg- 
nancy. Labor  was  obstructed,  prob- 
ably because  of  contracted  pelvis. 
The  widely  known,  veteran  obstetri- 
cian, Dr.  Alexander  Humphreys, 
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was  summoned  from  Staunton  to 
consult.  Forceps  delivery  was  at- 
tempted without  success.  Craniot- 
omy was  then  advised,  but  Mrs. 
Bennett  refused  to  accept  the  death 
of  her  child  to  save  her  own  life.  Ce- 
sarean section  was  then  proposed  by 
Dr.  Bennett,  but  Dr.  Humphreys  re- 
fused to  perform  an  unknown, 
highly  dangerous  procedure.  He  re- 
turned to  Staunton  when  it  was  ob- 
vious this  was  the  only  solution  ac- 
ceptable to  the  young  mother. 

Many  hours  of  labor  had  passed 
by  this  time,  and  it  was  no  doubt 
abundantly  evident  that  immediate 
action  was  necessary.  lessee  Bennett 
decided  to  operate  on  his  wife  at 
once. 

The  patient  was  given  a large 
dose  of  opium  and  laid  on  a table  of 
planks  supported  by  two  barrels. 
Two  Negro  women  aided  the  doc- 
tor. The  initial  incision  opened  the 
abdomen  and  uterus.  The  child,  a 
living  female,  and  the  placenta  were 
delivered.  At  this  point,  one  of  the 
Negro  women  later  said,  “He 
spayed  her”.  “This  shall  be  the  last 
one”,  Dr.  Bennett  is  reputed  to  have 
said  as  he  worked  over  his  wife.  The 
knowledge  of  physiology  that  made 
the  oophorectomy  possible  was  re- 
markable for  the  day.  The  uterus 
and  abdomen  were  closed  with  linen 
sutures.  To  everyone’s  amazement 
Mrs.  Bennett  recovered,  apparently 
without  serious  complications.  And 
the  child  lived  to  be  77  years  of  age. 

Dr.  Bennett  must  have  heard 
vague  discussions  of  this  heroic  pro- 
cedure, but  only  his  practical  knowl- 
edge of  anatomy  could  have  permit- 
ted him  to  carry  it  out  successfully. 
The  survival  of  the  patient,  doubt- 
less exhausted  by  many  hours  of  la- 
bor, certainly  dehydrated,  and 
surely  infected  by  repeated  vaginal 


manipulations,  is  miraculous.  It  was 
fortunate  that  her  husband  was  a 
young  physician  whose  instruments 
were  relatively  clean  and  whose 
clothing  and  sutures  were  not  con- 
taminated by  years  of  surgery. 

AMAZING  as  was  this  opera- 
tion, these  courageous  people 
received  little  acknowledgement  for 
their  fight  to  save  child  and  mother. 
When  Dr.  Bennett  was  asked  why 
he’d  never  reported  the  procedure  in 
a medical  journal,  he  is  said  to  have 
replied,  “No  doctor  with  any  feel- 
ings of  delicacy  would  report  an  op- 
eration he  had  done  on  his  own 
wife.”  A feisty  man.  Dr.  Bennett 
then  added,  according  to  a family 
member,  that  no  strange  doctors 

For  news  of  the  author,  see  page  940. 

would  believe  the  operation  could 
be  done  in  the  Virginia  backwoods 
and  the  mother  live,  and  he’d  be 
damned  if  he  would  give  them  a 
chance  to  call  him  a liar. 

Historical  speculators  are  quite 
sure  that  Dr.  Humphreys  told  Dr. 
Ephraim  McDowell  about  the  re- 
markable operation  later  in  the 
same  year,  when  Dr.  McDowell  was 
returning  to  the  South  from  medical 
studies  in  Edinburgh  University  in 
Scotland.  McDowell’s  famous  oper- 
ation in  Kentucky  was  done  15 
years  after  Dr.  Bennett’s  surgery. 
Dr.  John  Richmond  has  been  given 
credit  for  the  first  cesarean  section 
done  in  America,  in  Ohio  in  1827, 
but  this  procedure  occurred  33  years 
after  Dr.  Bennett’s  operation. 

Dr.  Bennett  continued  a success- 
ful surgical  practice  for  many  years. 
In  1795  he  was  an  Army  surgeon  in 
the  forces  sent  to  suppress  the  Whis- 
key Rebellion.  Several  years  later  he 
moved  his  family  to  the  mouth  of 


the  Great  Kanawha  in  what  is  now 
Mason  County,  West  Virginia,  and 
there  he  continued  a very  active  life, 
serving  as  the  first  justice  of  the 
county,  as  a major  in  the  county  mi- 
litia, and  as  a representative  of  his 
county  in  the  Virginia  Assembly. 

Aaron  Burr  had  tried  to  enlist  Dr. 
Bennett  in  his  abortive  colonizing 
expedition  into  Louisiana,  and  Dr. 
Bennett  was  called  as  a witness  in 
Burr’s  trial  for  treason  relating  to 
that  venture.  It  was  at  this  time,  it  is 
thought,  that  a miniature  of  Dr. 
Bennett  was  painted.  A copy  of  this 
miniature  was  used  to  produce  the 
likeness  on  the  bronze  plaque 
shown  with  these  paragraphs;  it  was 
commissioned  in  1958  by  the  Rock- 
ingham County  Medical  Society  in 
memory  of  Dr.  Bennett  and  placed 
in  Rockingham  Memorial  Hospital, 
Harrisonburg,  Virginia. 

In  1972  the  author  of  this  article 
wrote  a letter  to  the  editor  of  the 
Richmond  Times- Dispatch,  extolling 
the  marvelous  adventure  of  Dr. 
Bennett’s  cesarean  section  and 
oophorectomy.  After  it  was  pub- 
lished, a communication  arrived 
from  Dr.  Vance  Watt  of  Thomas- 
ville,  Georgia,  relating  that  his  wife 
is  a great-great-great-great-grand- 
daughter  of  Dr.  and  Mrs.  Jessee 
Bennett — and  was  herself  born  by 
cesarean  section. 
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A character 


all  Its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-actinq  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  In  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  tothedrug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2Vz  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Thomas  Jefferson’s 
Travels  Are  Argued 

A Charlottesville  physician  has  written  anony- 
mously to  Virginia  Medical  questioning  a state- 
ment on  page  725  of  the  October  issue  in  a review  of 
the  late  Fay  Ingalls’  book  about  the  Homestead,  The 
Valley  Road:  “[Thomas]  Jefferson  stayed  at  Warm 
Springs,  for  it  was  the  place  of  early  popularity.”  Of 
which  the  anonymous  correspondent  writes:  “Dumas 
Malone  says  that  TJ  never  went  west  of  Staunton 
(Personal  communication  from  DM  to  ACP.)” 

The  Editors  refer  DM  and  ACP  to  Ingalls  book,  as 
follows:  “Most  of  the  old  registers  of  the  Warm 
Springs  hotel  from  the  1820’s  until  it  was  finally 
closed  are  in  the  archives  of  The  Homestead.  . . . On 
these  records  will  be  found  the  names  of  most  promi- 
nent Virginians Most  people  want  to  see 

Thomas  Jefferson’s  records  and  it  is  noted  that  his 
charges  for  ‘whiskey’  were  well  up  to  the  average  of 


other  guests.”'  The  book  also  reproduces  portions  of 
these  registers,  showing  charges  made  to  Jefferson  in 
August  1818,  as  shown  above. 

The  Editors 

1.  Ingalls  F:  The  Valley  Road.  Cleveland/New  York, 
World  Publishing  Company,  1949,  pp  26-28 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMM 


A private,  psychiatric  hospital  serv- 
ing adults  and  adolescents 

An  open  medical  staff  of  1 9 psychi- 
atrists 

A consulting  medical  staff  repre- 
senting all  specialties 

Short,  intermediate,  and  long-term 
treatment  programs  tailored  to 
each  patient’s  needs 

Psychiatric  consultation  and  hospi- 
talization on  a 24-hour  basis 


For  further  information,  please  contact: 
Mr.  Cliff  Christiansen,  Administrator 
Dr.  Nicholas  Stratas,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27620 
(919)  755-1840 

Licensed  by  the  State  of  North  Carolina 
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MEETINGS 

ABOUT 

MEDICINE 


These  meetings  are  recommended  by  the  Commis- 
sion on  Continuing  Medical  Education  of  The  Medi- 
cal Society  of  Virginia,  Kinloch  Nelson,  MD,  Coor- 
dinator. Address  correspondence  to  him  at  4205 
Dover  Road,  Richmond  VA  23221. 


January  7-1 1 

Workshops  in  the  Pathophysiology,  Diagnosis  and  Treat- 
ment of  Electrolyte  and  Acid-Base  Disorders  (University 
of  Pennsylvania),  Philadelphia.  AMA  accredited.  Zalman 
S.  Agus,  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia. 

January  14-17 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 
Anatomy  (Medical  College  of  Virginia),  Richmond.  40  hrs. 
Cat.  I.  Dept.  CME,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0496. 

January  18-19 

Neurosurgical  Society  of  the  Virginias,  Annual  Meeting 
and  Scientific  Session,  Williamsburg  Conference  Center. 
Dr.  Italo  Rinaldi,  11  Bruton  Ave.,  Newport  News  VA 
23601,  (804)  595-7608. 

January  19-23 

Annual  Congress  of  the  American  College  of  Allergists, 

Miami  Beach , Florida.  Hour-for-hour  basis.  Cat.  I.  Francis 
P.  White,  ACA,  2141  Fourteenth  St.,  Boulder  CO  80302, 
(303),  447-8111. 

January  26 

Anxiety  (East  Tennessee  State  University),  Ramada  Inn, 
Kingsport,  Tennessee.  Frances  H.  Rhodes,  Office  of  CME, 
East  Tennessee  Sate  University,  Johnson  City  TN  37601. 

January  19-26 

Annual  Hematology/Oncology  Course,  Snowmass,  Colo- 
rado. Institute  for  Continuing  Education,  2405  Westwood 
Ave.,  Richmond  VA  23230. 

January  19-26 

Infectious  Diseases  in  Clinical  Practice,  Vail,  Colorado. 
Extended  Programs  in  Medical  Education,  University  of 
California,  1308  Third  Ave.,  San  Francisco  CA  94143. 


January  21-25 

Echocardiography  In-Service  Workshop  (University  of  Mi- 
ami School  of  Medicine),  Miami,  Florida.  Division  of 
CME,  D23-3,  PO  Box  016960,  Miami  FL  33101,  (305)  547- 
6716. 

January  27-February  1 

International  Gastroenterology  and  Family  Practice  Con- 
ference (American  College  of  Gastroenterology /American 
Academy  of  Family  Practice),  Orlando,  Florida.  F.  Oflf- 
enback,  Florida  Hospital,  601  E.  Rollins,  Orlando  FL 
32803. 

January  28-February  1 

A Neurological  Update  (University  of  Miami  School  of 
Medicine),  Bal  Harbour,  Florida.  Division  of  CME,  D23-3, 
PO  Box  016960,  Miami  FL  33101,  (305)  547-6716. 

January  28-February  1 

5th  Annual  Review  and  Recent  Practice  Advances  in  Pa- 
thology (University  of  Miami  School  of  Medicine),  Bal 
Harbour,  Florida.  See  entry  immediately  preceding. 

January  30-February  1 

Annual  Postgraduate  Course  of  the  American  Diabetes  As- 
sociation, Atlanta.  ADA,  600  Fifth  Ave.,  New  York  NY 
10020. 


Due  Soon:  First  CME  Reports 
For  Members  Whose  Names  Begin  A-G 

Effective  the  calendar  year  1979.  “all  active  mem- 
bers of  The  Medical  Society  of  Virginia  shall  com- 
plete a minimum  of  90  hours  (30  of  which  must  be 
Category  I)  of  approved  continuing  medical  educa- 
tion every  three  years”. 

For  purposes  of  reporting  these  CME  hours,  the 
active  membership  has  been  divided  into  three 
groups  according  to  the  first  letters  of  their  sur- 
names. 

Those  members  whose  last  names  begin  with  the 
letters  A through  G must  complete  30  hours  (10  of 
which  must  be  Category  I)  by  January  1,  1980.  Their 
reports  must  be  filed  no  later  than  March  1,  1980. 

For  further  information  write  Dr.  Kinloch  Nelson, 
CME  Coordinator,  The  Medical  Society  of  Virginia, 
4205  Dover  Road,  Richmond  VA  23221. 
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Want  To  Emphasize  Your  Meeting? 
Here’s  How. 


CIT'D  TAT  LEARNING 
kJlLI\l/\ij  PROGRAMS 


The  entries  in  the  Meetings  about  Medicine  col- 
umns of  this  journal  are  a service  to  physicians  and 
are  presented  without  charge. 

But  for  those  who  wish  additional  emphasis  for 
their  meetings,  Virginia  Medical  offers  to  medical 
organizations  and  institutions  these  professionally 
discounted  rates  for  display  (boxed)  ads  adjacent  to 
the  Meetings  about  Medicine  columns:  Vs  page,  $22 
one  time,  $18  each  of  three  times;  'A  page,  $40  one 
time,  $36  each  of  three  times;  Vi  page,  $75  one  time 
$69  each  of  three  times. 

Advertisers  may  present  camera-ready  copy  or  the 
text  will  be  set  and  the  ad  composed  at  no  cost. 


February  14-16 

Cardiopulmonary  Nuclear  Medicine  1980  (Johns  Hopkins 
School  of  Medicine),  Baltimore.  20  hrs.  Cat.  I.  Fee,  $150. 
Janet  B.  Hardy,  MD,  Div.  CME,  720  Rutland  Ave.,  Balti- 
more MD  21205,  (301)  955-5880. 

February  16-17 

Virginia  Regional  Meeting  of  the  American  College  of 
Physicians,  Richmond , James  M.  Moss,  MD,  1707  Osage 
St.,  Alexandria,  VA  22302,  (703)  683-3514. 

February  18-22 

Nuclear  Cardiology  In-Service  Workshop  (University  of 
Miami  School  of  Medicine),  Miami.  Division  of  CME,  PO 
Box  016960,  Miami  FL  33101,  (305)  547-6716. 

February  24-29 

11th  Family  Medicine  Review,  Session  1,  Lexington , Ken- 
tucky. Frank  R.  Lemon,  MD,  University  of  Kentucky 
School  of  Medicine,  Lexington  KY  40536,  (606)  233-5161. 

February  25-26 

Annual  Nephrology  Congress  (American  Heart  Associa- 
tion), San  Antonio , Texas.  Karen  Rizzo,  AHA,  7320 
Greenville  Ave.,  Dallas  TX  75231. 

February  27-March  1 

Teaching  Conference  in  Clinical  Cardiology  (University  of 
Miami  School  of  Medicine),  Bal  Harbour,  Florida.  See 
February  18  entry. 

February  29-March  1 

Annual  Meeting/Scientific  Program,  Virginia  Chapter, 
American  Academy  of  Pediatrics,  Williamsburg  Confer- 
ence Center.  Dr.  Ann  Johanson,  Box  386,  University  of 
Virginia  Medical  Center,  Charlottesville  VA  22908. 

February  29-March  2 

9th  Annual  Postgraduate  Seminar  in  Dermatology  (Uni- 
versity of  Miami  School  of  Medicine),  Miami  Beach.  See 
February  18  entry. 


For  those  who  would  like  to  combine  learning  and  ski- 
ing, there  are  continuing  medical  education  programs  each 
winter  at  Vail  and  Aspen,  Colorado.  The  schedule  for  1980 
appears  below.  All  meetings  are  sponsored  by  Beth  Israel 
Hospital,  Denver,  and  all  have  been  approved  for  22  hours 
of  Category  I credit.  The  fee  for  each  meeting  is  $240.  Ad- 
dress your  request  for  brochure/application  form  to  the 
particular  meeting  (e.g.,  Vail  Ob/Gyn  Conference),  PO 
Box  11366,  Denver  CO  80211,  or  call  toll-free  (800)  525- 
5810. 

February  9-16:  3rd  Annual  Vail  Urology  Conference, 
Kiandra-Talisman  Lodge 

February  9-16:  2nd  Annual  Vail  Emergency  Medicine/ 
Critical  Care  Conference,  Lion  Square  Lodge 
February  16-23:  6th  Annual  Vail  Ob/Gyn  Conference,  the 
Mark 

February  16-23:  5th  Annual  Vail  Psychiatry  Conference, 
Lion  Square  Lodge 

February  16-23:  1st  Annual  Vail  Pathology  Conference, 
Kiandra-Talisman  Lodge 

February  23-March  1:  10th  Annual  Aspen  Radiology  Con- 
ference, Aspen  Institute  for  Humanistic  Studies 
February  23-March  1:  5th  Annual  Vail  Family  Practice 
Conference,  the  Mark 

March  1-8:  3rd  Annual  Beth  Israel  Vail  Cancer  Confer- 
ence, Kiandra-Talisman  Lodge 
March  1-8:  2nd  Annual  Vail  Sports  Medicine  Conference, 
Lion  Square  Lodge 

March  8-15:  5th  Annual  Vail  General  Surgery  Conference, 
the  Mark 

March  8-15:  2nd  Annual  Vail  Geriatric  Medical  Confer- 
ence, Kiandra-Talisman  Lodge 
March  15-22:  5th  Annual  Vail  Internal  Medicine  Confer- 
ence, the  Mark 

March  15-22:  2nd  Annual  Vail  Pediatrics  Conference,  Lion 
Square  Lodge 

March  15-22:  1st  Annual  Vail  Clinical  Brain  Conference, 
the  Lodge 


A retraining  program  designed  to  facilitate  the  reentry  of 
clinically  inactive  physicians  into  clinical  medicine 
through  eight  weeks  of  intensive  clinical  and  didactic  expe- 
rience is  offered  by  the  Medical  College  of  Pennsylvania 
from  April  21  to  June  13,  1980,  Monday  through  Friday,  8 
AM  to  5 PM.  The  program  is  for  MDs  and  DOs  who  are  to- 
tally inactive,  or  involved  in  non-clinical  careers,  or  antici- 
pating career  changes  to  primary  care  fields.  Tuition, 
$1,950.  Approved  for  AMA  Cateogry  I credit.  For  appli- 
cation, write  to  Retraining  Program  for  Inactive  Physi- 
cians, Office  of  Medical  Education,  Medical  College  of 
Pennsylvania,  3300  Henry  Ave.,  Philadelphia  PA  19129. 
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NEW 

MEMBERS 


Albemarle  County  Medical  Society 

Eugene  C.  Corbett,  Jr.,  MD,  Internal  Medicine,  Box  187, 
Route  1,  Palmyra  VA  22963 

Gregory  F.  Hayden,  MD,  Pediatrics,  1827  Wayside  Place, 
Charlottesville  VA  22903 

Kathleen  Mary  Link,  MD,  Pediatrics,  Children’s  Rehabili- 
tation Center,  Charlottesville  VA  22901 
Randolph  P.  Martin,  MD,  Cardiology,  Box  468,  University 
of  Virginia  Hospital,  Charlottesville  VA  22908 
Regina  C.  McCormack,  MD,  Internal  Medicine,  1100  East 
Jefferson  St.,  Charlottesville  VA  22901 
Elliott  R.  Pearl,  MD,  Pediatrics,  Box  386,  University  of 
Virginia  Medical  Center,  Charlottesville  VA  22908 
Frank  T.  Saulsbury,  MD,  Pediatrics,  2585  Kimbrough 
Circle,  Charlottesville  VA  22901 
Lynda  D.  Van  Der  Sommen,  MD,  General  Practice,  Box 
860,  Louisa  VA  23093 

Arlington  County  Medical  Society 

Sung  Kil  Moon,  MD,  Anesthesiology,  541 1 Mt.  Greenwich 
Court,  Burke  VA  22015 

Kenneth  R.  Parker,  MD,  Physical  Medicine/Rehabilita- 
tion, Apt.  #303,  4621  Seminary  Rd.,  Alexandria  VA 
22304 

Fairfax  County  Medical  Society 

George  M.  Lawton,  MD,  Occupational  Medicine,  8400 
Westpark  Drive,  McLean  VA  22090 
Kerry  Randall  Lewis,  MD,  General  Practice,  5508  Bradley 
Blvd.,  Alexandria  VA  22311 

Alexander  Tongio  Ocampo,  MD,  Pathology,  11091  Main 

Street,  Fairfax  VA  22030 

Lynchburg  A cademy  of  Medicine 

Louis  Binford  Graham,  MD,  Family  Practice,  8402  Tim- 
berlake  Rd.,  Lynchburg  VA  24502 
Allen  David  Majewski,  MD,  Neonatology,  4648  Locksview 
Place,  Lynchburg  VA  24503 

William  E.  Ramsey,  MD,  Internal  Medicine,  1939  Thom- 
son Drive,  Lynchburg  VA  24501 
James  Carl  VandeWater,  MD,  Family  Practice,  8402  Tim- 
berlake  Rd.,  Lynchburg  VA  24502 

Newport  News  Medical  Society 

Barry  Lee  Gross,  MD,  Ob/Gyn,  606  Denbigh  Blvd.,  Suite 
701,  Newport  News  VA  23602 

Northern  Neck  Medical  Society 

Leszek  Jerzy  Fiutowski,  MD,  General  Practice,  Box  695, 
Warsaw  VA  22572 


Portsmouth  Academy  of  Medicine 

William  F.  Wheeler,  MD,  Diagnostic  Radiology,  3117 
Tyre  Neck  Road,  Portsmouth  VA  23703 

Richmond  Academy  of  Medicine 

Shridhar  V.  Bhat,  MD,  Internal  Medicine,  Suite  G-3,  5855 
Bremo  Rd.,  Richmond  VA  23226 

Bernard  Bressler,  MD,  Psychiatry,  106  North  Thompson 
St.,  Richmond  VA  23221 

Reuben  H.  Broaddus,  Jr.,  MD,  Emergency  Medicine,  307 
St.  Davids  Lane,  Richmond  VA  23221 

Eduardo  R.  Huergo,  MD,  Child  Psychiatry,  10111  Deep- 
wood  Circle,  Richmond  VA  23233 

Charles  W.  Keblusek,  MD,  Ob/Gyn,  1734  Robindale  Rd., 
Richmond  VA  23235 

Geoffrey  William  Viol,  MD,  Internal  Medicine,  5855 
Bremo  Rd.,  Richmond  VA  23226 

John  R.  Warkentin,  MI),  Internal  Medicine,  2621  Grove 
Ave.,  Richmond  VA  23220 

Raymond  M.  Wiggins,  MD,  Ob/Gyn,  8804  Turnbull  Ave., 
Richmond  VA  23229 

Rockbridge  County  Medical  Society 

Cary  N.  D.  Fishburne,  MD,  Internal  Medicine,  Rockbridge 
Professional  Bldg.,  Lexington  VA  24450 

Southside  Virginia  Medical  Society 

Benjamin  A.  Grella,  Jr.,  MD,  Diagnostic  Radiology,  Box 
97,  South  Hill  VA  23970 

Wynne  Vinson  LeGrow,  MD,  Nephrology,  305  Jefferson 
St.,  Emporia  VA  23847 

Phillip  H.  McClure,  MD,  Radiology,  2115  Dodson  Rd., 
Petersburg  VA  23803 

Tazewell  County  Medical  Society 

Noel  A.  Guanzon,  MD,  Emergency  Medicine,  Box  428, 
Richlands  VA  24641 

Virginia  Beach  Medical  Society 

Peter  V.  Alexander,  MD,  Ob/Gyn,  Bayside  Medical  Plaza, 
#1-C,  Virginia  Beach  VA  23455 

Parbhur  Singh,  MD,  Ophthalmology,  5021  Waterford 
Place,  Virginia  Beach  VA  23464 
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Chippenham  Hospital 

Tucker  Pavilion 

7101  Jahnke  Road  • Richmond,  Vircinia  23225 


A full  range  of 
treatment... 


Air  Force.  A great  way  of  life 


As  an  Air  Force  physician, 
you  may  practice  your  spe- 
cialty in  modern,  well- 
equipped  facilities  with  a 
complete  support  staff. 

In  addition  to  the  wide 
spectrum  of  clinical  ex- 
perience you'll  gain,  you'll 
have  administrative  support 
to  alleviate  most  of  the  cleri- 
cal workload.  The  type  of 
medicine  you  will  practice 
is  based  on  the  needs  of  your 
patients,  regardless  of  their 
financial  status. 

For  yourself  and  your  family, 
Air  Force  medicine  will  pro- 
vide reasonable  working 
hours,  excellent  pay,  30  days 
of  paid  vacation  each  year, 
and  many  other  benefits. 

Consider  the  Air  Force 
Medical  Corps  - a reason- 
able alternative  for  today's 
physicians. 

For  complete  information 
contact: 


TSgt.  Dan  Webster 
USAF  Medical  Recruiting  Team 
6767  Forest  Hill  Avenue 
Richmond  VA  23225 
Call  collect: 

(804)  782-2127/29 
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Leaders  of  The  Medical  Society  of  Virginia  for  the  coming  year  stood  for  this  portrait  last  month  outside  the 
Homestead,  site  of  the  Annual  Meeting  at  which  they  were  elected  and  installed.  In  front,  are  George  R.  Nipe,  MD, 
Harrisonburg,  President  (left),  and  Percy  Wootton,  MD,  Richmond,  President  Elect.  The  trio  in  the  second  row 
are,  from  left,  H.  C.  Alexander  III,  MD,  Roanoke,  First  Vice  President;  Harold  L.  Williams,  MD,  Newport  News, 
Second  Vice  President;  and  James  P.  Harnsberger,  MD,  Hot  Springs,  Third  Vice  President.  At  top  are  K.  K.  Wal- 
lace, Jr.,  MD,  Virginia  Beach,  Speaker  of  the  House  (left),  and  Richard  L.  Fields,  MD,  Fairfax,  Vice  Speaker. 
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“One  of  the  Best”: 
The  Homestead  Meeting 


THE  132nd  was  a first  from  1 to 
3.  That  is,  on  November  1, 
1979,  the  Annual  Meeting,  now  the 
132nd,  of  our  august  Society  was 
held  at  the  Homestead  for  the  first 
time  ever — a fact  hard  to  believe, 
for  the  Homestead  is  one  of  the  jew- 
els in  the  crown  of  Virginia’s  distin- 
guished watering  places.  On  No- 
vember 3 the  meeting  came  to  an 
end,  all  too  soon,  and  members, 
guests,  friends  and  assorted  atten- 
dees reluctantly  returned  to  reality. 

Our  conscientious  councilors’ 
considerations  commenced  Thurs- 
day morning,  followed  by  the  dedi- 
cated delegates’  deliberations  in  the 
afternoon.  Our  able  President  Davis 
expressed  approbation  of  jobs  well 
done,  appreciation  for  unstinting 
support  and  alarm  over  ominous 
trends.  Fortunately,  as  he  pointed 
out,  Vanguard,  VaMPAC,  consult- 
ing experts  and  sundry  others  are 
ready,  willing  and  able  to  meet  the 
challenges  that  face  us! 

On  Friday  a deluge  destroyed 
dreams  of  athletic  prowess  planned 
by  many  members  for  courts  and 
links,  so  the  morning  was  put  to 
good  use  with  tours  of  the  exhibits, 
to  the  edification  and  enjoyment  of 
all.  Never  have  our  exhibits  been  so 
numerous,  so  excellent  and  so  en- 
thusiastically patronized.  On  Satur- 


day, when  the  sun  came  over  the 
mountains  in  full  brilliance  and 
warmth,  the  playing  fields  filled  up. 

The  papers,  panels  and  seminars 
of  the  scientific  program  were  inter- 
esting, informative  and  useful.  The 
speakers’  expertise  translated  into 
hours  of  CME  credits  for  those  who 


were  present.  Additionally,  the  ex- 
tracurricular activities,  formal  and 
informal,  planned  and  unplanned, 
were  just  great.  All  went  smoothly. 
So,  kudos  to  the  Committees  on  Ar- 
rangements and  Program,  the  offi- 
cers and  leaders  of  our  Society,  Mr. 
Howard  and  his  staff,  and  the 
Homestead  and  all  of  its  personnel. 

Our  Society  continues  in  good 
hands,  for  Dr.  George  M.  Nipe  was 
installed  as  President,  and  Dr.  Perry 
Wootton  became  President  Elect. 

There  was  a general  consensus 
that  this  132nd  was  outstanding, 
truly  one  of  the  best,  and  that  the 
Homestead  has  the  facilities  and  the 
ambience  that  suit  us  down  to  the 
ground.  We  heartily  support  the  ex- 
pression of  so  many  who  were  there: 
Let’s  have  a second! 


W.T.T.,  JR. 
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Delegates  from  the  5th  District  prepare  for  the  second  ses- 
sion of  the  House:  left  to  right,  Drs.  Charles  R.  Barton,  Jr., 
Scottsville;  Lawrence  V.  Marshall,  Floyd;  Samuel  P.  Mas- 
sie,  Stuart;  Gerald  C.  Burnett,  South  Boston;  and  Edwin  J. 
Harvie,  Danville. 


Dr.  Robert  Edgar  Mitchell,  Richmond, 
chairman  of  the  Credentials  Committee 
(far  left),  with  Dr.  Walter  A.  Eskridge, 
Accomack,  committee  member. 


Dr.  William  T.  Tucker,  Richmond,  prepares  to  offer  his 
credentials  to  Dr.  Harvey  D.  Smallwood,  Charlottesville, 
as  Dr.  Robert  A.  Morton,  Norfolk,  watches. 


Dr.  J.  Latane  Ware,  Richmond,  chair- 
man of  Reference  Committee  One,  pres- 
ents its  report.  On  the  dais  behind  him  is 
Robert  I.  Howard,  MSV  Executive  Vice 
President. 


Dr.  T.  H.  Jennings,  Bedford  delegate, 
questions  a committee  recommendation. 


i 
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:low,  ready  for  the  Speaker’s  gavel.  Far  front,  Drs.  Glenn  B. 
jdike,  Jr.,  Danville  (left),  and  Henry  S.  Campell,  Martinsville, 
‘hind  them,  the  Norfolk  delegation:  from  left  on  the  opposite 
ge,  Drs.  Gervas  S.  Taylor,  Jr.;  Charles  N.  Van  Horn;  William 
Hotchkiss;  Maurice  M.  Miller;  Herbert  S.  Gates,  Jr.;  James 
Kitterman;  and  Robert  M.  Kesler. 


I deference  Committee  One  in  session.  Starting  at  far  left  on  the 
opposite  page  and  reading  across:  Drs.  John  M.  Stirewalt, 
Vaynesboro;  Custis  L.  Coleman,  Richmond;  J.  William  Giesen, 
tadford;  William  S.  Burton,  Nassawadox;  Charles  H.  Crowder, 


Reference  Committee  Three. 


Jr.,  South  Hill;  C.  Robert  Meloni,  Alexandria;  Willette  L.  Le- 
Hew,  Norfolk;  Munsey  S.  Wheby,  Charlottesville;  William  R. 
Watkins,  South  Boston;  and  the  committee’s  chairman.  Dr.  Paul 
Rochmis,  Annandale. 


Dr.  Robert  W.  Barnes,  Richmond  (left) 
discusses  his  scientific  exhibit  on  non-in- 
vasive  screening  of  the  stroke-prone  pa- 
tient with  Dr.  Thomas  N.  Hunnicutt,  Jr., 
Newport  News. 


Dr.  Theron  B.  Childs,  Kilmarnock,  stud- 
ies the  exhibit  on  CT  evaluation  of  ret- 
roperitoneal hemorrhage  presented  by 
Drs.  Jaime  Tisnado,  Jr.,  and  Marco 
Amendola,  both  of  Richmond. 


Dr.  Charles  E.  Bagwell,  Charlottesville, 
points  to  an  element  in  his  exhibit  on 
blunt  abdominal  trauma  as  Dr.  Charles 
R.  Riley,  Richmond,  listens  and  Mrs. 
Riley  stands  by. 
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One  aisle  of  the  big  Homestead  hall  that  housed  25  scientific  and  36 
technical  exhibits.  In  the  right  foreground,  Dr.  De  D.  Tran,  Falls 
Church,  attends  his  exhibit,  which  presented  an  obstetric-ultrasono 
wheel  of  his  devising. 
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Below,  Dr.  Alvin  J.  Ciccone,  Norfolk,  talks  with1! 
Lawrence  J.  Eron,  Fairfax  (back  to  camera)  within! 
Eron’s  exhibit  presenting  a rapid  method  of  diagno:) 
viral  and  chlamydial  infections,  for  which  the  scien : 
exhibit  judges  awarded  him  third  pi 


At  the  United  States  Navy  booth.  Dr. 
James  E.  Wheless,  Roanoke,  asks  a 
question  of  Chief  R.  H.  Davison,  HMC. 


Below,  the  complex  scientific  exhibit  of  Dr.  Charles  F. 
Woodhouse,  Clifton  Forge  orthopedist  (left),  won  second 
prize.  He  is  shown  here  explaining  to  Dr.  James  L.  Snyder 
(center)  and  Dr.  Edward  G.  Allen,  both  also  of  Clifton 
Forge,  his  technique  for  computer-assisted  nailing  by  direct 
observation. 


>4 


TECHNICAL  Data 


Pictured  above  is  the  scientific  exhibit  that  took  the  blue 
ribbon  for  best  of  show.  It  was  a telling  exposition  of  auto- 
motive safety  for  children  prepared  by  Dr.  Joseph  R. 
Zanga,  Richmond,  and  the  Virginia  Department  of  Trans- 
portation Safety.  Dr.  Zanga  stands  at  far  right;  with  him 
are  Dr.  Brooke  M.  Moffett,  Norfolk  (left)  and  Dr.  Charles 
R.  Barton,  Jr.,  Scottsville  (center). 


Dr.  A.  L.  Roper,  Norfolk,  asks  what’s 
new  of  the  Smith  Kline  & French 
representative.  Bill  Artois. 
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Right,  a covey  of  Northern  Virginians:  Drs.  Thomas  G. 
McWilliams,  McLean;  Herbert  E.  Lane,  Jr.,  Falls  Church;  and 

John  H.  Judson,  Arlington. 


Below,  scientific  program  participants:  Drs.  Donald  W.  Drew  and 
Mason  C.  Andrews  of  Norfolk  and  Dr.  John  A.  Board,  Richmond. 


sm 


This  panel  discussed  Virginia’s  three  years  of  experience  with 
medical  malpractice  review  panels.  Seated,  left  to  right:  R.  Carter 
Scott  III,  Richmond  attorney;  Kenneth  E.  Trabue,  Judge  of  the 
23rd  Judicial  Circuit  Court  in  Roanoke;  Dr.  David  P.  Minichan, 
Jr.,  Roanoke  surgeon;  and  Frederick  A.  Hodnett,  Jr.,  Richmond 
attorney.  Standing  behind  them  is  the  panel  moderator.  Dr.  David 
K.  Wiecking,  Richmond,  Virginia’s  Chief  Medical  Examiner. 


Above,  Dr.  Clarence  B.  Trower,  Jr., 
Norfolk,  president  of  the  Virginia  State 
Board  of  Medicine  (left),  communicates 
with  Dr.  Harvey  D.  Smallwood,  Char- 
lottesville, during  a reference  committee 
break. 


The  spacious  lobby  of  the  Homestead’s  Conference  Center  was  a 
great  place  to  talk  things  over,  as  committee  meetings  and 
scientific  programs  waxed  and  waned  in  the  vicinity.  At  right.  Dr. 
Reuben  F.  Simms  (left)  and  Dr.  Emerson  D.  Farley,  both  of 

Richmond. 
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ADVICE  TO  AUTHORS 


Welcome  to  your  manuscripts!  This  is  your  jour- 
nal, designed  to  publish  your  message.  Write  of  medi- 
cine, write  of  history,  write  an  editorial,  write  a letter. 
Write.  Next  to  medicine,  writing  is  the  most  satis- 
fying occupation  in  the  world. 

We  (that’s  the  editorial  “we”)  rely  on  you  to  sub- 
mit your  manuscript  to  us  exclusively;  it  isn’t  fair  to 
send  a manuscript  to  more  than  one  journal  at  a time, 
and  it’s  even  less  sporting  to  offer  it  to  another  jour- 
nal after  Va  Med  has  accepted  it.  We  trust  your 
courtesy. 

Once  we've  published  your  article,  it  belongs,  tech- 
nically, to  Va  Med.  We’re  happy  to  have  it  reprinted 
elsewhere  in  a way  that  will  enhance  your  reputation; 
we  will  ask  your  acquiescence  before  granting  per- 
mission, and  we  expect  you  to  confer  with  us  on 
second-publication  requests  you  receive. 

Your  manuscript  involves  you,  the  Editors,  and  the 
printer.  So  that  all  three  of  these  elements  function  at 
the  top  of  their  form,  these  mechanics  are  important: 

1.  It  is  polite  to  send  us  an  original  typescript  of 
your  article.  Plus  one  copy  of  that  original,  which  can 
be  a carbon  but  more  often  these  days  is  a photostat. 

2.  It  is  pertinent  to  send  a covering  letter  giving 
address  and  telephone  number  of  the  person  who  w ill 
communicate  about  the  manuscript. 

3.  It  is  imperative  to  type  every  page  of  the  sub- 
mitted material  in  double-space.  With  wide  margins. 
Double-space  your  text.  Double-space  your  refer- 
ences. Double-space  your  legends.  Double-space 
your  tables.  Double-space. 

4.  It  is  equally  imperative  that  your  figures  are 
glossy  prints.  Anything  else  won’t  reproduce  ade- 
quately. 

5.  Like  all  quality  journals,  Va  Med  has  a specific 
typographic  style  for  references;  this  style  is  uniform 
for  all  references  throughout  each  issue.  It  would  be  a 
great  boon  if  you  would  ask  your  typist  to  study  that 
style  and  follow  it  in  typing  your  references.  Ah,  the 
miles  of  references  your  journal  staff  has  re-typed!  A 
task  tedious  in  the  extreme — and  it  places  your  refer- 
ences at  peril  of  error. 

References  must  be  numbered  consecutively  as 
they  appear  in  the  text  and  listed  in  that  numerical 
order.  That's  part  of  the  style.  Alphabetizing  is  out. 


6.  It  is  helpful  to  provide,  on  a separate  sheet,  an 
abstract  or  summary  of  your  work. 

7.  It  is  a significant  tradition  in  medical  journalism 
to  describe  pharmaceutical  products  generically.  If 
you  wish  to  add  brand  names  parenthetically,  well 
and  good.  But  the  generic  first,  please. 

Also  in  the  medical  tradition,  all  units  of  measure 
appear  in  the  metric  system. 

8.  You  are  responsible  for  the  accuracy  of  your 
statements  and  references.  If  any  of  your  material  is 
disputed,  you’re  up  front  to  defend  it.  On  guard! 

9.  Having  asked  all  this  of  you,  we  drop  the  clin- 
cher: The  Editors  reserve  the  right  to  make  changes  in 
your  text  that  will  clarify  its  meaning,  correct  spelling 
and  punctuation,  enhance  your  literary  prowess,  suit 
the  journal’s  exigencies  of  space  and  style.  That’s  the 
way  it  is  in  publishing.  We  promise  you  unfailing 
respect  and  discretion — and  a rough  draft  for  your 
appraisal  if  any  major  revision  is  contemplated.  We 
don’t  want  to  wound  you.  We  do  want  the  presenta- 
tion of  your  work  to  be  absolutely  first-class. 

10.  Send  your  manuscript  to  the  Editor,  Virginia 
Medicial,  4205  Dover  Road,  Richmond  VA  23221. 
The  mat  outside  the  office  door  reads,  “Welcome  to 
your  manuscripts!” 


Of  the  many  books  on  writing,  there  are  two 
the  Editors  find  of  particular  merit.  One  is  The 
Elements  of  Style,  by  William  Strunk,  Jr.,  and 
E.  B.  White  (MacMillan,  softcover  $1.65). 
This  extraordinary  little  book,  first  published 
in  the  50’s,  is  a national  primer.  The  other,  a 
recent  entry,  is  On  Writing  Well,  by  William 
Zinsser  (Harper  & Row,  softcover  $5.50). 
This  is  a lengthier  volume,  but  it  is  still  a quick 
study,  and  a valuable  one.  Both  of  these  books 
are  a joy  to  read;  the  authors  practice  what 
they  preach,  and  their  writing  is  clear  and 
vigorous.  The  principles  they  offer  are  easy  to 
grasp;  all  are  illustrated  vividly  (and  often 
amusingly)  with  before-and-after  or  right- 
and-wrong  examples.  Treat  yourself  to  one  or 
both  of  these  books.  You’ll  be  glad  you  did. 


ADVICE  TO  AUTHORS 


Editors  Note:  If  the  recommended  Zinsser  work,  On  Writing  Well , is  not  carried  by  your  bookstore,  send  your  check  for 
$5.50  to  Harper  & Row,  Atten:  Mail  Order,  10  E.  53rd  St.,  New  York,  NY  10022. 
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MEW 

FROM  THE  TOP 


These  dangers  are  predominantly 
third-party  initiated,  the  federal  bu- 
reaucracy leading  the  way.  An  ever- 
increasing  amount  of  our  time  and 
dollars  are  expended  to  combat 
them. 

This  has  been  a relatively  quiet 
year  only  in  the  context  that  major 
crisis  has  not  occurred.  There  have 
been  myriads  of  problems  varying 
in  significance.  It  seems  incompre- 
hensible, therefore,  that  our  Execu- 
tive Vice-President  non-pareil  re- 
calls administrations  where  it  was 
unnecessary  for  him  to  communi- 
cate with  the  President  more  than 
several  times  per  year ! Our  Society’s 
recent  history  indicates  alternating 
years  of  feverish  activity  inter- 
spersed with  periods  of  comparative 
calm.  This  year  has  fortunately  been 
one  of  the  latter  type,  so  that  funda- 
mentally the  status  quo  is  relatively 
unchanged  from  a year  ago  as  far  as 
new  accomplished  federal  and  state 
legislation  is  concerned.  Unfortu- 
nately, our  adversaries  are  re-gear- 
ing and  re-tooling,  preparing  to 
mount  new  and  unprecedented  at- 
tacks inimical  to  the  private  practice 
of  medicine.  They  are  becoming 
stronger,  more  outspoken,  and  bet- 
ter financed  each  year.  They  will  ul- 
timately succeed  if  responsible  Ameri- 
cans do  nothing  and  remain  silent.  It 
requires  no  prophet  to  predict  that 
lowering  health  care  costs  are  the 
major  thrusts  of  our  opponents. 
Hidden  within  this  incredibly  com- 
plex subject  are  many  subtle  and 
frightening  dangers  to  the  practice 
of  medicine.  Our  natural  tendency 
to  emphasize  quality  of  care,  when 
faced  with  a challenge  as  to  the  cost 
of  care,  while  understandable,  is  no 
longer  sufficient.  The  market  that 
bought  this  explanation  is  rapidly 
disappearing.  Our  goal,  then  has  to 
be  a system  that  emphasizes  both 
quality  and  cost  control.  Meaningful 
physician  input  in  any  changes 
threatening  this  system  is  critical. 
The  battle  has  already  been  joined, 
and  the  ominous  sounds  of  the  on- 


“Never  has  the  road  taken 
been  of  greater  importance.” 

Charles  E.  Davis,  Jr.,  MD,  Norfolk,  Virginia 


I shall  be  telling  this  with  a sigh/ Somewhere  ages 
and  ages  hence: /Two  roads  diverged  in  a wood,  and  I 
— //  took  the  one  less  traveled  by,/ And  that  has  made 
all  the  difference.  — Robert  Frost1 


Mr.  Speaker,  Honored  Guests, 
Members  of  the  House,  Ladies 
and  Gentlemen: 

I am  sure  that  no  man  has  ever 
stood  before  this  organization  under 
these  circumstances  without  a deep 
sense  of  humility.  The  honor  ac- 
corded me  to  have  served  as  your 
President  has  been  eclipsed  by  noth- 
ing in  my  professional  life,  and  I am 
sure  that  this  is  true  of  those  who 
have  gone  before.  I am  grateful  to 
all  of  you  for  your  unwavering  con- 
fidence, your  unswerving  loyalty, 

This  text  was  presented  by  Dr.  Davis 
as  the  Presidential  Address  to  the  House 
of  Delegates  of  The  Medical  Society  of 
Virginia  at  the  Homestead,  Hot  Springs, 
Virginia,  on  November  1,  1979. 

Address  correspondence  to  Dr.  Davis 
at  810  Medical  Tower,  Norfolk  VA 
23507. 


and  your  wise  and  timely  advice. 
The  poignancy  of  this  moment  has 
never  been  more  keenly  experienced 
by  any  President. 

I,  and  1 am  sure  that  all  of  my 
predecessors  have  done  likewise,  re- 
searched the  archives  to  review  that 
others  said  under  similar  circum- 
stances. Their  motif,  style,  and  tech- 
nique have  naturally  varied.  Any- 
one who  serves  in  this  capacity 
inevitably  develops  individual  con- 
cepts, philosophy,  and  methods. 
Fortunately,  in  these  reflections  of  a 
year’s  stewardship,  each  has  man- 
aged to  leave  at  least  a modicum  of 
his  own  personality  as  well  as  some 
individual  flavor.  The  last  half 
dozen  presentations  convincingly  at- 
test to  the  preoccupation  of  our  So- 
ciety with  the  ever-increasing 
threats  to  our  professional  survival. 
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coining  storm  are  approaching  ever 
closer. 

On  the  happier  side  I can  report 
that  our  Society  is  healthy,  vibrant, 
and  growing.  Contributing  to  this 
progress  in  no  small  way  is  our  ex- 
cellent permanent  staff,  including  its 
leader,  Mr.  Robert  Howard.  1 am 
the  thirtieth  President  that  he  has 
guided  through  the  morasses,  the 
values,  the  hills,  the  valleys,  the 
heights  and  the  depressions  of  this 
office.  Nationally,  he  is  considered 
to  be  the  doyen  in  this  field.  It  was  a 
pleasure  to  see  the  respect  and  defe- 
rence accorded  him  by  his  peers  at 
the  AMA  meeting  in  Chicago  in 
July.  During  the  year  it  became  ob- 
vious that  many  of  our  loyal  and  de- 
voted staff  had  been  receiving  to- 
tally inadequate  compensation.  I, 
therefore,  recommended  to  the  Fi- 
nance Committee  a much  deserved 
increase  in  pay  and  was  gratified 
that  both  they  and  Council  ap- 
proved. I urge  the  House  to  do  like- 
wise. Virginia  Medical,  our 
prize-winning  monthly  periodical 
under  the  talented  direction  of  Mrs. 
Ann  Gray,  the  Managing  Editor, 
continues  to  elicit  rave  notices 
around  the  country.  She  is  unques- 
tionably an  artist  in  her  field.  I am 
indebted  to  her  for  her  wise  advice. 


OMMITTEE  action  has  been 
outstanding,  and  the  entire  So- 
ciety is  in  the  debt  of  these  tireless 
and  dedicated  physicians.  The  Com- 
mission on  Medical  Education  has 
performed  splendidly.  Although  we 
started  later  than  some  states  with 
this  endeavor,  I now  consider  us  to 
be  unsurpassed  by  any  other  similar 
organization.  The  acquisition  of  Dr. 
Kinloch  Nelson  as  Coordinator,  res- 
urrected from  yet  another  brief  pe- 
riod of  retirement,  has  given  the 
Commission  and,  indeed,  the  entire 
Society  great  credibility.  With  Dr. 
Nelson  as  coordinator  and  Dr. 
Charles  Crockett  of  Roanoke  as 
Chairman  we  have  an  unbeatable 


duo.  It  is  important  to  realize  that 
this  Commission  is  not  at  all  inter- 
ested in  punitive  or  disruptive  meth- 
ods but  seeks  only  to  be  helpful  to 
the  membership.  I was  concerned  at 
the  decision  of  the  AMA  to  with- 
draw from  the  Liaison  Committee. 
This  move  may  prove  to  be  wise  but 
at  present  the  effect  on  the  CME  of 
the  various  states  is  producing  chaos 
and  confusion,  inasmuch  as  cur- 
rently we  are  forced  to  serve  two 
masters  not  knowing  who  will 
emerge  dominant. 

A vital  Committee  that  has  as- 
sumed an  increasingly  important 
role  is  that  on  Insurance,  which  is 
chaired  by  Dr.  Warren  Hagood. 
This  group  has  a record  of  sound 
and  solid  achievement.  First  of  all, 
they  have  consolidated  our  numer- 
ous and  varied  insurance  efforts  un- 
der the  aegis  of  one  agency.  All  of 
you  have  recently  received  a notice 
of  substantially  increased  Blue 
Cross-Blue  Shield  benefits.  They 
have  also  negotiated  a cancer  policy 
that  appears  most  promising.  The 
most  challenging  and  time-consum- 
ing of  their  multi-faceted  efforts, 
however,  has  been  in  seeking  alter- 
natives to  lower  our  ever-escalating 
malpractice  premiums,  which  of 
course  is  a reflection  on  the  increas- 
ing number  of  suits  being  filed  in 
the  commonwealth.  St  Paul’s  rates 
are  based  on  the  previous  year’s  ex- 
perience and,  as  most  of  you  have 
discovered,  at  renewal  this  year 
there  is  significant  increase  in  al- 
most all  categories.  Even  more 
alarming,  within  the  past  month  in 
one  10-day  period  St.  Paul  ex- 
pended 1 .3  million  dollars  in  claims. 
I urge  the  Society  to  continue  to  in- 
vestigate all  possible  safe  alternative 
methods  but  strongly  emphasize 
that  great  wisdom  be  employed  be- 
fore embarking  on  an  uncharted 
new  route.  At  this  time  unusual  vigi- 
lance must  be  exercised  in  light  of 
the  prediction  of  an  even  more  siz- 
able increase  in  malpractice  activity 
during  1980-1981.  We  here  in  Vir- 


ginia may  be  unable  to  duplicate  the 
magnificent  4-year  experience  of  the 
North  Carolina  Medical  Society,  or 
of  the  Virginia  Hospital  Associa- 
tion’s small  reciprocal.  Malpractice 
environments  differ  tremendously 
geographically,  and  our  friends  in 
North  Carolina  have  urged  us  to 
utilize  great  circumspection  before 
making  such  a move.  Our  on-going 
feasibility  studies,  recommended  by 
the  Committee  and  approved  by 
Council,  are  expensive  but  are  being 
conducted  by  independent  organi- 
zations not  interested  themselves  in 
competing  for  this  type  of  business. 
This  is  obviously  essential  if  their 
evaluation  is  to  be  significant. 

The  Committee  eliciting  the  most 
excitement  is  the  Vanguard.  My 
confidence  in  the  future  of  this 
group  was  demonstrated  by  an  early 
increase  in  membership  from  ten  to 
25,  including  five  members-at-large. 
It  is  most  important  that  the  phe- 
nomena of  over-involvement  not  di- 
lute and  weaken  this  outstanding 
group.  As  conceived  by  my  friend 
and  predecessor.  Dr.  William  Hag- 
ood, this  was  to  be  an  elite  com- 
mittee ready  at  a moment’s  notice  to 
challenge  any  federal  or  state  pro- 
gram or  regulatory  agency  actually 
or  potentially  creating  problems  for 
the  practice  of  medicine  or  health 
care  delivery  in  our  state.  To  over- 
extend its  activities  to  encompass 
the  functions  of  satisfactorily  per- 
forming self-standing  committees 
would  in  my  judgment  be  a serious 
mistake  and  possibly  self-defeating. 
It  has  thus  far  concerned  itself  ex- 
clusively with  the  Health  Systems 
Agencies  and  has  performed  well 
working  closely  with  our  two  fine 
consultant  agencies.  Our  Society 
and  Dr.  Hagood  have  received  na- 
tional acclaim  for  this  innovative 
project.  We  were  most  fortunate  to 
prevail  upon  Dr.  Harry  Kuykendall 
to  assume  the  chairmanship  after 
the  resignation  of  Dr.  Richard 
Fields.  He  brings  great  energy  and 
enthusiasm  to  this  venture. 
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Although  bills  pertaining  to 
health  care  were  surprisingly  sparse 
in  the  last  General  Assembly,  we 
were  well  represented  by  the  Legis- 
lative Committee,  chaired  by  Dr. 
Glenn  Updike,  who  worked  in  con- 
junction with  our  legal  advisor  and 
Mr.  Will  Osborne,  as  well  as  many 
interested  physicians.  They  have  es- 
tablished an  unprecedented  rapport 
with  the  legislators.  The  improve- 
ment in  relationship  and  communi- 
cation between  the  doctors  of  each 
district  and  their  legislative  repre- 
sentatives on  a local  basis  has  obvi- 
ously been  a great  contribution  to 
these  efforts. 

AS  many  of  you  know,  I have 
been  concerned  with  the  de- 
teriorating physician  image.  I be- 
lieve that  the  revitalized  Committee 
on  Public  Relations  under  the  direc- 
tion of  Dr.  Fred  McCune  of  Vir- 
ginia Beach,  which  has  rapidly  mo- 
bilized and  is  considering  aggressive 
action,  will  improve  this  situation. 
The  help  of  Mr.  Edward  DeBolt  and 
his  organization  in  these  endeavors 
cannot  be  exaggerated. 

Last  year  the  new  Articles  of  In- 
corporation were  passed  by  the 
House  and  now  need  only  to  be  rati- 
fied by  the  membership  to  become 
operational.  At  last  year’s  meeting 
in  Williamsburg,  new  bylaws  were 
also  presented,  which  demonstrated 
great  improvement  over  those  in 
current  existence.  These  were  dis- 
cussed in  Reference  Committee,  and 
the  House  wisely  concluded  that 
more  study  was  required  as  well  as 
some  changes.  This  summer  the  re- 
vised bylaws  were  submitted  to  each 
component  society  for  review  and 
input.  Dr.  K.  K.  Wallace,  Chair- 
man, Dr.  Charles  Caravati  and  Dr. 
William  Liddle,  who  compose  the 
Bylaws  Committee,  are  to  be  con- 
gratulated on  their  accomplishment. 
Council  has  recommended  adoption 
of  these  revised  bylaws  and  I urge 
you  to  concur. 


Last  year  Dr.  Hagood  created  a 
Liaison  Committee  to  the  PSRO. 
The  history  of  this  federal  agency  is 
enigmatic.  The  Society’s  position 
has  changed  180  degrees  since  the 
administration  of  President  Martin, 
when  we  were  forced  to  acquiesce 
due  to  inordinate  federal  pressure. 
This  required  a special  session  of 
the  House.  I believe  that  the  five  that 
we  have  in  this  state  currently  are 
doing  admirably  under  the  lead- 
ership of  their  new  Chairman,  Dr. 
Robert  Morton.  This  represents  the 
only  federal  agency  in  which  doctors 
are  still  dominant  and  we  must  exert 
all-out  efforts  to  assure  their  contin- 
uation. 

Our  membership  continues  to  in- 
crease. We  acquired  343  new  mem- 
bers during  the  current  year.  New 
AMA  membership  was  297.  Any 
mechanism  whereby  we  can 
heighten  interest  and  participation 
in  organized  medicine  among  our 
own  state  physicians  should  be  ex- 
plored. I am  disturbed  that  approxi- 
mately 1,500  actively-practicing  Vir- 
ginia physicians  are  non-members 
and  that  only  50%  of  our  member- 
ship also  belong  to  the  AMA.  One 
sure  way  to  increase  interest,  and  we 
have  not  given  it  enough  consid- 
eration heretofore,  is  to  encourage 
early  involvement.  The  latter  should 
be  initiated  while  the  potential  doc- 
tor is  still  a medical  student.  The 
students  at  the  Medical  College  of 
Virginia,  as  well  as  their  counselors 
and  advisors,  should  be  con- 
gratulated upon  a 50%  membership 
in  their  MSV  chapter.  Last  year’s 
first-year  class  enjoyed  an  enroll- 
ment of  90%.  This  is  phenomenal! 
the  University  of  Virginia  students, 
more  than  15%  of  whom  have 
joined  their  student  organization, 
applied  to  reactivate  their  charter  as 
a component  society.  This  was 
granted  by  Council  at  its  meeting  in 
September.  We  must  encourage  stu- 
dent societies  and  render  them  all 
possible  assistance.  I suggest  that 
the  Membership  Recruitment  Com- 


mittee, so  ably  lead  by  Dr.  Chris  Al- 
exander of  Roanoke,  by  given  the 
additional  responsibility  of  counsel- 
ing, advising,  and  encouraging  the 
students  and  administrations  of  our 
three  medical  schools  to  become  fur- 
ther involved. 

Our  delegation  to  the  AMA  meet- 
ing in  Chicago  was  outstanding. 
Under  the  firm  and  yet  benevolent 
leadership  of  our  senior  delegate. 
Dr.  Michael  Puzak  of  Arlington,  it 
impressed  me  as  the  most  vigorous, 
the  best  informed,  and  the  hardest 
working  group  there.  Working 
breakfasts  began  at  7:00  AM  and 
the  “night  life”  experienced  was 
caucuses  in  the  suite  of  the  Presi- 
dent. There  is  some  sentiment  to  ex- 
pand our  delegation  beyond  its  cur- 
rent and  traditional  makeup.  For  us 
to  maintain  our  leadership  role, 
there  will  unquestionably  be  some 
years  when  AMA  program  format 
will  necessitate  additional  officers, 
staff,  and  even  chairmen  of  key 
committees  to  have  the  benefit  of 
our  national  meeting.  With  the  pos- 
sible exception  of  our  Speaker,  per- 
manent expansion  is,  in  my  judg- 
ment, redundant.  A not  insignificant 
feature,  particularly  when  a meeting 
is  held  ad  distans  such  as  the  up- 
coming interim  one  in  Honolulu, 
entails  a greatly  increased  financial 
burden  on  the  Society. 

Five  years  ago  President  Martin 
recommended  that  the  Society  seri- 
ously consider  increased  com- 
pensation for  the  President.2  Last 
year  President  Hagood  reiterated 
this  need.3  Many  other  state  so- 
cieties have  already  taken  such  a 
step.  This  unexcelled  honor  has 
heretofore  been  adequate,  but  in  our 
current  materialistic  world  it  is  obvi- 
ous that  this  is  no  longer  sufficient. 
One  of  the  major  problems  in  this 
essentially  gratuitous  annual  per- 
formance involves  those  profes- 
sional partners  and  associates  who 
remain  at  home  to  “mind  the  store”, 
and  who  are  not  particularly  im- 
pressed by  having  a member  of  their 


924 


VIRGINIA  MEDICAL/DECEMBER,  1979 


VOLUME  106 


office  serve  in  such  a prestigious 
role.  Reflected  glory  from  the  Presi- 
dency, if  any,  is  slight.  Com- 
pensatory increase  in  work  load  and 
decrease  in  group  or  partnership  in- 
come can  prove  disastrous  to  profes- 
sional and  personal  relationships. 
This  “pocketbook  nerve”  effect  can 
no  longer  be  ignored,  although  each 
individual  seeking  the  Presidency 
realizes  that  absenteeism  from  his 
practice  entails  personal  sacrifice. 
As  with  traveling  salesmen,  “it 
comes  with  the  territory”.4  The 
Long  Range  Planning  Committee, 
composed  of  the  five  most  recent 
Presidents,  has  exhaustively  studied 
the  problem,  in  an  effort  to  correct 
this  inequity.  Their  recommenda- 
tions, although  token  in  amount, 
represent  significant  improvement 
and  were  endorsed  by  Council.  I 
trust  that  you  will  agree. 

Another  thorny  subject,  not  easily 
resolvable,  has  been  the  request  of 
many  specialty  societies  to  be 
granted  specific  representation  in 
our  House  of  Delegates.  The  Long 
Range  Planning  Committee  has 
wrestled  also  with  this  difficult  prob- 
lem. Although  opinions  are  widely 
divergent  as  to  the  wisdom  of  such  a 
move,  it  can  be  said  unequivocably 
that  a crying  need  of  our  Society  is 
increased  interest  and  more  in- 
volvement of  our  membership.  We 
should,  in  my  judgment,  therefore, 
not  totally  decline  any  change  that 
offers  some  improvement  in  this 
area.  I feel,  therefore,  that  some 
equitable  method  to  ensure  specific 
specialty  representation  is  of  the 
highest  priority. 

AS  I have  conversed  with  our 
membership  I have  sadly  con- 
firmed what  other  Presidents  have 
often  lamented.  Apathy,  disinterest 
in  involvement,  and  lack  of  relevant 
information  pertaining  to  current 
problems  and  dangers  abound.  Pos- 
sibly some  slight,  belated  awakening 
is  detectable.  I have  consistently 


preached  the  doctrine  that  any  Vir- 
ginia physician  who  faithfully  at- 
tends his  local  medical  society  meet- 
ings, who  digests  the  contents  of  the 
Virginia  Medical,  and  who 
comes  to  the  Annual  Meeting  of  the 
Society  cannot  be  uninformed.  If  he 
correlates  this  information  with  the 
contents  of  his  morning  newspaper 
and  nightly  TV  news  program  he 
cannot  remain  unconcerned  about 
the  future  of  his  profession.  I have 
found  our  physicians  to  be  profes- 
sionally extremely  capable  but  woe- 
fully unrealistic  about  what  the  fu- 
ture portends  for  the  “independent” 
practice  of  medicine. 

Other  than  programs  emanating 
from  government — national,  state 
and  now  even  local,  the  greatest  in- 
terest expressed  by  our  membership 
concerns  two  somewhat  interrelated 
topics — the  Vanguard  Committee, 
and  the  special  assessment  and  dues 
increase  of  1978.  Unhappiness  with 
continued  escalating  malpractice 
premiums  was  a high  priority  item 
also. 

National  health  insurance  re- 
quires little  comment.  It  is  the  “hot- 
test” federal  issue  at  the  moment, 
and  various  proposals,  all  bad,  are 
not  being  intensely  debated  in  Con- 
gress. Organized  medicine,  includ- 
ing the  Medical  Society  of  Virginia, 
has  taken  a position  opposing  any 
form  of  national  health  coverage.  I 
discern  that  many  of  our  member- 
ship favor  some  type  of  catastrophic 
insurance  coverage.  They  would,  of 
course,  prefer  that  it  be  formulated, 
regulated,  and  controlled  by  the  pri- 
vate sector.  Although  desirable,  this 
is  wishful  thinking  of  the  highest  or- 
der. 

During  this  year  I have  been  most 
alarmed  by  the  antics  of  a federal 
agency  heretofore  relatively  unin- 
volved in  health  care  matters.  This 
is  the  Federal  Trade  Commission, 
and  just  how  it  suddenly  became  an 
expert  in  this  area  remains  obscure. 
Its  pronouncements  and  their  poten- 
tial ramifications  threaten  the  very 


foundations  of  free  enterprise,  free- 
dom of  speech,  and  basic  and  time- 
proven  medical  concepts.  One  ex- 
ample is  their  interference  and  in- 
trusion into  the  Board  Certification 
program  of  the  plastic  surgeons. 
They  selected  this  small  but  potent 
group  as  an  initial  target,  but  this 
can  be  easily  projected  to  involve 
the  entire  Board  system  and  its  cer- 
tification methods,  which  is  one  of 
the  bulwarks  of  American  medicine. 
To  destroy  this  protective  mecha- 
nism, which  safeguards  the  public, 
would  indeed  be  tragic.  It  would  re- 
open doors  for  the  totally  unquali- 
fied and  would  be  profoundly  retro- 
gressive. When  the  President  of  The 
Medical  Society  of  Virginia  can  no 
longer  talk  freely,  or  indeed  even  at 
all,  with  the  president  of  Blue  Cross- 
Blue  Shield  about  matters  of  great 
mutual  importance  without  fear  of 
having  an  anti-trust  suit  instituted, 
the  situation  has  deteriorated  alar- 
mingly. This  agency’s  threatening 
posture  has  necessitated  legal  clear- 
ance of  virtually  all  statements 
made  by  the  President,  inasmuch  as 
he  is  the  official  spokesman  for  our 
organization. 

For  this  reason  and  countless  oth- 
ers, we  have  been  fortunate  indeed 
to  have  Mr.  Allen  Goolsby  of  the 
prestigious  firm  of  Hunton  and  Wil- 
liams as  our  legal  counsel.  He,  along 
with  his  firm’s  stable  of  specialists, 
has  proven  invaluable.  I have  mar- 
veled at  his  ability  to  so  quickly  and 
enthusiastically  grasp  the  intricacies 
of  numerous  medical  problems. 
Here  then  is  a lawyer  who  likes  doc- 
tors! 

If  it  has  not  already  occurred,  you 
will  shortly  be  introduced  to  the 
Health  Maintenance  Organizations. 
This  method  of  health  care  delivery 
is  not  new.  HMOs  have  been  estab- 
lished elsewhere,  but  they  have  in- 
volved our  area  only  in  the  District 
of  Columbia.  This  is  a very  com- 
plicated subject  and  there  are  many 
types  and  variations  of  Health 
Maintenance  Organizations.  In  es- 
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In  his  presidential  address,  Dr.  Davis  alerted  Virginia  physicians  to  a 
new  medical  problem  they  may  encounter,  as  follows: 

Of  growing  concern  are  medical  problems  related  to  the  influx  of 
the  displaced  “boat  people”  from  southeastern  Asia.  I was  shocked  to 
discover  that  there  are  already  in  excess  of  5,000  expatriated  South 
Asians  in  Virginia.  At  present  they  are  predominantly  located  in  the 
southeastern  and  northern  areas  of  the  state.  The  immigration  author- 
ities are  currently  admitting  to  the  United  States  approximately 
14,000  per  month.  Most  are  malnourished  and  many  harbor  diseases 
endemic  in  their  countries.  Some  of  these  are  contagious.  Hepatitis, 
intestinal  parasitic  infestations  and  tuberculosis  are  common.  Several 
health  departments  are  already  involved  with  these  maladies.  As  the 
number  of  immigrants  increases,  more  and  more  physicians  across  the 
commonwealth  will  be  called  upon  for  medical  assistance. 


sence,  they  are  a method  of  provid- 
ing large  population  segments  with 
presumably  less  expensive  health 
care  delivery,  allegedly  with  no  dim- 
inution in  quality  of  care.  They  may 
be  established,  apparently,  by  any- 
one capable  of  raising  the  funds  but 
in  most  instances  would  be  under 
the  supervisory  and  regulatory  sur- 
veillance of  the  federal  government. 
Many  of  our  strongest  erstwhile 
friends — management,  industry  and 
business  subjected  as  they  are  to  in- 
tense pressure  from  the  government, 
labor,  and  other  third  party  groups, 
are  finding  this  method  to  be  at- 
tractive. Four  are  rumored  to  be  un- 
der consideration  now  for  Virginia. 
It  behooves  us,  therefore,  to  ac- 
quaint ourselves  thoroughly  with 
this  type  of  program.  After  obtain- 
ing adequate  information,  each  doc- 
tor must  then  make  his  own  decision 
as  to  his  position  vis  a vis  HMOs. 

Not  all  programs  adverse  to  medi- 
cine originate  in  Washington.  Vari- 
ous states  governmental  agencies 
are  evidencing  increasing  interest  in 
health  care  delivery.  Some  states, 
notably  California,  have  experi- 
enced this  earlier  and  have  viewed 
state  agency  interference  with  as 
much  apprehension  as  that  origina- 
ting in  Washington.  The  major 
thrust  in  Virginia  at  the  moment  are 
considerations  to  lower  the  costs  of 
health  care,  and  the  upcoming  Gen- 
eral Assembly  will  unquestionably 


consider  this  a top  priority  item. 
The  Bureau  of  Insurance,  a division 
of  the  State  Corporation  Commis- 
sion, has  shown  great  interest  in 
originating  their  own  concepts  of 
health  care  delivery,  as  well  as  hop- 
ing to  assume  a regulatory  role.  The 
Willey  Commission  on  Health  Care 
Costs  has  held  frequent  hearings 
during  the  year  on  various  aspects 
of  this  matter.  Your  Society  has 
been  represented  at  each  of  these 
committee  hearings.  One  major 
thrust  of  the  Insurance  Bureau  are 
proposals  to  materially  alter  the 
status  of  Blue  Cross-Blue  Shield. 
These  recommendations,  if  adopted, 
would  eliminate  the  tax  exemptions 
granted  the  Blues  many  years  ago 
by  General  Assembly  action  unless 
state  officials  are  satisfied  that  the 
Blues  are  implementing  rigorous 
cost  containment  measures.  Of  in- 
controvertible importance  to  us,  in- 
herent within  these  proposals  are 
methods  for  establishing  and  regu- 
lating physicians’  fees  as  well  as 
hospital  charges.  This  constitutes  se- 
rious threats,  then,  not  only  to  Blue 
Cross-Blue  Shield  but  to  the  private 
practice  of  medicine.  The  MSV  and 
the  Blues  have  often  disagreed,  but, 
as  succinctly  expressed  by  former 
President  Raymond  Brown,  the  citi- 
zens of  this  state  get  more  for  their 
insurance  dollar  from  Blue  Cross- 
Blue  Shield  than  any  other  carrier 
or  any  “on  the  horizon”.5 


As  a result  of  the  next  census 
scheduled  for  1980,  some  reappor- 
tionment of  congressional  districts  is 
predicted.  The  politicians  are  al- 
ready considering  maneuvers  de- 
signed, of  course,  to  effectively  give 
them  and  their  cohorts  greater  lever- 
age. It  is  not  premature  for  our  So- 
ciety to  initiate  contemplation  on 
the  possible  impact  of  such  geo- 
graphical and  political  alterations. 

Another  most  important  topic  will 
unquestionably  come  before  the 
General  Assembly  at  its  next  ses- 
sion, and  that  is  the  subject  of  a 
change  in  the  laws  pertaining  to 
Workmen’s  Compensation.  A spe- 
cial committee  of  the  legislature  has 
been  studying  medical  costs  in 
Workmen’s  Compensation  during 
the  year.  An  ad  hoc  blue  ribbon 
committee  of  the  Society  has  been 
working  with  this  study  committee 
and  has  already  produced  some  ex- 
cellent suggestions,  which  we  are 
confident  will  be  well  received  by 
the  General  Assembly. 

The  nurses  of  this  state  deserve 
our  approbation  for  their  deter- 
mined stand  against  unionism.  Un- 
believable pressure  from  union 
groups  has  been  applied  to  many 
hospital  nursing  staffs  throughout 
the  commonwealth.  Thus  far  our 
nurses  have  resisted  these  labor 
movements.  A complimentary  mes- 
sage from  the  MSV  supportive  of 
their  successful  rejection  of  such 
ominous  intrusion  would  be  most 
appropriate. 

Last  year  Bill  Hagood  and  I rumi- 
nated over  the  method  of  transition 
from  one  President  to  the  next.  We 
both  lamented  the  lack  of  some 
brief  inaugural  ceremonial  proce- 
dure which  would  lend  some  slight 
dignity  to  this  annual  change  in  ad- 
ministration. Pursuant  to  this,  I re- 
quested Mrs.  Ruth  Dize,  Executive 
Secretary  of  the  Norfolk  Academy 
of  Medicine,  who  has  previously 
demonstrated  great  expertise  in  this 
field,  to  create  such  a format.  On  the 
last  day  of  this  session  you  will  for 
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the  first  time  observe  a slightly  more 
formal  takeover  by  the  new  Presi- 
dent. Our  deep  appreciation  is  ex- 
tended to  Mrs.  Dize  for  her  splendid 
and  gracious  effort. 

I HAVE  commented  on  only  a few 
of  our  salient  current  problems.  It 
should  be  supremely  clear  that  we 
doctors  are  incapable  of  waging 
these  battles  alone.  We  have  already 
required  external  help  and  without 
doubt  will  need  more.  Doctors  have 
neither  the  expertise,  the  experience, 
the  time,  or  the  patience  to  effec- 
tively deal  with  these  threats.  Sev- 
eral years  ago,  we,  therefore,  ob- 
tained the  services  of  one  consultant 
agency  and  last  year  hired  another. 
Although  both  arrived  under  emer- 
gency conditions,  they  are  now  in- 
tegral facets  of  our  organization.  We 
have  already  lost  some  ground  but 
without  their  aid  this  would  have 
been  greater.  Our  two  major  consul- 
tant services  are  available  to  the 
President  and  other  officers  on  a 24- 
hour  basis  and  have  been  utilized 
frequently. 

Let  me  reemphasize  that  we  are 
engaged  in  a battle  to  preserve  our 
right  to  continue  in  private  practice. 
It  is  not  melodramatic  to  character- 
ize this  struggle  as  potentially  medi- 
cine’s last  stand — our  “last  hurrah.” 
We  have  already  lost  some  periph- 
eral skirmishes.  A recent  significant 
change  in  potential  presidential  can- 
didates makes  us  even  less  optimis- 


tic about  the  future.  Our  adversaries 
are  now  preparing  to  attack  our  very 
vitals  and  when  the  smoke  of  battle 
has  cleared,  private  practice  as  we 
have  known  it  may  be  the  major 
casualty.  It  appears  to  me  then  that 
we  are  at  a critical  crossroads — 
probably  the  most  important  in  the 
long  and  illustrious  history  of  The 
Medical  Society  of  Virginia.  Our 
traditional  reluctance  to  get  in- 
volved in  non-medical  community 
and  political  affairs  must  be  aban- 
doned. If  we  are  to  preserve  any 
remnants  of  our  historical  profes- 
sional independence  our  traditional 
philosophy  must  undergo  serious  re- 
consideration, realignment  and  re- 
adjustment. Our  adversaries  come 
from  every  direction  and  utilize 
many  different  modalities  to  erode 
us.  It  is  unthinkable  that  we  will  ca- 
pitulate and  supinely  await  defeat. 
This  is  not  the  Virginia  way!  We 
must  therefore  utilize  many  medi- 
ums including  external  expert  help, 
the  field  of  negotiation,  new  meth- 
ods of  public  relations  expertise,  im- 
prove communication  with  our  con- 
gressmen and  legislators,  and 
somehow  and  most  importantly,  ex- 
cite our  membership  into  more  and 
more  active  participation.  All  of 
these  efforts  are  expensive  and  al- 
though I have  observed  a magician 
during  the  past  year  stretch  the  at- 
tenuated dollar,  unbelievably,  there 
is  a limit  to  what  he  can  accomplish. 
We  can  no  longer  maintain  a caviar 
organization  on  cornbread  dues! 


Our  priorities  must  be  reclassified 
and  upgraded.  I am  sure  that  every 
leading  state  medical  organization  is 
grappling  with  the  same  crucial  and 
difficult  decisions. 

In  conclusion.  The  Medical  So- 
ciety of  Virginia  must  decide 
whether  or  not  we  shall  make  every 
effort  regardless  of  sacrifice,  regard- 
less of  cost,  and  regardless  of  pre- 
vious convictions  to  maintain  and 
preserve  our  heritage.  Our  proud 
legacy  leaves  us  no  choice.  Never 
has  the  road  taken  been  of  greater 
importance. 

Much  time  has  already  been  dis- 
sipated and  considerable  ground 
lost.  We  can  afford  to  lose  no  more. 
As  Robert  Service  said,  “Ah!  the 
clock  is  always  slow:  It  is  later  than 
you  think”.6 
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Activated  Silver  Coatings 
For  Surgical  Implants 

G.  Colmano,  DVM,  S.  S.  Edwards,  BS,  and 
S.  D.  Barranco,  MD,  Blacksburg,  Virginia 


BASED  on  the  theoretical  and 
applied  work  of  Becker,1  ex- 
perimental evidence  was  presented 
by  Barranco  et  al2  and  Spadaro  et 
al3  that  a silver  electrode  (anode)  ac- 
tivated by  0.4  to  400  gA  of  positive 
direct  current  per  mm2  exhibited  a 
bacteriostatic  effect  on  Staphylococ- 
cus aureus.  The  current  created 
zones  of  inhibition  around  the  elec- 
trode in  agar  plates.  Spectrographic 
determinations  of  these  zones  re- 
vealed nanomolar  concentrations  of 
silver  ions.3  The  free  ionic  silver 
seemed  to  be  directly  involved  in  a 
topical  bacteriostatic  or  bacterio- 
cidal effect.  The  in  vitro  work23  was 
continued  to  find  the  source  and 
form  of  the  active  silver,4  and  then 
applied  in  vivo  in  rabbits.5'7 

Materials  and  Methods 

Twenty-seven  New  Zealand 
White  rabbits,  approximately  4 
months  old  (2-3  kg  body  wt)  were 
used  in  six  experiments.  They  were 
anesthetized  with  intramuscular 
ketamine  hydrochloride  (100  mg  per 
hr).  To  avoid  septicemia,  intra- 
muscular cefazolin  sodium  (250  mg) 
was  administered. 

The  distal  articular  surface  of  the 
femur  was  exposed  and  drilled 
through  into  the  medullary  canal  at 
the  intercondylar  notch. 
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Each  intramedullary  pin  was 
dipped  5 mm  into  a 24-hour  broth 
culture  of  S aureus  (hemolytic,  co- 
agulase  positive,  penicillin  resis- 
tant). The  pins  were  then  inserted 
into  the  medullary  canals  of  both  fe- 
murs. Cultures  of  control  pins  in- 
dicated that  approximately  3000 
bacteria  were  inserted  into  each  me- 
dulla. A subcutaneous  negative 
(ground)  silver  electrode  was  placed 
on  the  right  leg  in  the  inguinal  re- 
gion (Fig.  1).  The  pin  in  the  right  leg 
was  treated  with  6-30  microamperes 
for  one  hour  of  positive  direct  cur- 
rent (juAH  + DC).  This  treatment 
provided  1.8-12  juAH+DC/cm2  of 
electrode  surface.  The  pin  in  the  left 
leg  did  not  receive  current  and 
served  as  a control  for  the  treat- 
ment. Current  higher  than  30  juA 
was  not  used  because  of  the  possi- 
bility of  tissue  electrolysis. 

In  experiments  I,  II,  and  III,  silver 
pins  were  inserted  respectively  into 
the  femurs  of  six,  four,  and  three  an- 
imals. The  pins  in  two  sham  oper- 
ated animals  (Expts  II  and  III)  were 
not  contaminated  with  S’  aureus. 

In  experiment  IV-A,  two  animals 
were  given  0. 1 cc  intramedullary  in- 
jections of  a saturated  KCl/AgCl 
solution  before  insertion  of  the 
stainless  steel  pins.  In  experiment 
IV-B,  two  animals  received  0.1  cc 
intramedullary  injections  of  a 0.5% 
AgNO,  solution  before  insertion  of 
the  stainless  steel  pins. 

In  experiment  V-A,  stainless  steel 
pins,  electroplated  with  silver,  were 
inserted  into  the  femurs  of  two  ani- 
mals. In  experiment  V-B,  stainless 
steel  pins  that  had  been  electro- 
plated with  silver  and  then  chlori- 
dized8  were  inserted  into  two  ani- 


mals. 

Experiment  VI  consisted  of  one 
sham  and  six  test  animals  that  were 
pinned  with  stainless  steel  pins 
coated  with  monomolecular  layers 
of  silver  stearate.9 10 

After  one  hour  of  current  treat- 
ment to  the  pin  on  the  right  side,  the 
ground  electrode  was  removed.  The 
patellar  ligament  and  skin  were  su- 
tured and  a plaster  cast  was  applied, 
covering  the  knee  and  extending  to 
the  tarsal  region. 

After  5 days,  all  animals  were  sac- 
rificed. The  pins  were  removed 
aseptically,  placed  in  10  ml  of  broth, 
and  serially  diluted  tenfold.  Each 
dilution  was  plated  on  blood  agar, 
incubated  24  hours  at  37°C,  and 
colonies  counted.  Blood  plates  were 
transferred  to  agar  plates,  using  a 
“replicaplating”  technique,"  to  con- 
firm the  recovery  of  S aureus. 

Histology  sections  revealed  no 
differences  after  5 days. 

Results 

Table  I outlines  all  six  experi- 
ments. The  three  sham  operated 
animals  (Expts  II,  III,  and  VI)  es- 
tablished that  no  external  con- 
tamination occurred  during  the  pro- 
cedure. Experiments  I,  II,  and  III 


Fig.  1.  Radiograph  of  femoral  intra- 
medullary pins  in  rabbit. 
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respectively  indicated  a 25%,  37%, 
and  69%  decrease  in  the  number  of 
colonies  recovered  from  the  current 
treated  pins  as  compared  to  the  un- 
treated pins.  This  decrease  followed 
the  increase  from  1.8  to  3 and  then 
to  9 /xAH+ DC/cm2. 

Twelve  jttAH-1- DC/cm2  were  cho- 
sen as  the  optimal  level  of  current  in 
the  following  experiments.  In  exper- 
iments IV-A  and  IV-B,  25%  and 
64%  bacterial  inhibition  by  current 
was  evident.  For  experiments  V-A 
and  V-B,  85%  and  91%  inhibition 
was  observed.  In  experiment  VI,  the 
12  ^iAH+DC/cm2  on  stainless  steel 
pins  coated  with  monomolecular 
films  of  silver  stearate  inhibited 
completely  the  growth  of  all  3000  S 
aureus.  This  inhibition  was  in- 
dicated by  the  zero  plate  counts 
from  the  current  treated  pins  recov- 
ered from  the  right  legs. 

Discussion 

The  results  from  in  vivo  experi- 
ments I,  II,  and  III  confirmed  pre- 
vious reports2  3 that  pure  silver  elec- 
trodes, activated  by  0.4-400 
/iA+DC/mm2,  exerted  an  inhibitory 
effect  on  the  in  vitro  growth  of  S 
aureus.  The  data  presented  in  Table 
I indicates  that  the  increase  in  cur- 


rent was  paralleled  by  an  increasing 
bacteriostasis,  possibly  due  to  an  in- 
crease in  the  total  concentration  of 
Ag*  ions.  This  69%  inhibition  of  S’ 
aureus  could  be  used  clinically  in 
decreasing  bacterial  contamination, 
but  silver  pins  were  considered  too 
soft  for  use  in  orthopedic  practice. 

In  experiments  IV-A  and  IV-B, 
either  AgCl  or  AgNO,  was  directly 
injected  into  the  marrow,  before 
pinning,  to  establish  how  Ag  or 
AgCl  contributed  to  the  bacterio- 
stasis. This  treatment  provided  25% 
and  64%  inhibition  respectively  and 
indicated  that  to  become  activated 
by  a juA+DC  treatment,  the  silver 
had  to  be  located  on  the  surface  of 
the  pins.12 

Evidence  from  experiment  V-A, 
in  which  stainless  steel  pins  were 
electroplated  with  silver,  or  experi- 
ment V-B,  in  which  they  were  elec- 
troplated with  silver  and  then 
chloridized  to  determine  if  the  ioni- 
zation was  due  to  Ag+  or  Ag+/ 
AgCl/Cl-,I. 11 III. * * VI.'13  indicated  that  the  ob- 
servable inhibition  of  91%  was  due 
mostly  to  the  silver  mobilized  from 
the  electroplated  chloridized  silver 
coating,  while  the  electroplated  sil- 
ver alone  provided  only  an  85%  in- 
hibition. It  was  concluded  that  inhi- 


bition from  electroplated  silver  was 
more  active  than  that  of  pure  silver. 
At  this  point,  the  85%  and  91%  inhi- 
bition became  enticing  because 
stainless  steel  pins  electroplated 
with  silver  could  be  used  in  clinical 
practice. 

Finally,  in  experiment  VI,  stain- 
less steel  pins  were  coated  with  sil- 
ver stearate,  constructed  of  C,8  fatty 
acids,  easily  soluble  in  the  bone 
marrow.  This  organic  matrix  carried 
the  silver,  which  became  ionized  by 
the  ju A positive  direct  current,  and 
completely  inhibited  all  3000  S 
aureus  on  the  contaminated  pins. 

To  be  effective,  bacteriocidal  ac- 
tivity at  the  site  of  infection  should 
be  total,  as  one  remaining  bacterium 
may  be  capable  of  initiating  new 
growth.  The  total  elimination  of  at 
least  3000  concentrated  bacteria  in 
the  bone  marrow  by  silver,  ionized 
from  the  silver  stearate  on  stainless 
steel  pins  treated  with  12  juAH-t- 
DC/cm2,  was  considered  of  practi- 
cal value  in  orthopedic  surgery,  es- 
pecially in  hospitals  where  5 aureus 
is  considered  a problem. 

Summary 

Increase  in  current  from  1.8  to  3 
and  then  to  9 juAH+DC/cm2  con- 


Table  1.  S aureus  Inhibition  on  Pins  in  Femurs  of  Rabbits. 


Current 

gAH 

27  Rabbits 

+ DC 

Plate  Counts 

% 

Expt. 

/cm2 

No. 

Left  Right 

Inhibi- 

No. 

Material  and  Treatment 

pin* 

Sex  Used 

femur  femur 

tion 

I.  Contaminated  Silver  (Ag)  pins  1.8 

II.  Sham  operate.  Ag  pins  (no  bact.)  3 

Contaminated  Ag  pins  3 

III.  Sham  operate.  Ag  pins  (no  bact.)  9 

Contaminated  Ag  pins  9 

IV-A  0.1  ml  sat.  KCl.AgCl  in  marrow  before  insertion  12 
of  stainless  steel  pins 

IV- B  0.1  ml  0.5%  AgNO,  in  marrow  before  inser-  12 

tion  of  stainless  steel  pins 

V- A  Stainless  steel  Ag  electroplated  pins  12 

V-B  Stainless  steel  Ag  Electroplated  chloridized  pins  12 

VI.  Sham  operate.  Stainless  Steel  pins  coated  with  12 

100  monomolecular  layers  of  Ag  stearate 
(no  bact.) 

Contaminated  stainless  steel  pins  coated  12 

with  100  monomolecular  layers  of  Ag  stearate 
(see  Fig  2) 


M 

M 

6 

1 

estimated 

0 

0 

25 

M 

3 

332  ± 12 

209  ± 53 

37 

M 

1 

0 

0 

— 

M 

2 

326  ±8 

101  ± 15 

69 

F 

2 

331  ± 9 

248  ± 25 

25 

F 

2 

333  ± 10 

120  ± 34 

64 

M 

2 

320  ± 20 

48  ± 1 

85 

M 

2 

330  ± 10 

30  ±9 

91 

M 

1 

0 

0 

— 

M 

6 

200  ± 80 

0 

100 

* The  constant  current  source  provided  6,  10,  and  30  g A + DC  to  6.3  cm  long  silver  pins  that  delivered  1.8,  3,  and  9 gAH  + DC/cm2 
respectively,  and  provided  30  g A + DC  to  5.5  cm  long  stainless  steel  pins  that  delivered  12  gAH  + DC/cm2. 
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trolled  respectively  25%,  37%,  and 
69%  of  S aureus  on  intramedullary 
silver  pins  (too  soft  in  practice)  in 
femurs  of  rabbits.  Then  optimal  cur- 
rent of  12  juAH+DC/cm2  was  used. 
On  stainless  steel  pins  with  intra- 
medullary injection  of  AgCl  or 
AgNO„  a 25%  or  64%  bacterial  con- 
trol was  achieved.  Stainless  steel 
pin,  silver  electroplated  or  elec- 
troplated and  chloridized  gave  85% 
and  91%  bacterial  control.  One  hun- 
dred percent  of  the  bacteria  was 
eliminated  with  stainless  steel  pins 
coated  with  100  monomolecular  lay- 
ers of  silver  stearate. 
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THE  most  common  indication 
for  amniocentesis  in  the  pre- 
natal diagnosis  of  genetic  disorders 
is  a maternal  age  of  35  years  or 
older.  Age  35  years  generally  has 
been  accepted  as  the  cut-off  point, 
for  the  incidence  of  trisomy  21 
(Down  syndrome)  begins  to  rise 
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crease  is  from  10.9%  in  1943  to  4.5% 
in  1973  (Fig.  2).  Second,  there  was 
also  in  the  same  period  a decrease  in 
the  expected  percentage  of  infants 
with  Down  syndrome  born  to 
mothers  35  years  and  over,  from 
50.3%  of  all  Down  syndrome  births 
in  1943  to  26.2%  in  1973  (Fig.  2). 
Thus,  if,  in  1943,  amniocentesis  had 
been  done  for  every  woman  35  years 
and  over,  54  of  107  cases  of  Down 
syndrome  would  have  been  de- 
tected, but  in  1973,  only  20  of  74 
cases  would  have  been  detected.  To 
put  it  another  way,  in  1973  almost 
3/4  of  the  infants  with  Down  syn- 
drome were  born  to  women  under 
35,  to  whom  amniocentesis  is  not 
usually  offered. 

Data  on  451  infants  with  Down 
syndrome  reflect  the  trend  in  mater- 
nal age  expected  from  the  calculated 
change  in  maternal  age  during  this 
period.  We  calculated  the  1943  in- 
cidence of  Down  syndrome  in  Vir- 
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ginia  to  have  been  1 in  674.  This  in- 
cidence decreased  to  1 in  968  in 
1973  due  solely  to  the  shift  in  mater- 
nal ages.  We  assume  that  the  risk 
for  any  particular  age  has  not 
changed  in  that  time. 

Prenatal  diagnosis  by  second  tri- 
mester amniocentesis  with  selective 
abortion  is  a safe  procedure  of  value 
to  families  confronted  with  an  in- 
creased risk  of  an  affected  fetus.  The 
most  common  indication  for  pre- 
natal diagnosis  is  a maternal  age  of 
35  years  or  older,  based  on  the  in- 
creased risk  of  chromosomal  abnor- 
malities, including  Down  syndrome, 
with  advanced  maternal  age.  Use  of 
this  procedure  by  women  35  years 
and  older  will  lead  to  a decrease  in 
the  incidence  of  Down  syndrome. 
As  cited  in  this  report,  a significant 
decrease  in  the  incidence  of  Down 
syndrome  has  occurred  as  a result  of 
the  decreased  number  of  preg- 
nancies in  women  35  years  and 


Fig.  1.  Incidence  of  Down  syndrome  per 
104  live  births. 
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Fig.  2.  Percent  of  births  to  women  > 35 
years  of  age. 


older.  To  increase  the  benefit  of  pre- 
natal diagnosis,  however,  develop- 
ment of  methods  which  have  greater 
impact  on  the  incidence  of  this  dis- 
order are  necessary.  The  develop- 
ment of  laboratory  techniques  and 
fetal  cell  sampling  which  can  be  ac- 
curately, safely  and  inexpensively 
applied  to  pregnancies  regardless  of 
maternal  age  could  achieve  this  de- 
sired result. 


Comment 

The  Bureau  of  Maternal  and 
Child  Health  of  the  Virginia  State 
Department  of  Health  started  a Re- 
gional Prenatal  Genetic  Diagnostic 
Testing  Program  for  medically  in- 
digent Health  Department  mater- 
nity patients  in  Virginia  on  Septem- 
ber 1,  1977.  Eligible  patients  receive 
the  benefits  of  the  program  at  no 
cost  to  them.  The  purpose  of  this 
program  is  to  decrease  the  number 
of  children  born  with  congenital  ab- 
normalities due  to  chromosome  ab- 
normalities and  neural  tube  defects. 

The  following  criteria  are  utilized 
to  determine  the  necessity  and  eligi- 
bility for  diagnostic  amniocentesis: 

1.  Patients  that  are  35  years  of 
age  or  older  at  the  time  of  con- 
ception. 

2.  Patients  that  have  had  a child 
with  chromosomal  abnormal- 
ities, e.g.,  Down’s  syndrome. 

3.  Patients  that  have  had  a child 
with  a neural  tube  defect. 

4.  Patients  that  have  a history  of 
sex-linked  abnormalities  in  the 
family. 

5.  Patients  that  have  had  a child 
with  an  autosomal  recessive 
abnormality  that  can  be  diag- 
nosed prenatally. 

6.  Patients  that  have  had  a child 
with  multiple  abnormalities. 
Special  attention  should  be 
given  to  families  with  previous 
histories  of  congenital  renal 
defects  and  central  nervous 
system  defects. 


• ASCERTAINED  % DOWN  SYNDROME 
□ ESTIMATED  % DOWN  SYNDROME 
o % TOTAL  BIRTHS  TO  WOMEN  >35 


Patients  should  be  referred  to  a 
participating  regional  center  as  early 
in  pregnancy  as  possible  and  no 
later  than  14  weeks  gestation.  The 
centers  provide  genetic  counselling, 
amniocentesis,  laboratory  studies 
and  ultrasound,  as  well  as  education 
in  genetics  to  public  health  nurses 
and  physicians.  These  services  will 
be  paid  for  by  the  Bureau  of  Mater- 
nal and  Child  Health.  To  be  eli- 
gible, the  pregnant  woman  must  be 
a patient  of  a local  health  depart- 
ment and  be  referred  to  the  regional 
center  by  a member  of  the  health 
department  staff.  In  addition,  if  a 
private  physician  has  a patient  who 
may  be  eligible  for  this  service,  she 
should  be  referred  to  the  health  de- 
partment in  that  area.  The  Virginia 
State  Health  Department  seeks  to 
provide  this  service  to  all  Virginia 
residents  who  want  and  need  it. 

The  centers  currently  approved 
for  these  services  and  the  person  to 
call  at  each  center  are:  Medical  Col- 
lege of  Virginia  (HSA  IV),  Walter 
E.  Nance,  MD,  (804)  786-9632;  Uni- 
versity of  Virginia  Medical  Center 
(HSA  I and  III),  Thaddeus  E.  Kelly, 
MD,  (804)  924-2665;  Fairfax  Hospi- 
tal (HSA  II),  Cecil  Jacobson,  MD, 
(703)  821-3790;  and  Eastern  Vir- 
ginia Medical  School  (HSA  V), 
Preston  L.  Wilds,  MD,  (804)  628- 
3977. 

William  I.  Neikirk,  MD 

Director,  Bureau  Maternal  and  Child 
Health,  Department  of  Health,  Rich- 
mond VA  23219 
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Minutes  of  Council 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  Society  head- 
quarters on  Saturday,  September  29,  1979. 

Members  present:  Dr.  Charles  E.  Davis,  Jr.;  Dr. 
George  M.  Nipe;  Dr.  William  J.  Hagood,  Jr.;  Dr. 
Percy  Wootton;  Dr.  W.  T.  Thompson,  Jr.;  Dr.  K.  K. 
Wallace,  Jr.;  Dr.  Harold  L.  Williams;  Dr.  Gervas  S. 
Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.;  Dr.  Gordon 
G.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  Wil- 
liam W.  S.  Butler,  III;  Dr.  Robert  C.  Green,  Jr.;  Dr. 
Harry  C.  Kuykendall;  Dr.  Robert  V.  Gailliot  and  Dr. 
C.  Barrie  Cook. 

Others  present:  Dr.  H.  C.  Alexander,  III,  2nd  Vice 
President;  Dr.  William  S.  Burton,  Dr.  Frederick  K. 
McCune,  Dr.  J.  Latane  Ware,  Dr.  Charles  H.  Crow- 
der, Jr.,  Dr.  William  R.  Watkins,  Dr.  George  E.  Bro- 
man,  Dr.  Nicholas  G.  Colletti,  Dr.  James  L.  Patter- 
son, Jr.  and  Dr.  Gerald  J.  Fisher,  Vice-Councilors; 
Dr.  Carl  E.  Stark,  Dr.  F.  Ashton  Carmines  and  Dr. 
John  A.  Martin,  AMA  Delegates;  Dr.  W.  Leonard 
Weyl,  Dr.  Raymond  S.  Brown  and  Dr.  Arthur  A. 
Kirk,  Alternate  AMA  Delegates;  Dr.  Robert  Jackson, 
representing  Dr.  James  B.  Kenley,  Commissioner  of 
Health;  Dr.  Albert  Wasserman,  representing  Dr. 
Jesse  L.  Steinfeld,  Dean,  Medical  College  of  Vir- 
ginia; Dr.  Leo  Kirven,  Jr.,  Commissioner,  Depart- 
ment of  Mental  Health  and  Mental  Retardation;  Dr. 
William  S.  Hotchkiss,  Member  Board  of  Trustees  of 
AMA;  Mr.  Sam  Barton,  representing  the  MCV  Stu- 
dent Medical  Association;  Mr.  Allen  Goolsby,  At- 
torney for  the  Society;  Dr.  George  Contis  and  Mr. 
Edward  S.  DeBolt,  Society  Consultants. 

Following  the  invocation  by  Dr.  Carmines,  Dr. 
Davis  introduced  Council’s  guests  of  the  day. 


Consultants 

Dr.  Contis  and  Mr.  DeBolt  discussed  their  more 
recent  activities.  Dr.  Contis  pointed  out  that  we  have 
reached  that  time  of  year  when  the  various  HSAs  are 
completing  their  plans  and  making  them  available 
for  review.  All  of  them  will  be  thoroughly  reviewed 
by  Dr.  Contis  and  his  staff  in  order  that  the  Van- 
guard Committee  can  take  such  action  as  might  be 
required.  Mr.  DeBolt  indicated  that  things  are  mov- 
ing along  nicely-particularly  on  the  PR  front-and  de- 
ferred comments  on  the  congressional  luncheon  until 
that  agenda  item  was  discussed  later  in  the  day. 

Vanguard 

Dr.  Kuykendall  reported  that  the  Vanguard  Exec- 
utive Committee  had  met  on  the  previous  evening 
and  that  the  full  Committee  was  scheduled  to  meet 
on  October  13.  A proposed  budget  for  1979-80  will 
be  finalized  at  that  time  and  submitted  for  consid- 
eration by  the  Finance  Committee. 

Dr.  Kuykendall  also  presented  a brief  up-date  on 
PSRO  activities  and  expressed  some  concern  over 
problems  which  could  occur  in  connection  with  data 
collection.  Collection  of  data  by  an  agency,  or 
agencies,  outside  the  PSRO  family  could  conceivably 
result  in  a violation  of  confidentiality  standards.  A 
possible  solution  would  be  to  have  the  PSROs  be- 
come official  data  collection  agencies  for  the  state. 
Council  will  be  kept  advised. 

University  of  Virginia  Student  Medical  Society 

A new  Student  Medical  Society  has  recently  been 
organized  at  the  University  of  Virginia.  Its  member- 
ship includes  well  over  15%  of  students  in  good  aca- 
demic standing  in  the  School  of  Medicine.  Officers 
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have  been  elected  and  an  Executive  Committee  is 
hard  at  work.  As  a result,  The  Medical  Society  of 
Virginia  has  been  petitioned  to  grant  the  new  Stu- 
dent Society  a charter  which  would  make  it  an  offi- 
cial component. 

A motion  by  Dr.  Gailliot  approving  the  appli- 
cation charter  be  prepared  was  seconded  and  carried. 

Registered  Agent 

It  has  been  suggested  that  Mr.  Goolsby,  attorney 
for  the  Society,  be  designated  the  Society's  registered 
agent.  It  was  pointed  out  that  such  a move  would 
save  time  and  simplify  the  subpoena  process. 

A motion  by  Dr.  Taylor  to  designate  Mr.  Goolsby 
as  registered  agent  was  seconded  and  adopted. 

Health  Fairs 

Representatives  of  The  Medical  Society  of  Vir- 
ginia have  been  invited  to  meet  with  representatives 
of  the  State  Board  of  Medicine  and  Department  of 
Health  for  the  purpose  of  discussing  just  what  regula- 
tions might  be  in  order  for  those  health  fairs  which 
offer  health  screening  tests  of  various  kinds.  The  joint 
meeting  will  be  held  in  Williamsburg  on  Thursday, 
December  6.  No  formal  action  by  Council  was  re- 
quired. 

Workmen’s  Compensation 

A special  committee,  chaired  by  Dr.  William 
Eagles,  has  met  with  the  Medical  Cost  Control  Task 
Force  on  three  occasions.  The  Task  Force  is  involved 
in  a study  currently  being  carried  on  with  reference 
to  Workmen’s  Compensation  and  its  report  will  be 
considered  by  the  House  Committee  on  Labor  and 
Commerce. 

The  Task  Force,  with  the  assistance  of  Dr.  Eagles’ 
committee,  is  studying  the  advisability  of  setting  up  a 
medical  peer  review  mechanism  subject  to  mutually 
acceptable  guidelines.  The  proposed  peer  review  ap- 
proach would  be  in  lieu  of  a fixed  fee  schedule. 

A motion  by  Dr.  Taylor  to  refer  the  Committee’s 
report  to  the  Legislative  Committee  for  consideration 
and  follow  through  was  seconded  and  adopted. 

Public  Relations 

Dr.  McCune  brought  Council  up-to-date  on  activi- 
ties of  his  Public  Relations  Committee  and  reported 
on  a special  meeting  held  September  22  with  repre- 
sentatives of  Burroughs-Wellcome  Company.  The 
meeting  was  attended  by  a number  of  representatives 
of  component  societies  and  its  purpose  was  to  explore 
ways  and  means  of  improving  public  information 
and  communications  at  the  community  level.  Dr. 
McCune  complimented  Mr.  DeBolt  on  his  contribu- 


tion to  the  meeting  and  briefly  discussed  the  separate 
roles  of  the  state  and  component  societies.  He 
stressed  the  fact  that  physicians  must  not  depend  on 
others  to  do  their  public  relations  work  and  must 
stick  with  the  program  if  it  is  to  realize  its  maximum 
potential.  He  went  on  to  say  that  each  component  so- 
ciety should  address  its  own  problems  and  that  its 
program  should  be  designed  accordingly. 

Dr.  McCune  made  it  clear  that  Burroughs-Well- 
come is  seeking  no  publicity  from  this  particular  pro- 
gram and  there  should  be  no  hesitancy  about  partici- 
pating. Component  societies  should  be  urged  and 
encouraged  to  cooperate  in  the  overall  effort. 

A question  was  raised  as  to  where  disciplinary 
matters — particularly  those  involving  grievances — 
might  fit  in  the  overall  public  relations  program.  It 
was  agreed  that  the  question  was  difficult  at  best  and 
would  require  a great  deal  of  thought.  It  was  then 
moved  by  Dr.  Nipe  that  the  matter  of  publicizing  dis- 
ciplinary actions  be  referred  to  the  Committee  on 
Ethics  for  its  consideration.  The  motion  was  sec- 
onded and  adopted. 

Continuing  Medical  Education 

The  Commission  on  Continuing  Medical  Educa- 
tion, during  its  meeting  on  September  15,  adopted  a 
resolution  recommending  that  The  Medical  Society 
of  Virginia  instruct  its  delegates  to  AM  A to  reopen 
consideration  of  AM  A membership  in  the  Liaison 
Committee  on  Continuing  Medical  Education 
(LCCME). 

Council  was  reminded  that  the  AMA  House  of 
Delegates,  during  its  July  meeting  in  Chicago,  had 
voted  to  withdraw  from  LCCME  and  resume  the  ac- 
creditation program  it  initiated  in  1964.  Dr.  Nelson 
discussed  the  House  decision  and  reviewed  develop- 
ments subsequent  to  its  action.  There  seems  to  exist 
some  concern  over  the  fact  that  there  will  now  be  two 
accrediting  agencies — a fact  which  could  cause  con- 
siderable confusion  and  misunderstanding.  The 
Commission  on  Continuing  Medical  Education 
strongly  favors  one  agency  and  believes  that  failure 
to  resolve  differences  between  AMA  and  the 
LCCME  could  conceivably  lead  to  interference  by 
the  federal  government. 

Dr.  Hotchkiss,  member  of  the  AMA  Board  of 
Trustees,  explained  the  reasons  for  the  AMA  deci- 
sion and  why  there  must  be  corrective  action  before 
any  thought  is  given  to  reaffiliation.  Brought  out  was 
the  fact  that,  although  AMA  has  contributed  greatly 
to  the  financial  support  of  LCCME,  that  body  has 
given  every  indication  of  wanting  to  act  as  independ- 
ently as  possible.  It  apparently  wants  to  assume  more 
and  more  power  and  responsibility  and  opposes  ac- 
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creditation  activities  by  state  societies.  Some  of  the 
LCCME  meetings  and  activities  have  apparently  re- 
sulted in  a feeling  of  distrust  and  unrest. 

Dr.  Hotchkiss  expressed  his  opposition  to  the  rec- 
ommendation of  the  Commission  on  CME  and  Dr. 
Weyl  joined  him  in  requesting  that  Council  endorse 
the  action  of  the  AMA  House  of  Delegates. 

A motion  by  Dr.  Kuykendall  to  postpone  further 
consideration  until  the  Annual  Meeting  was  followed 
by  a substitute  motion,  introduced  by  Dr.  Caravati, 
calling  for  support  of  the  AMA  action.  The  substitute 
motion  was  seconded  and  adopted. 

The  Impaired  Physician 

Dr.  Cook  stated  that  a recent  situation  in  his  area 
had  stimulated  considerable  interest  in  “impaired 
physician”  programs.  He  indicated  that  such  pro- 
grams have  been  implemented  in  34  states  and  are 
largely  concerned  with  the  rehabilitative  aspects  that 
alcoholism,  drug  abuse,  mental  illness,  etc.  He  ex- 
pressed the  feeling  that  The  Medical  Society  of  Vir- 
ginia should  seriously  consider  the  advisability  of  es- 
tablishing such  a program.  Council  was  then  advised 
by  Mr.  Osburn  that  the  Committee  on  Mental  Health 
is  recommending  that  a committee  be  appointed  to 
study  the  feasibility  of  establishing  such  a program  in 
Virginia. 

Dr.  Green  discussed  the  Virginia  Risk  Manage- 
ment Program  and  it  was  generally  agreed  that  it 
provides  a reasonable  and  adequate  approach  to  the 
problem. 

Dr.  Hagood  told  about  a case  in  his  area  and  how 
he  had  obtained  a step  by  step  explanation  of  the  risk 
management  reporting  procedure.  It  was  then  moved 
that  further  discussion  be  postponed  until  copies  of 
the  procedure  could  be  located  and  made  available 
to  Council.  The  motion  was  seconded  and  carried. 

Following  a later  distribution  of  the  step  by  step 
procedure,  it  was  agreed  that  copies  should  be  made 
available  to  all  component  societies  as  a matter  of  in- 
formation. 

Membership 

Dr.  Alexander  reported  that  the  overall  member- 
ship situation  continues  to  improve.  There  have  been 
345  new  members  of  The  Medical  Society  of  Virginia 
thus  far  this  year.  There  has  also  been  an  increase  in 
AMA  membership — 291  joining  since  January  1. 
Much  remains  to  be  done,  however,  since  we  still 
need  700  additional  AMA  members  in  order  to  ob- 
tain a fifth  delegate.  It  was  agreed  that  every  effort 
must  be  made  to  get  the  AMA  story  before  the  mem- 
bership. All  too  few  physicians  are  aware  of  AMA’s 
many  accomplishments. 


Fairfax  County  Containment  Program 

Dr.  Cook  reported  that  the  Cost  Containment  Pro- 
gram of  the  Fairfax  County  Medical  Society  has 
been  extremely  well  received.  The  media  have  been 
briefed  on  the  program  and  seem  quite  supportive. 
Attractive  signs  and  brochures  have  been  developed 
and  every  effort  is  being  made  to  give  the  program 
the  publicity  it  needs  and  deserves.  It  is  possible  that 
an  exhibit  will  be  prepared  for  the  Annual  Meeting 
for  The  Medical  Society  of  Virginia. 

During  the  ensuing  discussion,  it  was  pointed  out 
that  the  Advisory  Committee  to  the  Virginia  Hospital 
Association  is  concerned  with  cost  containment  ac- 
tivity. Consequently,  Dr.  Gailliot  moved  that  the 
Fairfax  program  be  referred  to  the  Committee  for  its 
consideration.  The  motion  was  seconded.  Although  it 
was  suggested  that  the  Committee  meet  prior  to  the 
Annual  Meeting  if  at  all  possible,  it  was  agreed  that 
there  was  little  likelihood  that  such  a meeting  could 
be  scheduled. 

Dr.  Cook  then  introduced  a substitute  motion 
which  would  refer  the  matter  to  the  House  of  Dele- 
gates for  its  consideration.  The  motion  was  seconded 
and  carried. 

The  Fairfax  County  Medical  Society  was  com- 
plimented on  its  program  and  urged  to  send  copies  of 
its  various  brochures  to  members  of  Virginia’s  con- 
gressional delegation. 

Long  Range  Planning 

Dr.  Martin  reported  that  the  Committee  on  Long 
Range  Planning  had  thoroughly  considered  the  two 
matters  referred  to  it  earlier  in  the  year — presidential 
remuneration  and  specialty  society  representation  in 
the  House  of  Delegates.  With  reference  to  the 
former,  a number  of  states  were  contacted  in  order  to 
obtain  some  indication  as  to  what  others  are  doing. 
There  was  no  set  pattern.  Some  societies  provided 
only  travel  expenses  while  one  paid  as  high  as 
$20,000  and  provided  an  expense  account  of  $15,000. 
There  were  those  which  also  provided  remuneration 
for  their  President  Elects  and/or  Council  chairmen. 

It  was  the  Committee’s  recommendation  that, 
starting  with  the  incoming  President,  a per  diem  of 
$100  per  day  be  paid  whenever  the  President  is  out  of 
his  office  on  Society  business  of  any  kind — whether  it 
be  a part  or  all  day,  including  weekends  and  all 
meetings.  In  addition,  the  President  would  be  pro- 
vided in  expense  account  of  $4,000  to  be  used  for 
such  items  as  travel,  secretarial  assistance,  etc.  A mo- 
tion by  Dr.  Hagood  to  adopt  the  Committee’s  recom- 
mendation was  seconded  and  carried. 

Dr.  Martin  reported  that  there  existed  some  differ- 
ence of  opinion  concerning  specialty  society  repre- 
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sentation  in  the  House.  Although  the  Committee  rec- 
ommended that  any  action  be  postponed  indefinitely. 
Dr.  Martin  offered  a minority  report  recommending 
that  the  matter  be  referred  to  the  House  of  Delegates 
for  consideration  and  such  definitive  action  as  it  be- 
lieves advisable.  A motion  by  Dr.  Hagood  to  adopt 
the  minority  report  was  then  introduced  and  sec- 
onded. 

There  followed  a great  deal  of  discussion  con- 
cerning the  pros  and  cons  of  such  representation  and 
some  concern  was  expressed  as  to  whether  the  scales 
would  be  tipped  in  favor  of  the  urban  areas.  The  ac- 
tion of  AMA  in  admitting  specialty  representatives  to 
its  House  of  Delegates  was  discussed  at  length  and  it 
was  agreed  that  The  Medical  Society  of  Virginia  does 
not  have  the  same  concerns  which  led  to  the  AMA 
decision.  The  feeling  was  also  expressed  that  politics 
should  not  in  itself  be  a determining  factor  since 
there  are  much  more  important  reasons  to  be  consid- 
ered. 

The  motion  by  Dr.  Hagood  was  then  adopted. 

VaMPAC 

Dr.  Weyl  presented  a progress  report  on  VaMPAC 
activities  and  indicated  that  the  newly  formed  “250 
Club”  was  off  to  a good  start.  The  Club  has  45  mem- 
bers at  this  time  and  a fulltime  Membership  Director 
is  hard  at  work.  VaMPAC  has  definitely  committed 
itself  to  involvement  in  state  races  and  the  future  in 
this  regard  looks  especially  bright.  Dr.  Weyl  went  on 
to  say  that  the  Honorable  J.  Marshall  Coleman,  At- 
torney General  of  Virginia,  will  be  the  principal 
speaker  during  the  VaMPAC  banquet  on  November 
1. 

A suggestion  was  made  that  VaMPAC  make  a real 
effort  to  keep  its  members  advised  as  to  just  who  is 
and  is  not  being  supported  in  the  various  races. 

Legal  Actions 

Mr.  Goolsby  reported  that  the  action  brought 
against  the  Society  by  Dr.  H.  Barry  Jacobs  has  been 
dismissed  by  the  United  States  District  Court  for  the 
District  of  Columbia  for  lack  of  jurisdiction  and  im- 
proper venue. 

He  also  reported  that  postal  authorities  are  seeking 
to  revoke  the  Society’s  permit  to  use  bulk  third  class 
postage  rates.  Notice  of  the  Society’s  intention  to  ap- 
peal has  been  filed  and  Mr.  Goolsby  feels  that  we 
have  a fair  chance  of  being  successful.  The  Post  Of- 
fice has  based  its  action  on  the  fact  that  The  Medical 
Society  of  Virginia  has  been  designated  a 501  (c)  (6) 
organization,  and,  consequently,  does  not  qualify  as 
a scientific  organization  as  defined  by  the  Domestic 
Mail  Manual. 


Jail  Project 

A meeting  was  recently  held  between  representa- 
tives of  The  Medical  Society  of  Virginia  and  Virginia 
Sheriffs’  Association  concerning  what  can  be  done  to 
upgrade  medical  and  health  services  in  Virginia’s 
jails.  It  was  recalled  that  a decision  had  been  made 
not  to  participate  in  the  AMA  sponsored  project. 

It  was  recommended  that  the  Society  appoint  an 
Advisory  Committee  to  the  Virginia  Sheriffs’  Associa- 
tion similar  to  those  committees  which  have  worked 
with  the  Virginia  Hospital  Association  and  Virginia 
State  Bar.  The  Committee,  should  it  be  appointed, 
could  meet  with  representatives  of  the  Sheriffs’  Asso- 
ciation and  determine  just  how  the  Society  can  be  of 
assistance.  AMA  has  already  indicated  that  any  and 
all  data  and  guidelines  would  be  made  available. 

It  was  then  moved  by  Dr.  Gailliot  that  an  Advi- 
sory Committee  to  the  Virginia  Sheriffs’  Association 
be  appointed  and  that  it  seek  to  provide  such  assist- 
ance as  it  considers  feasible.  The  motion  was  sec- 
onded and  carried. 

Congressional  Luncheon 

It  was  recalled  that,  when  Council  met  in  July,  it 
requested  Mr.  DeBolt  to  prepare  a set  of  recommen- 
dations with  reference  to  the  annual  congressional 
luncheon.  Mr.  DeBolt  followed  through  as  requested 
and  stated  that  he  is  ready  to  proceed  with  Council’s 
approval. 

Involvement  was  said  to  be  the  key  to  a successful 
meeting.  An  agenda  must  be  prepared  which  will 
have  purpose  and  be  meaningful  to  all  participants. 
Mr.  DeBolt  expressed  the  hope  that  individual  meet- 
ings could  be  held  between  those  attending  and  their 
congressmen  and  suggested  that  the  luncheon  be  fol- 
lowed by  attendance  at  various  congressional  com- 
mittee hearings  and  a final  get-together  for  cocktails 
in  late  afternoon  or  early  evening.  He  went  on  to  say 
that  several  members  of  Virginia’s  congressional  de- 
legation have  already  assured  him  of  their  assistance 
in  obtaining  proper  facilities,  etc. 

A motion  by  Dr.  Cook  requesting  Mr.  DeBolt  to 
proceed  in  keeping  with  his  suggestions  was  sec- 
onded and  adopted. 

Feasibility  Study 

In  keeping  with  a request  from  Council,  the  Insur- 
ance Committee  has  given  further  consideration  to 
the  advisability  of  conducting  a study  to  determine 
the  feasibility  of  establishing  a physician-owned  and 
controlled  professional  liability  insurance  company. 
Council  had  made  it  clear  that  anyone  conducting 
the  study  must  be  completely  independent  and  free 
of  any  possible  conflict  of  interest. 
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Mr.  Moore  reported  for  the  Committee  and  stated 
that  the  Industrial  Insurance  Management  Corpora- 
tion of  North  Carolina  seemed  to  be  eminently  quali- 
fied and  came  very  highly  recommended.  It  was  the 
Committee’s  recommendation  that  this  particular 
company  conduct  the  study.  The  cost  would  be  ap- 
proximately $6,000  and  would  be  completed  within  a 
4-6  week  period. 

Dr.  Nipe  discussed  a recent  visit  to  Maryland 
which  included  the  better  part  of  a day  with  those 
who  assisted  the  physicians  of  Maryland  in  setting  up 
their  own  captive  company.  One  who  impressed  Dr. 
Nipe  very  much  was  Mr.  Edgar  Isaacs,  an  insurance 
executive  and  consultant  who  is  quite  knowledgeable 
concerning  the  pros  and  cons  of  such  companies.  Dr. 
Nipe  stated  that  Mr.  Isaacs  has  already  done  a great 
deal  of  preliminary  work  and  would  be  happy  to 
conduct  such  a study  for  the  Society  for  a fee  which 
would  probably  not  exceed  $1,000.  This  raised  a 
question  as  to  whether  the  Society  should  choose  be- 
tween the  two  consultants  or  whether  it  should  work 
with  both.  There  were  those  who  believed  that,  in  a 
matter  of  this  kind,  two  opinions  would  probably  be 
much  better  than  one. 

A motion  was  offered  by  Dr.  Kuykendall  which 
would  authorize  feasibility  studies  by  both  the  Indus- 
trial Insurance  Management  Corporation  and  Mr. 
Isaacs — the  latter  for  a fee  not  to  exceed  $1,000.  The 
motion  was  seconded. 

Dr.  Cook  then  introduced  a substitute  motion  au- 
thorizing the  Insurance  Committee  to  make  the  final 
decision  and  proceed  with  studies  by  either  one  or 
both  of  the  consultants.  The  motion  was  seconded 
and  carried. 

HMOs 

Dr.  Davis  advised  Council  that  HMOs  are  arous- 
ing a great  deal  of  interest  in  Virginia  and  consid- 
erable speculation  exists  as  to  their  future.  He  stated 
that  four  HMOs  are  already  in  various  stages  of 
planning  for  our  state  and  that  it  seems  imperative 
that  the  membership  be  well  informed. 

Mr.  Goolsby  stated  that  many  employers  are  look- 
ing at  HMOs  as  possible  cost  saving  alternatives 
when  fringe  benefits  for  employees  are  considered. 
HMOs  vary  greatly  and  there  are  actually  eight  or 
nine  different  types  in  existence  over  the  nation.  Mr. 
Goolsby  noted  that  the  Legislative  Committee  will 
undoubtedly  give  serious  consideration  to  an  HMO 
regulatory  statute  now  being  put  together.  This 
means  that  the  subject  will  almost  surely  be  consid- 
ered by  a reference  committee  on  November  2. 

Attention  was  called  to  an  excellent  explanatory 
brochure  which  Mr.  Goolsby  had  made  available  to 


Dr.  Davis  and  others.  It  was  recommended  that  cop- 
ies of  the  brochure  be  sent  all  members  of  Council.  It 
was  also  recommended  that  Virginia  Medical  be 
utilized  to  the  maximum  extent  possible  in  keeping 
the  membership  informed  about  the  HMO  move- 
ment in  Virginia. 

Bylaws 

Dr.  Wallace  reported  that  the  Bylaws  Committee 
had  met  earlier  in  the  day  and  considered  two  final 
amendments.  One  had  to  do  with  exemptions  under 
the  continuing  medical  education  program,  and  the 
other  with  the  makeup  of  the  Vanguard  Committee. 

It  was  the  Committee’s  recommendation  that  each 
active  member  of  the  Society,  and  all  other  members 
in  active  practice,  must  participate  in  the  continuing 
education  program  if  membership  in  the  Society  is  to 
be  retained.  Exemption  may  only  be  granted  by  the 
Membership  Committee  for  reasons  of  hardship  or 
disability. 

It  was  also  proposed  that  the  Bylaws  provide  for  10 
or  more  members  of  the  Vanguard  Committee — 
comprising  representation  from  each  congressional 
district. 

A motion  by  Dr.  Wallace  that  Council  recommend 
to  the  House  adoption  of  the  proposed  revision  of  the 
bylaws  was  seconded  and  adopted. 

Special  Budgetary  Authorization 

Council  was  reminded  that  the  Society’s  fiscal  year 
ends  on  September  30  and  that  a new  budget  for 
1979-80  will  not  be  authorized  until  the  Annual 
Meeting.  Consequently,  the  Executive  Vice  President 
is  without  authorization  to  pay  for  any  specific  goods 
or  services.  As  a result  of  this  situation,  Council  au- 
thorized the  Executive  Vice  President  to  pay  such 
bills  as  seem  justified  and  necessary  for  the  continued 
operation  of  the  Society. 

Member  Loan  Program 

Dr.  Kirk  raised  a question  as  to  whether  the  So- 
ciety was  wise  in  sponsoring  one  particular  member- 
loan  program  to  the  exclusion  of  all  others.  Mr. 
Moore  reported  that  over  $500,000  has  been  loaned 
out  thus  far  under  the  existing  program — at  an  aver- 
age of  about  $14,000-16,000  per  loan. 

Dr.  Nipe  moved  that  the  matter  be  referred  to  the 
Insurance  Committee  for  its  consideration  and  such 
recommendation  as  it  might  believe  advisable.  The 
motion  was  seconded  and  carried. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Charles  E.  Davis,  Jr.,  M.D.,  President 
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George  M.  Nipe: 

“Enthusiasm,  Dedication  and  Integrity” 


THERE  are  few  times  when  a county  medical  so- 
ciety can  point  with  pride  to  one  of  its  own  as  a 
candidate  for  office  in  our  state  organization.  We  of 
the  Rockingham  County  Medical  Society  are  privi- 
leged to  recognize  a member,  Dr.  George  M.  Nipe,  as 
one  with  the  qualities  of  leadership.  George,  who 
needs  no  introduction  to  many,  has  been  actively  in- 
volved in  the  state  society  for  more  than  a decade. 
With  his  installation  as  President  last  month,  a tradi- 
tion of  distinguished  leadership  will  continue.  Dr. 
Nipe,  who  is  a skilled  obstetrician  and  gynecologist, 
brings  enthusiasm,  dedication  and  integrity  to  this 
new  task  he  now  undertakes. 

Born  in  Florida,  George  was  the  elder  son  of 
Myrtle  and  John  Nipe — George  hastens  to  remind  us 
that  his  Mother’s  family  settled  in  Dayton,  Virginia, 
in  the  early  1800s. 

While  still  a grade  school  student,  a life  in  medi- 
cine became  his  goal.  He  studied  piano  during  this 
time  and  gave  recitals  in  Miami  and  Jacksonville.  By 
high  school  he  began  to  participate  in  basketball  and 
football  and  left  the  intensive  study  of  music.  Medi- 
cine as  a life’s  desire  remained. 

George,  undoubtedly  influenced  by  his  Virginia 
heritage,  enrolled  at  Bridgewater  College  in  Bridge- 
water,  Virginia.  During  these  years  of  premedical 
education  he  worked  as  an  assistant  in  the  biology 
laboratory.  Most  important  of  all,  it  was  here  that  he 
met  Louise  Bowman  of  Roanoke.  The  year  1941  was 


especially  significant  for  Louise  and  George,  for  they 
both  graduated  from  college  and  were  married  in  the 
month  of  June.  The  next  fall  found  George  and  Lou- 
ise in  Allegheny  County,  where  he  taught  chemistry 
and  physics,  as  well  as  coached.  During  this  year, 
George’s  father  became  ill  in  Florida,  and  he  was 
forced  to  take  a leave  of  absence  and  return  to  man- 
age his  father’s  business.  While  in  Florida,  he  was 
able  to  teach  at  the  high  school  from  which  he  had 
graduated.  The  following  year  he  returned  to  com- 
plete his  contract  with  the  Allegheny  High  School. 

After  several  years  of  teaching  in  Virginia  and 
Florida,  George  turned  back  to  his  first  love  and  en- 
rolled in  the  Medical  College  of  Virginia  in  1943. 
Following  graduation  he  served  his  internship  at  the 
University  of  Miami’s  Jackson  Memorial  Hospital  in 
Florida. 

Upon  completion  of  internship,  George  and  Lou- 
ise returned  once  more  to  Bridgewater,  where  he  was 
associated  in  the  general  practice  of  medicine  with 
Dr.  George  Row.  After  a year  the  army  called  again. 
Dr.  Nipe’s  tour  of  duty  included  assignment  as  an 
army  transport  surgeon  on  the  North  Atlantic;  the 
last  six  months  of  this  tour  was  an  assignment  to  the 
82nd  Airborne  Division.  Upon  discharge  he  decided 
to  pursue  further  training  in  obstetrics  and  gynecol- 
ogy. The  Nipes  returned  to  Florida,  where  he  entered 
a residency  program  at  the  University  of  Miami’s 
Jackson  Memorial  Hospital.  His  training  now  com- 
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pleted,  George  with  his  family  made  the  decision  to 
settle  in  the  Shenandoah  Valley.  In  July  1953  he 
opened  his  office  in  association  with  Dr.  Robert  G. 
Schultz. 

George  and  Louise  are  the  parents  of  two  sons, 
George  M.  Jr.,  and  James  Bowman,  and  a daughter, 
Anne  Carter. 

At  Rockingham  Memorial  Hospital,  George  has 
served  on  numerous  committees,  chief  of  obstetrics, 
chairman  of  the  surgical  service  and  chief  of  staff. 
His  community  activities  include  membership  in  Ro- 
tary, and  he  served  as  president  of  the  Harrisonburg 
Rotary  Club.  He  has  served  three  years  as  a director 
of  the  Harrisonburg-Rockingham  Chamber  of  Com- 
merce. He  is  a director  and  secretary-treasurer  of 
Medical  Arts  Building  in  Harrisonburg.  George  and 
his  family  are  members  of  the  Church  of  the  Bre- 
them,  where  in  the  past  George  has  taught  Sunday 
school. 

An  avid  reader,  George  especially  enjoys  Civil 
War  history  and  mentions  Bruce  Catton  as  a favorite 
author.  A visitor  in  the  Nipe  home  would  notice  im- 
mediately “George’s  chair”,  beside  which  a stack  of 
volumes — fiction  and  non-fiction — awaits  his  atten- 
tion. Whenever  his  schedule  permits,  George  can  be 
found  on  the  golf  course.  The  interest  in  this  sport  is 
shared  by  Louise  and  George.  Another  very  special 
member  of  the  Nipe  household  is  “Jerry”,  an  8-year- 
old  miniature  schnauzer,  who  is  always  ready  for  a 
walk  or  romp  with  his  master. 

A most  noteworthy  contribution  Dr.  Nipe  has 


made  is  the  chairing  of  the  Liaison  Committee  to  the 
State  Bar.  Working  with  this  significant  committee 
has  demanded  time,  dedication  and  leadership  on 
George’s  part.  At  a time  when  other  states  were  los- 
ing insurance  coverage,  Virginia’s  physicians  were 
able  to  retain  excellent  coverage  at  reasonable  rates. 
Many  physicians  feel  that  the  more  comfortable  cli- 
mate of  their  medical  practice  is  largely  due  to 
George’s  committee’s  efforts  over  the  years.  Dr.  Nipe 
has  served  two  terms  as  councillor  from  the  7th  dis- 
trict. In  1978  he  was  elected  first  vice  president  of 
The  Medical  Society  of  Virginia. 

Medical  organizations  to  which  Dr.  Nipe  belongs 
include  the  following:  Rockingham  County  Medical 

For  Dr.  Nipe  as  author,  see  page  884 

Society,  Medical  Society  of  the  Valley  of  Virginia, 
Medical  Society  of  Virginia,  Southern  Medical  Asso- 
ciation, American  Medical  Association,  American 
College  of  Obstetrics  and  Gynecology  and  the  Amer- 
ical  Association  of  Laparoscopists. 

In  these  difficult  days  for  organized  medicine,  we 
can  feel  confident  that  we  have  chosen  a person  of  in- 
tegrity who  will  lead  wisely  and  will  bring  to  the  of- 
fice of  President  the  knowledge  and  insight  gained  in 
his  work  with  The  Medical  Society  of  Virginia.  With- 
out a doubt,  Dr.  George  M.  Nipe  will  prove  to  be  a 
capable  President.  Under  his  leadership  we  can  look 
forward  to  a most  rewarding  year  for  The  Medical 
Society  of  Virginia. 

Noland  M.  Canter,  Jr.,  MD 


WINNERS 


It  was  an  Annual  Meeting  of  exceptional  vigor  and 
camaraderie,  the  132nd  at  the  Homestead.  Everyone 
won  simply  by  being  there,  but  here  are  those  who  cap- 
tured particular  prizes. 

Dr.  Percy  Wootton,  Richmond,  won  the  office  of 
MSV  President  Elect;  he  appears  on  page  904  with  the 
other  new  officers.  And  these  three  new  councilors  were 
elected:  Dr.  William  Stewart  Burton,  Nassawadox;  Dr. 
Glenn  R.  Updike,  Jr.,  Danville;  and  Dr.  John  T.  Hulvey, 
Abingdon.  Plus  this  brace  of  new  vice  councilors:  Dr. 
William  H.  Sipe,  Newport  News:  Dr.  James  A.  Shield, 
Jr.,  Richmond;  Dr.  James  V.  Scutero,  Chesapeake;  Dr. 
Lawrence  V.  Marshall,  Floyd;  and  Dr.  Robert  V.  Gail- 
liot,  Marion.  For  a complete  roster  of  MSV  officers 
1979-1980,  see  page  932. 

The  presidency  of  the  Auxiliary  was  conferred  on 
Mrs.  Charles  G.  Smith  of  the  Arlington  County  Medical 
Society  Auxiliary. 


To  Dr.  William  J.  Hagood  of  Clover,  MSV  President 
1977-1978,  went  the  Society’s  highest  honor,  the  Com- 
munity Service  Award  conferred  each  year. 

Winners  of  blue,  red  and  yellow  ribbons  for  scientific 
exhibits  of  excelling  merit  are  shown  on  pages  912-913. 
At  the  David  A.  Dyer  booth  in  the  exhibit  hall,  these 
doctors  won  watches:  Dr.  Emmett  C.  Mathews,  Rich- 
mond; Dr.  J.  B.  Gotay,  Richmond;  and  Dr.  James  G. 
Brown,  Alexandria.  The  Smithfield  ham  raffled  off  to 
the  technical  exhibitors  was  carried  off  by  Melvin  J. 
Willis,  Richmond,  of  Blue  Shield  of  Virginia.  And  in  the 
drawing  for  prizes  at  the  Vanguard  Committee’s  booth, 
these  won  the  computerized  calorie  counter  and  the 
Christmas-y  articles  donated  by  the  Auxiliary’s  bou- 
tique: Dr.  C.  H.  Henderson,  Harrisonburg;  Dr.  Edwin  J. 
Harvie,  Danville;  Dr.  John  P.  Lynch,  Richmond;  Dr. 
John  H.  Hollingsworth,  Roanoke;  and  Dr.  William  W. 
S.  Butler  III,  Roanoke. 
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Byrd  S.  Leavell,  MD 

Dr.  Byrd  Stuart  Leavell,  Charlottesville,  a member 
of  the  University  of  Virginia  School  of  Medicine  fac- 
ulty since  1940,  died  unexpectedly  on  November  5 of 
an  apparent  heart  attack.  He  was  68  years  old  and  at 
his  death  was  an  Associate  Editor  of  Virginia  Med- 
ical. 

A professor  of  internal  medicine,  Dr.  Leavell  was 
perhaps  best  known  for  his  work  as  chief  of  the  divi- 
sion of  hematology  from  1946  to  1971.  He  also  served 
as  chairman  of  the  department  of  internal  medicine 
and  assistant  dean  of  the  School  of  Medicine. 

A native  of  Culpeper,  Virginia,  Dr.  Leavell 
was  graduated  from  Virginia  Military  Institute  in 
1931  and  from  the  University  of  Virginia  School  of 
Medicine  in  1935.  He  trained  for  three  years  at  New 
York  Hospital,  then  returned  to  Charlottesville  to  be- 
come an  instructor  of  medicine  for  his  alma  mater. 
His  tenure  was  an  illustrious  one;  in  1972  he  received 
the  university’s  Distinguished  Professor  Award  and 
in  1978  won  the  Raven  Award  for  contributions  to 
the  university.  A Byrd  Stuart  Leavell  Room  was  es- 
tablished in  the  health  sciences  library  by  colleagues, 
a Leavell  Award  in  hematology  was  established  by 
the  family  of  a student,  and  in  1977  an  endowed 
chair  was  established  in  his  name  in  the  department 
of  internal  medicine.  The  Virginia  Military  Institute 
Foundation  honored  him  with  its  Distinguished 
Service  Award,  and  for  “outstanding  contributions  to 
the  medical  profession”  he  received  the  Annual 
Award  of  the  Louise  Obici  Memorial  Hospital  in 
Suffolk. 

An  accomplished  and  versatile  writer,  Dr.  Leavell 
contributed  more  than  50  scientific  papers  to  the 
medical  literature  and  with  a colleague,  Dr.  Oscar  A. 
Thorup,  wrote  a textbook,  “The  Fundamentals  of 
Clinical  Hematology,”  now  in  its  fourth  edition.  In 
the  recent  past  he  had  contributed  to  Virginia  Med- 
ical two  significant  works  of  medical  history:  “Jef- 
fersonian Ideals  Endowed  the  University  of  Vir- 
ginia”, in  the  issue  of  February  1977,  and 
“Distinguished  Virginia  Professor:  Dr.  William  Cecil 
Dabney”,  published  only  last  month,  November 
1979.  He  also  wrote  “The  Eighth  Evac”,  an  absorb- 
ing chronicle  of  his  service  during  World  War  II  with 
the  medical  hospital  unit  formed  and  staffed  by  uni- 
versity doctors  and  nurses. 


Dr.  Leavell  was  a member  of  many  distinguished 
societies,  among  them  the  Raven  Society,  Alpha 
Omega  Alpha,  Sigma  Xi,  the  Southern  Society  for 
Clinical  Investigation  and  the  American  Clinical  and 
Climatological  Association. 

Charles  M.  Zacharias,  MD 

Dr.  Charles  M.  Zacharias,  Richmond  internist 
and  president  of  the  Richmond  Academy  of  Medi- 
cine, died  October  27  of  cancer.  He  was  56  years  old. 

A native  of  Richmond,  Dr.  Zacharias  was  gradu- 
ated from  the  University  of  Richmond  in  1943  and 
served  in  the  Navy  during  World  War  II  and  in  the 
Korean  War  before  entering  the  Medical  College  of 
Virginia,  where  he  also  served  his  internship  and 
residency.  He  entered  private  practice  in  Richmond 
in  1953  with  Dr.  Emmett  C.  Mathews;  later  he  began 
his  own  practice  and  was  joined  by  his  brother,  Dr. 
Lawrence  C.  Zacharias. 

He  was  a former  chief  of  staff  physicians  at  St. 
Mary’s  Hospital,  Richmond,  had  served  on  the  St. 
Mary’s  board  of  directors,  and  was  a former  board 
member  of  the  Virginia  Home.  Long  a member  of 
The  Medical  Society  of  Virginia,  he  belonged  also  to 
the  American  Medical  Association  and  the  American 
Society  of  Internal  Medicine. 

Memoir  of  Ira  L.  Hancock 
1908-1979 

By  John  J.  Krueger,  MD 

On  September  16th  death  terminated  the  47-year 
medical  career  of  a true  “country  doctor”  in  rural 
Virginia  Beach.  Ira  Hancock  was  well  known  and 
will  be  long  remembered  for  his  lifetime  of  service 
from  his  home  office  in  Creeds,  Virginia  (old  Princess 
Anne  County).  For  all  but  two  of  these  years  he  also 
served  as  the  Virginia  Beach  jail  physician,  com- 
bining medical  care  with  liberal  doses  of  homespun 
philosophy.  A pharmacist’s  license,  mixing  pre- 
scriptions, house  calls,  and  awareness  of  his  patients 
personal  and  medical  circumstances  characterized  him 
as  a vanishing  breed  of  family  doctor. 

Dr.  Hancock’s  choice  of  rural  practice  did  not  di- 
minish his  interest  in  academic  and  political  medi- 
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cine.  These  activities  included  a four-year  term  as 
president  of  Princess  Anne  County  Medical  Society, 
member  of  the  senior  staff  and  head  of  the  general 
practice  clinic  at  DePaul  Hospital,  member  of  the 
State  Hospital  Board  and  membership  in  the  AMA, 
The  Medical  Society  of  Virginia  and  the  Academy  of 
Family  Physicians. 

Ira’s  dedicated  professional  service,  good  hu- 
mor, and  sage  philosophy  will  be  missed  in  Virginia 
Beach  and  throughout  the  state. 

Edmund  M.  Chitwood,  Jr.,  MD 

Dr.  Edmund  Madison  Chitwood,  Jr.,  Draper  Val- 
ley surgeon,  died  October  5 in  Pulaski  Community 
Hospital  at  the  age  of  56. 

Born  in  Wytheville  in  1927,  Dr.  Chitwood  was 
graduated  from  Hampden-Sydney  College  and  from 
the  University  of  Virginia  School  of  Medicine  and 
served  his  internship  and  residency  at  the  University 
of  Virginia.  Before  establishing  his  surgical  practice 
he  served  as  a first  lieutenant  in  the  US  Army  Medi- 
cal Corps’  European  Command,  1949-1950. 

Dr.  Chitwood  had  belonged  to  The  Medical  So- 
ciety of  Virginia  since  1947  and  held  memberships 
also  in  the  Southwest  Virginia  Medical  Society  and 
the  Southeast  Surgical  Society.  He  was  a brother  of 
W.  R.  Chitwood,  MD,  Wytheville. 

Walter  S.  L.  Me  Mann,  MD 

Dr.  Walter  Silas  L.  McMann,  obstetrician  and  gy- 
necologist, died  October  8 at  his  home  in  Danville  at 
the  age  of  74. 

Dr.  McMann  was  born  in  Montreal,  Canada,  and 
was  graduated  from  the  Virginia  Military  Institute 
and  the  Medical  College  of  Virginia.  He  first  prac- 
ticed medicine  in  New  York  City,  after  training  at 
the  New  York  University  Medical  Center,  but  moved 
to  Danville  in  1934  and  practiced  there  until  July  of 
this  year.  A longtime  member  of  The  Medical  So- 
ciety of  Virginia,  he  was  a member  as  well  of  the 
Danville-Pittsylvania  Academy  of  Medicine,  the 
American  Medical  Association  and  the  American 
College  of  Obstetricians  and  Gynecologists. 

W.  O.  Klingman,  MD 

Dr.  Walter  O.  Klingman,  Charlottesville,  a past 
president  of  the  American  Academy  of  Neurology, 
died  September  27  in  a Charlottesville  hospital.  He 
was  79  years  old. 

A 1923  graduate  of  the  University  of  Michigan 
School  of  Medicine,  Dr.  Klingman  taught  at  the  Co- 


lumbia University  College  of  Physicians  and  Sur- 
geons, then  served  as  a lieutenant  colonel  in  the  Air 
Force  Medical  Corps.  In  1947  he  joined  the  faculty 
of  the  University  of  Virginia  School  of  Medicine. 
Later,  he  taught  neurology  at  the  University  of 
Texas. 

Dr.  Klingman  had  been  secretary  of  the  American 
Neurological  Association  and  belonged  to  the  Ameri- 
can College  of  Physicians,  the  American  Psychiatric 
Association,  and  the  Society  of  Medical  Consultants 
to  the  Armed  Forces.  His  membership  in  The  Medi- 
cal Society  of  Virginia  spanned  31  years. 

Memoir  of  Edwin  M.  Rucker 
1907-1979 

By  Gwen  S.  Hudson,  MD, 

Charles  E.  Troland,  MD,  and 
Robley  D.  Bates,  Jr.,  MD 

Dr.  Edwin  Macrae  Rucker  of  Richmond  died  on 
January  25,  1979,  after  a lengthy  illness.  He  was  the 
son  of  the  late  Dr.  M.  Pierce  Rucker,  and  was  of  the 
third  generation  of  physicians  in  the  family,  as  his 
grandfather  was  also  a distinguished  Richmond  phy- 
sician. He  followed  his  father  as  chief  of  obstetrics 
and  gynecology  at  Johnston-Willis  Hospital  and  later 
at  Chippenham  Hospital. 

Dr.  Rucker  was  graduated  from  Randolph  Macon 
College  and  received  his  medical  degree  from  Duke 
University  School  of  Medicine,  where  he  was  elected 
to  Alpha  Omega  Alpha.  He  also  obtained  his  spe- 
cialty training  at  Duke  Hospital  and  was  chief  resi- 
dent in  obstetrics  and  gynecology  in  1939-1940  He 
was  a diplomat  of  the  American  College  of  Obstetrics 
and  Gynecology.  In  addition  to  the  private  practice 
of  medicine  in  Richmond,  he  served  as  consultant  in 
gynecology  at  the  McGuire  Veterans  Hospital  and  as 
an  assistant  clinical  professor  of  obstetrics  and  gyne- 
cology at  the  Medical  College  of  Virginia. 

Dr.  Rucker  was  the  past  president  of  the  Rich- 
mond Obstetrical  and  Gynecological  Society,  a 
member  of  the  Richmond  Academy  of  Medicine,  the 
Medical  Society  of  Virginia,  the  Virginia  Obstetrical 
and  Gynecological  Society,  the  South  Atlantic  Asso- 
ciation of  Obstetricians  and  Gynecologists,  and  the 
Pan  American  Cancer  Cytology  Society  and  was  a 
founder  member  of  the  American  College  of  Obste- 
tricians and  Gynecologists.  He  was  also  a member  of 
the  Manchester  Medical  Society  of  Richmond. 

His  chief  non-medical  hobby  was  his  interest  in 
racing  cars.  Working  in  the  pits  at  races  was  a high 
point  for  him. 
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It  was  a characteristic  of  Dr.  Rucker  that  patient 
care  was  the  dominant  feature  of  his  professional  life. 
Compassionate  by  nature,  he  was  obsessively  con- 
cerned about  the  relief  of  pain,  almost  to  the  point  of 
competition  with  his  desire  for  excellence  of  medical 
achievement.  Few  physicians  have  been  as  respected 
by  his  associates  or  held  in  as  much  affection  by  his 
patients.  He  was  a superb  clinician  whose  honesty 
and  steadfastness  blended  with  sound  medical  judge- 
ment. There  are  many  well  informed  doctors  but  few 
have  the  ability  to  accurately  translate  and  apply  this 
knowledge  to  patient  needs  as  did  he. 

His  life  was  indeed  an  affirmation  of  the  practice 
of  medicine  as  a good  way  of  life. 

Prepared  and  published  at  the  request  of  the  Richmond 
Academy  of  Medicine. 

Memoir  of  E.  Cato  Drash 
1901-1979 

The  Albemarle  County  Medical  Society  lost  one  of 
its  most  faithful  and  distinguished  members  when 
Dr.  Everett  Cato  Drash,  emeritus  professor  of  sur- 
gery at  the  University  of  Virginia  School  of  Medi- 
cine, died  at  his  home  in  North  Garden  on  May  5, 
1979. 

Dr.  Drash  was  bom  in  Liberty,  Indiana,  in  1901. 
After  graduation  from  Phillips  University  in  Okla- 
homa, he  received  his  MD  degree  from  Washington 
University  in  St.  Louis;  training  in  surgery  at  Bames 
Hospital  in  St.  Louis  and  then  Vanderbilt  University 
in  Nashville  followed.  He  came  to  the  University  of 
Virginia  School  of  Medicine  in  1931  from  Vanderbilt 
as  an  instructor  in  surgery  and  became  a full  profes- 
sor in  1946.  Dr.  Drash  was  one  of  the  pioneers  in  tho- 
racic surgery  and  was  the  one  primarily  responsible 
for  the  development  of  this  specialty  at  the  Univer- 
sity. 

He  took  an  active  part  in  the  state  tuberculosis 
programs  in  the  days  when  thoracic  surgery  was  an 
important  part  in  the  treatment  of  that  disease.  He 
operated  at  all  the  state  sanatoria  and  several  in  West 
Virginia  as  well.  He  was  active  in  the  Tuberculosis 
Association  in  the  state  and  in  1959  received  the 


Douglas  Southall  Freeman  Award  for  “contributions 
in  an  exceptional  degree  to  tuberculosis  control  in 
Virginia”.  Largely  as  a result  of  his  work  and  inter- 
est in  tuberculosis,  the  Everett  Cato  Drash  endowed 
chair  for  pulmonary  diseases  was  established  in  his 
honor  at  the  University  of  Virginia  in  1974. 

Dr.  Drash’s  career  was  interrupted  for  four  years 
between  1942-46  when  he  was  chief  of  surgery  for  the 
University-sponsored  hospital,  the  Eighth  Evacua- 
tion Hospital,  which  served  for  three  years  in  North 
Africa  and  Italy.  He  was  awarded  the  Legion  of 
Merit  and  separated  from  the  service  with  the  rank  of 
colonel. 

Dr.  Drash  had  been  president  of  the  Albemarle 
County  Medical  Society  (1954),  the  Virginia  Chest 
Society  and  the  Southern  Thoracic  Society,  a regent 
of  the  American  College  of  Chest  Physicians,  and 
president  and  board  member  of  the  Virginia  Lung 
Association.  He  was  a member  of  Alpha  Omega  Al- 
pha and  the  Raven  Society. 

Dr.  Drash  was  a member  of  the  Mooreland  Baptist 
Church  at  North  Garden 

He  is  survived  by  his  wife,  Mrs.  Elizabeth  Frances 
Harlin  Drash;  a brother,  the  Rev.  Wayne  Drash  of 
Knoxville,  Tennessee;  and  a daughter,  Mrs.  Helen 
Drash  Whicker  of  China  Grove,  North  Carolina.  His 
first  wife,  Mrs.  Ethel  Crall  Drash,  died  in  1969,  as  did 
his  son,  Robert,  who  was  an  alumnus  of  the  Univer- 
sity of  Virginia. 

Cato  was  a dedicated,  talented,  and  hard  working 
physician.  He  was  an  excellent  teacher  and  a re- 
spected surgeon.  During  his  service  in  World  War  II 
he  demonstrated  an  unusual  talent  for  leadership  on 
the  several  occasions  when  he  was  the  commanding 
officer  of  the  hospital.  In  his  dealing  with  others  he 
was  straightforward  and  free  from  guile.  He  was  a 
modest  man  with  a good  sense  of  humor  and  was  as 
far  removed  from  arrogance,  pomposity  and  pretense 
as  one  could  be. 

With  Dr.  Drash’s  death  the  profession  has  lost  a 
dedicated,  conscientious  and  capable  member,  and 
the  members  of  the  Albemarle  County  Medical  So- 
ciety have  lost  a trusted  companion. 

Prepared  and  published  at  the  request  of  the  Albemarle 
County  Medical  Society. 
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Pluckily,  the  Fairfax  County 
Medical  Society  is  attacking  the  big, 
prickly  problem  of  medical  cost 
containment.  As  a result,  100,000 
Fairfax  households  have  received  a 
brochure  titled  “How  to  cut  your 
health  care  costs”,  and  a lot  of  Fair- 
fax physicians  have  found  out  they 
really  didn’t  know  what  things  cost. 

The  brochure  is  a lively  yellow 
and  black  affair  that  urges  everyone 
to  “get  a personal  physician  while 
you’re  well”;  explains  that  emer- 
gency room  treatment  is  far  more 
expensive  than  a family  doctor’s 
care;  asks  patients  not  to  “badger” 
doctors  for  tests,  x-rays  and  drugs 
that  may  be  unnecessary;  encour- 
ages patients  to  discuss  fees  and 
prices  with  their  doctors;  and  rec- 
ommends that  everyone  promote 
health  through  proper  diet,  exercise 
and  not  smoking.  The  society’s 
members  were  assessed  $20  each  to 
pay  for  the  printing  and  mailing, 
and  Fairfax  Auxiliary  members 
joined  with  Fairfax  Hospital  volun- 
teers to  affix  the  mailing  labels. 

The  information  that  Fairfax 
County  doctors  are  pretty  much  in 
the  dark  as  to  the  cost  of  things 
came  to  light  when  a quiz  was  given 
to  250  Fairfax  Hospital  physicians. 
To  a list  of  common  medical  costs, 
the  MDs  guessed  wrong  six  out  of 
ten  times,  scoring  poorly  despite  a 
25%  plus-or-minus  allowance  for  er- 
ror. (Among  the  costs  the  doctors 
guessed  wrong:  blood  count,  $9; 
semi-private  room  for  day,  $110; 
first  half  hour  of  operating  room, 
$140;  chest  x-ray,  $26;  skull  x-ray, 


$28.10.)  But  the  dismaying  results 
only  served  to  launch  a campaign  to 
educate  doctors  to  specific  costs;  for 
starters,  the  hospital  and  the  society 
together  distributed  to  all  the 
county’s  doctors  a brochure  listing 
common  medical  costs. 

In  another  tactic,  big  guns  of  the 
Society’s  speakers  bureau  were 
primed  with  cost  containment  infor- 
mation, then  word  went  out  to  200 
civic  groups  that  they  were  available 
to  fire  away.  This  effort  didn’t  hit 
the  target  exactly,  for  although  there 
were  five  responses,  all  asked  for 
strictly  medical  discussions.  No  one 
wanted  to  hear  about  cost  contain- 
ment. Well,  so  what,  the  speakers 
will  make  friends  for  medicine  no 
matter  the  topic,  and  they  can  pass 
out  the  cost  containment  brochures. 

Dr.  Roger  A.  Snyder,  Fairfax 
City,  heads  the  society’s  Cost  Con- 
tainment Committee;  in  all  facets  of 
the  effort  he  has  had  the  close  coop- 
eration of  the  Fairfax  Hospital,  and 
his  plans  for  future  activity  include 
emphasis  on  cost  awareness  during 
the  hospitals’  grand  rounds  and  dis- 
tribution to  physicians  of  random 
selections  of  their  patients’  hospital 
bills.  Dr.  Snyder  also  hopes  to  de- 
velop recommendations  for  ways  in 
which  third-party  carriers  can  help 


to  control  costs,  these  to  cover  such 
areas  as  cost  incentives,  deductibles 
and  outpatient  procedures. 

All  elements  of  the  program  are 
voluntary,  stresses  Dr.  Leon  I. 
Block,  Falls  Church,  president  of  the 
Fairfax  Society.  “A  voluntary  pro- 
gram is  the  only  way  you  can  con- 
tain costs  and  maintain  quality 
care,”  he  comments.  “A  cap  on 
spending  would  result  in  a rationing 
of  health  care  services.” 

Dr.  Jerome  E.  Adamson,  Norfolk, 
is  the  new  president-elect  of  the 
American  Society  of  Plastic  and  Re- 
constructive Surgeons,  elected  at  the 
Society’s  recent  annual  meeting  in 
Toronto.  Educated  at  West  Virginia 
University  and  Duke  University 
School  of  Medicine,  Dr.  Adamson  is 
currently  professor  of  surgery  at 
Eastern  Virginia  Medical  School 
and  chief  of  the  department  of  plas- 
tic surgery  of  DePaul  Hospital,  Nor- 
folk. He  has  served  the  Society  he  is 
to  lead  in  numerous  capacities,  in- 
cluding, from  1970  to  1977,  the 
posts  of  associate  editor  and  co-edi- 
tor of  the  Journal  of  Plastic  and  Re- 
constructive Surgery. 

These  four  MSV  members  have 
been  granted  fellowship  in  the 


Leads  attack  on  a prickly  problem:  Dr.  Roger  A.  Snyder.  Bernie  Boston  for  the 

Washington  Star. 
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American  College  of  Radiology:  Dr. 
Michael  C.  Beachley  and  Dr.  Fred- 
erick S.  Vines,  Richmond;  Dr. 
Thomas  G.  McWilliams,  McLean; 
and  Dr.  Arthur  L.  Thiele,  Char- 
lottesville. 

Dr.  Herbert  W.  Coone,  Manassas, 
is  retiring  as  Health  Director  for 
Prince  William  County,  and  in  ap- 
preciation for  his  services  in  that 
post  the  medical  staff  of  Prince  Wil- 
liam Hospital  gave  him  an  appropri- 
ately engraved  silver  tray.  Dr. 
Stanley  D.  Maoury,  president  of  the 
staff,  made  the  presentation. 

Two  Hillsville  physicians,  Dr. 
Walter  A.  Porter  and  Dr.  J.  Glenn 
Cox,  were  honored  by  the  Grover 
King  Post  1115  of  the  Veterans  of 
Foreign  Wars  at  its  Loyalty  Day  ob- 
servance recently.  Dr.  Porter  retired 
in  1972  after  40  years  of  practice, 
and  Dr.  Cox,  semi-retired,  is  in  his 
49th  year  of  practice. 

“How  to  Make  a Practice 
Flourish  in  a Hayfield”  is  the  pro- 
vocative title  of  an  article  written  by 
Dr.  Patricia  E.  Crowder,  Rapidan, 
and  published  in  the  July  issue  of 
Medical  Economics.  Dr.  Crowder  is 
a general  practitioner;  her  husband, 
Burke  Crowder,  is  a psychologist. 
They  formerly  lived  and  worked  in 
Richmond;  but  when,  on  a weekend 
motor  trip,  they  saw  a “For  Sale” 
sign  on  65  acres  of  land  ten  miles 
from  Rapidan  in  the  Virginia  coun- 
tryside, they  bought  it  and  installed 
two  trailers,  one  for  living  in,  one 
for  practice.  “We  needn’t  have  wor- 
ried about  whether  or  not  we’d  have 
patients,”  relates  Dr.  Crowder;  they 
came  “from  every  side  road  and 
hillside”,  and  today  her  practice  is 
“overflowing”.  She  gives  some  clues 
starting  a rural  practice  from 
scratch,  such  as  making  yourself 
known  in  the  community,  finding 
ways  of  relating  personally  to  your 
new  neighbors  and  potential  pa- 
tients; hiring  a local  native  to  work 
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in  your  office,  and  being  thorough 
in  examinations  and  history-taking, 
since  many  patients  may  not  have 
had  regular  prior  care.  Two  years 
after  Dr.  Crowder  moved  to  Rap- 
idan, the  two  trailers  are  supplanted 
by  a permanent  home-and-office, 
with  a satisfying  view  of  the  Blue 
Ridge  Mountains,  while  the  pres- 
ence of  hunting  dogs  and  horses  on 
the  premises  signifiy  additional 
pleasures  of  country  life. 

Dr.  A.  A.  Choudhury,  Ports- 
mouth, has  been  elected  a fellow  of 
the  Royal  College  of  Physicians  and 
Surgeons,  Glasgow,  Scotland;  and 
Dr.  Oliver  P.  Matthews,  Jr.,  Ports- 
mouth, has  achieved  fellowship  in 
the  American  College  of  Cardiol- 
ogy- 

Dr.  David  L.  Meincke,  Blacks- 
burg, has  been  elected  to  fellowship 
in  the  American  College  of  Obstetri- 
cians and  Gynecologists. 

A gala  open  house  attended  by 
over  200  of  his  patients  and  their 
families  heralded  the  opening,  in 
Norton,  of  Dr.  Khalid  Awan’s  new 
Ophthalmic  Clinic.  The  mayor  of 
Norton,  George  E.  Hunnicutt,  cut 
the  ribbon  and  spoke  in  praise  of 
Dr.  Awan’s  service  to  the  commu- 
nity, and  guests  toured  the  modern 
facility,  which  includes  a medical  li- 
brary— an  appropriate  inclusion,  for 
Dr.  Awan  is  an  accomplished  writer 
whose  works  have  appeared  in 
many  leading  journals,  including 
Virginia  Medical. 

Dr.  James  B.  Funkhouser,  Rich- 
mond, who  has  served  Virginia’s 
state  hospital  system  for  many 
years,  retired  this  fall  from  his  post 
as  deputy  commissioner  for  the  De- 
partment of  Mental  Health  and 
Mental  Retardation.  Dr.  Funkhou- 
ser is  an  associate  clinical  professor 
of  psychiatry  at  the  Medical  College 
of  Virginia  and  is  a past  president  of 
the  Virginia  Neuropsychiatric  So- 
ciety. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  lOtf  per  word  in  excess  of  50.  Classified  display  available 


PHYSICIANS  WANTED 
RICHMOND  ENVIRONS 

Physician  to  work  four  or  five  hours,  one  or  two  af- 
ternoons or  evenings  per  week,  licensed  hospital 
resident  acceptable;  also  full-time  internist  or  gener- 
alist and  a semi-retired  physician.  JCAH  hospital 
nearby.  Send  curriculum  vitae  to  Box  20,  Virginia 
Medical,  4205  Dover  Road,  Richmond  VA  23221. 


WEST  VIRGINIA — Unique  opportunities  available  for  ca- 
reer-minded Emergency  Medicine  physicians.  Director- 
ships as  well  as  staff  positions,  full  and  part-time.  Excellent 
salary  and  benefits  package.  Near  recreation  and  colleges. 
Eor  further  details  contact  J.  Booker,  Community  Physi- 
cians, Inc.,  113  Landmark  Square,  Virginia  Beach  VA 
23452,  (804)  486-0844. 

STAFF  PHYSICIAN:  114-bed  intermediate  care  facility/ 
home  for  adults  located  in  West  End  of  Richmond  is  look- 
ing for  a physician  to  spend  approximately  1 to  IVi  hours 
daily  providing  primary  care  for  half  the  patient  population. 
Good  opportunity  for  new  internist  or  family  practitioner, 
but  we  will  consider  others.  Potential  income  between 
$9,000  to  $14,000  annually.  Eor  more  information,  contact 
Mr.  Charles  Weiden,  (804  ) 282-5471. 

LOCUM  TENENS  wanted  in  Radiology.  Licensed  in  Vir- 
ginia, West  Virginia,  North  Carolina,  South  Carolina, 
Washington  DC.  Reply  to  Box  28,  Virginia  Medical, 
4205  Dover  Road,  Richmond  VA  23221. 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221 . 


VIRGINIA — Unique  opportunity.  Emergency  Medicine. 
Modern  service.  Immediate  or  delayed  openings  for  career- 
oriented  physicians,  unlimited  potential.  Guaranteed  in- 
come $55,000,  plus  excellent  benefits.  For  additional  infor- 
mation contact  Community  Physicians,  Inc.,  113  Landmark 
Square,  Virginia  Beach  VA  23452,  (804)  486-0844. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Sports  Center  with  tennis 
and  dining.  Beautiful  golf  course.  Hiking.  Horseback  rid- 
ing. Skiing!!!  Treeloft  Village  located  atop  major  slopes. 
Rent  as  “guest  of  owner”.  Call  (804)  293-9121. 

NORTH  CAROLINA — Family  Practice/Emergency  Med- 
icine. Unique  opportunity,  immediate  partnership  available. 
Rapidly  growing  practice.  Small  hospital,  rural  area,  two 
hours  to  Atlantic  beaches.  Start  at  $55,000  guarantee.  Un- 
limited growth.  Excellent  benefit  package.  Call  or  write 
about  this  excellent  opportunity:  Community  Physicians, 
Inc.,  113  Landmark  Square,  Virginia  Beach  VA  23452, 
(804)  486-0844. 


ATTENTION  PSYCHIATRISTS 

Established  modern  35-bed  Center  for  Care  and 
Treatment  of  mentally  ill  and  retarded.  Building  over 
8,000  sq.  ft.  Seven  plus  acres.  97%  plus  annual  occu- 
pancy rate.  Financing  available.  Selling  over  $40,000 
below  building,  land  and  contents  cost  due  to  other 
business  interests.  Fine  opportunity  for  doctor  want- 
ing guaranteed  income  plus  time  and  facilities  for 
outpatient  practice.  For  appointment  phone  (703) 
942-0505,  Waynesboro  VA. 


YES,  S WANT  TO  HELP  finance  the  medical  educations 
of  deserving  young  men  and  women  by  making  a tax- 
deductible  contribution  to  the  American  Medical  Associa- 
tion Education  and  Research  Foundation.  Here  is  my 
check,  made  payable  to  AMA-ERF. 

□ Designate  it  for Medical  School. 

□ Designate  it  for  the  Guaranteed  Student  Loan  Fund. 

Mail  this  coupon  with  your  check  to 
Mrs.  Randolph  H.  Hoge,  Longview,  Manakin  VA  23103,  or 
Mrs.  Donald  Sly,  920  Graydon  Avenue,  Norfolk  VA  23508. 
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